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AMERICAN  PUBLISHER'S  NOTICE. 


The  present  edition,  like  the  previous  American  reprints,  has 
been  passed  through  the  press  under  the  supervision  of  Dr. 
Richard  J.  Dunglison.  As  the  work  has  had  the  advantage  of 
three  revisions  at  the  hands  of  the  distinguished  editor,  Mr.  Holmes, 
since  the  appearance  of  the  last  American  edition,  no  necessity  has 
been  found  for  the  insertion  of  additional  details,  but  Dr.  Dungli- 
son  has  carefully  corrected  whatever  errors  had  escaped  attention 
in  England,  and  has  made  such  changes  in  the  typographical 
arrangement  as  seemed  calculated  to  render  the  volume  more  con- 
venient for  consultation  and  reference.  A  few  illustrations  have 
also  been  inserted  in  the  introductory  section.  They  will  be  found 
distinguished  by  inclosure  in  brackets. 

The  recent  work  of  Mr.  Holden — "  L andmarks,  Medical  and 
Surgical" — has  attracted  so  much  attention,  as  affording,  within 
brief  compass,  exactly  the  information  required  by  practitioners  in 
the  application  of  anatomical  knowledge,  that  the  publisher  has 
hoped,  by  appending  it,  to  render  the  volume  still  more  acceptable 
to  those  for  whose  use  it  is  intended. 

PmLADELPHiA,  June,  1878. 
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PREFACE  TO  THE  EIGHTH  EDITION. 


The  only  changes  made  in  this  Edition  have  been  6uch  alterations 
in  the  sections  on  Microscopical  Anatomy  and  on  Development  as 
the  ever-increasing  activity  of  research  in  those  branches  of  the 
science  has  seemed  to  require.  Some  illustrations  which  appeared 
necessary  for  the  further  elucidation  of  the  text  have  been  borrowed, 
with  permission,  from  well-known  text-books,  such  as  Frey's 
" Histology, "  Strieker's  "Handbook,"  and  Quain's  "Anatomy." 


PREFACE  TO  THE  SEVENTH  EDITION. 


This  Edition  has  received  a  most  careful  revision  both  of  the  text 
and  of  the  sections  on  Visceral  Anatomy.  In  the  former  depart- 
ment of  the  work  the  editor  has  to  acknowledge  the  very  valuable 
assistance  received  from  his  friend,  Professor  Darling,  of  New 
York  University,  who  has  been  so  kind  as  to  communicate  to  him 
all  the  verbal  and  other  errors  which  he  has  noted  in  the  course  of 
several  years  during  which  he  has  used  "Gray's  Anatomy"  as  the 
text-book  for  his  class.  For  other  assistance  the  Editor  is  indebted 
to  his  former  pupil,  Mr.  E.  J.  Spitta,  late  Demonstrator  of 
Anatomy  at  the  School  of  St.  George's  Hospital,  by  whom  the 
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section  on  the  Anatomy  of  the  Kidney  in  the  present  edition  has 
been  entirely  re-written. 

The  illustrations  which  have  been  incorporated  in  this  edition 
from  the  "Handbook  for  the  Physiological  Laboratory"  are  from 
original  drawings  by  Dr.  Klein. 

18  Great  Cumberland  Plage: 
December,  1874. 


PREFACE  TO  THE  SIXTH  EDITION. 


In  this  edition  the  old  description  of  the  Cochlea,  which  had  been 
allowed  to  remain  uncorrected  by  an  oversight,  has  been  modified  so 
as  to  embrace  the  essential  points  of  recent  discoveries  in  the  struc- 
ture of  the  internal  ear.  For  the  figures  illustrating  this  descrip- 
tion the  Editor  is  indebted  to  his  friend,  Mr.  C.  Stewabt,  Curator 
of  the  Museum  of  St.  Thomas's  Hospital,  as  well  as  for  one  to 
replace  an  erroneous  diagram  of  the  minute  structure  of  the  large 
intestine. 

The  account  of  the  actions  of  some  of  the  larger  joints  has  also 
been  made  somewhat  fuller;  a  few  new  figures  have  been  added, 
and  the  errors  of  the  press  have  been  still  further  corrected. 

In  other  respects  this  Edition  is  a  reprint  of  the  former. 

81  Clarges  Street,  July,  1872. 


PREFACE  TO  THE  FIRST  EDITION. 


This  work  is  intended  to  furnish  the  Student  and  Practitioner  with  an  accu- 
rate view  of  the  Anatomy  of  the  Human  Body,  and  more  especially  the  appli- 
cation of  this  Science  to  Practical  Surgery. 

One  of  the  chief  objects  of  the  Author  has  been,  to  induce  the  Student  to 
apply  his  anatomical  knowledge  to  the  more  practical  points  in  Surgery,  by 
introducing,  in  small  type,  under  each  subdivision  of  the  work,  such  observa- 
tions as  show  the  necessity  of  an  accurate  knowledge  of  the  part  under  exami- 
nation. 

Osteology.  Much  time  and  care  have  been  devoted  to  this  part  of  the  work, 
the  basis  of  anatomical  knowledge.  It  contains  a  concise  description  of  the 
anatomy  of  the  bones,  illustrated  by  numerous  accurately-lettered  engravings 
showing  the  various  markings  and  processes  on  each  bone.  The  attachments 
of  each  muscle  are  shown  in  dotted  lines  (after  the  plan  recently  adopted  by 
Mr.  Holden),  copied  from  recent  dissections.  The  articulations  of  each  bone 
are  shown  on  a  new  plan ;  and  a  method  has  been  adopted,  by  which  the  hitherto 
complicated  account  of  the  development  of  the  bones  is  made  more  simple. 

The  Articulations.  In  this  section,  the  various  structures  forming  the  joint 
are  described ;  a  classification  of  the  joints  is  given ;  and  the  anatomy  of  each 
carefully  described:  abundantly  illustrated  by  engravings,  all  of  which  are 
taken  from,  or  corrected  by,  recent  dissections. 

The  Muscles  and  Fascise.  In  this  section,  the  muscles  are  described  in  groups, 
as  in  ordinary  anatomical  works.  A  series  of  illustrations,  showing  the  lines 
of  incision  necessary  in  the  dissection  of  the  muscles  in  each  region,  are  intro- 
duced, and  the  muscles  are  shown  in  fifty-eight  engravings.  The  Surgical 
Anatomy  of  the  muscles  in  connection  with  fractures,  of  the  tendons  or  muscles 
divided  in  operations,  is  also  described  and  illustrated. 

The  Arteries.  The  course,  relations,  and  Surgical  Anatomy  of  each  artery 
are  described  in  this  section,  together  with  the  anatomy  of  the  regions  contain- 
ing the  arteries  more  especially  involved  in  surgical  operations.  This  part  of 
the  work  is  illustrated  by  twenty-eight  engravings. 
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The  Veins  are  described  as  in  ordinary  anatomical  works ;  and  illustrated  by 
a  series  of  engravings,  showing  those  in  each  region.  The  veins  of  the  spine 
are  described  and  illustrated  from  the  well-known  work  of  Breschet. 

The  Lymphatics  are  described,  and  figured  in  a  series  of  illustrations  copied 
from  the  elaborate  work  of  Mascagni. 

The  Nervous  System  and  Organs  of  Sense.  A  concise  and  accurate  descrip- 
tion of  this  important  part  of  anatomy  has  been  given,  illustrated  by  sixty-six 
engravings,  showing  the  spinal  cord  and  its  membranes ;  the  anatomy  of  the 
brain,  in  a  series  of  sectional  views ;  the  origin,  course,  and  distribution  of  the 
cranial,  spinal,  and  sympathetic  nerves ;  and  the  anatomy  of  the  organs  of  sense. 

The  Viscera.  A  detailed  description  of  this  essential  part  of  anatomy  has 
been  given,  illustrated  by  fifty-five  large,  accurately  lettered  engravings. 

Regional  Anatomy.  The  anatomy  of  the  perineum,  of  the  ischio-rectal  region 
and  of  femoral  and  inguinal  hernisB,  is  described  at  the  end  of  the  work ;  the 
region  of  the  neck,  the  axilla,  the  bend  of  the  elbow,  Scarpa's  triangle,  and  the 
popliteal  space,  in  the  section  on  the  arteries ;  the  laryngo- tracheal  region,  with 
the  anatomy  of  the  trachea  and  larynx.  The  regions  are  illustrated  by  many 
engravings. 

Microscopical  Anatomy.  A  brief  account  of  the  microscopical  anatomy  of 
some  of  the  tissues,  and  of  the  various  organs,  has  also  been  introduced. 

The  Author  gratefully  acknowledges  the  great  services  he  has  derived  in  the 
execution  of  this  work,  from  the  assistance  of  his  friend,  Dr.  H.  V.  Carter,  late 
Demonstrator  of  Anatomy  at  St.  George's  Hospital.  All  the  drawings  from 
which  the  engravings  were  made,  were  executed  by  him.  In  the  majority  of 
cases,  they  have  been  copied  from,  or  corrected  by,  recent  dissections  made 
jointly  by  the  Author  and  Dr.  Carter. 

The  Author  has  also  to  thank  his  friend,  Mr.  T.  Holmes,  for  the  able  assist- 
ance afforded  him  in  correcting  the  proof-sheets  in  their  passage  through  the 
press. 

The  engravings  have  been  executed  by  Messrs.  Butterworth  and  Heath ;  and 
the  Author  cannot  omit  thanking  these  gentlemen  for  the  great  care  and  fidelity 
displayed  in  their  execution. 

Wilton  Strkkt,  Bklgratr  Square: 
August  1858. 
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ANATOMY, 

DESCRIPTIVE  AND  SURGICAL. 


INTRODUCTION. 


GEtfEKAL  ANATOMY. 

The  fluids  of  the  body,  which  are  intended  for  its  nutrition,  are  the  lymph,  the 
chyle,  aftd  the  blood.  There  are  other  fluids  also  which  partially  subserve  the 
same  purpose,  h3  the  saliva,  the  gastric  juice,  the  bile,  the  intestinal  secretion ;  and 
others  which  are  purely  excremenfiTIous,  as  the  urine.  All  these  fluids  form  a 
part  of  the  bulk  of  the  body  under  ordinary  circumstances.  But  there  is  no 
need  to  describe  the  rest  in  this  place,  since  they  are  the  secretions  of  special 
organs,  and  are  described,  as  far  as  is  judged  necessary  for  the  purpose  of  this 
work,  in  subsequent  pages.  We  shall  here  speak  first  of  the  blood,  and  next 
of  the  lymph  and  chyle. 


THE  BLOOD. 


The  blood  is  a  fluid  holding  a  large  number  of  minute  cells  or  corpuscles  in 
8uspeBSfOIK  Its  general  physical  characters  are  so  well  known  that  we  need 
merely  say  that  it  is  of  a  darE:  red  or  purple  color  in  the  veins,  and  of  a  bright 
red  or  scarlet  in  the  arteries ;  that  it  is  viscid,  drying  rapidly,  and  with  a  clammy 
feeling ;  salt  to  the  taste,  slightly  alkaline,  and  with  a  specific  gravity  of  about 
1055. 

General  Composition  of  the  Blood. — On  standing,  blood,  under  ordinary  cir- 
cumstances, soon  separates  into  twojaajts — a  fluid  called  the  "serum"  and  a  clot 
or  "  coagulum."  The  latter  is  not  merely  the  cells  or  blood-corpuscles  spoken  of 
above  as  held  in  suspension,  and  which  have  subsided  out  of  the  fluid,  but  con- 
sists besides  of  fibrin  which  has  been  held  in  solution  in  the  fluid  blood,  and 
which  in  its  solidification  has  enclosed  and  implicated  the  blood-corpuscles  as 
they  subside. 

llie  blood  is  thus  seen  to  consist  naturally  of  two  parts,  the  plasma,  or  liquor 
sanguinis,  a  fluid  rich  in  fibrin,  and  the  blood-cells,  or  blood-corpuscles ;  and 
when  drawn  from  the  body,  of  two  parts  composed  differently  to  the  above, — 
viz.  the  <5lQt,  which  comprises  the  blood-corpuscles  and  the  fibrin  of  the  plasma; 
and  the  serum,  which  consists  of  the  remainder  of  the  plasma. 

The  blood-corpuscles,  blood-disks,  or  blood- globules,  as  they  are  more  commonly 

called,  are  of  two  kinds,  the  red  and  the  white.     The  red  globules  are  far  the 

more  numerous,  and  are  those  which  are  always  intended  when  the  expression 

blood-disks  or  blood-globules  is  used  without  any  other  qualification.     They 
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are  said  to  be  in  man  about  three  or  four  hundred  times  as  numerous  as  the 
white  (Harley) ;  by  others  only  fifty  times  as  numerous  (Todd  and  Bowman).1 
They  differ  very  much  in  size  and  shape  in  different  animals  (Fig.  1).  In  man 
their  size  varies  considerably,  even  in  the  same  drop  of  blood,  between  the 
limits  of  uIqq  and  ^0Ji  of  an  inch  in  diameter,  the  average  being  about  jj1^ 

[Fig.  1.  Fig.  2. 
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CorpuHcles  of  Prog'*  blood :  1, 1,  red  corpuscles  teen  on  Human  blood-glohules ;  «,  seen  from  the 

their  flattened  face ;  2,  the  iftme  turned  nearly  edgeways ;  surface  j  ft,  from  the  side  j  c,  united  In  rou- 

8,  colorless  corpuscles ;  4,  red  corpuscles  altered  by  dilute  leaux;  d,  rendered  spherical  by  water;  e, 

acetic  acid.]  decolorized  by  the  same ;  /,  blood-globules 

shrunk  by  evaporation. 

(Todd  and  Bowman).  They  are  circular  disks,  bi-concave  in  profile,  having  a 
slight  central  depression,  with  a  raised  border  (as  seen  in  Fig.  2,  b).  Their 
color  appears  of  a  faint  yellow  when  they  are  seen  singly,  but  it  is  to  their 
aggregation  that  the  blood  owes  its  red  hue.  Human  blood-disks  present  no 
trace  of  a  nucleus.  They  consist  of  a  tough  elastic  transparent  stroma  uni- 
formly pervaded  by  a  coloring  matter  called  hsemoglobin.  When  the  blood  is 
circulating,  under  the  microscope,  in  one  of  the  lower  animals,  the  blood- 
globules  are  seen  to  be  separate  from  each  other,  and  are  also  separated  from  the 
wall  of  the  vessel  by  an  interval  ^a^g****."  Doubtless  the  same  is  the  case  in 
the  human  body ;  but  when  drawn  and  examined  on  a  slide  without  reagents, 
the  blood-globules  often  collect  into  heaps  like  rouleaux  of  coin  (Fig.  2,  c).  Their 
shape  is  very  soon  influenced  by  the  medium  in  which  they  are  placed,  and  by 
the  specific  gravity  of  that  medium.  In  water  they  swell  up,  lose  their  color, 
and  cease  to  be  visible,  leaving  the  white  corpuscles  in  the  field.  Solutions  of 
salt  or  sugar,  denser  than  the  serum,  give  them  a  stellate  appearance ;  and  the 
usual  shape  may  be  restored  by  diluting  the  solution  to  the  proper  point.  A 
solution  of  the  proper  strength  merely  separates  the  blood-globules  mechanically, 
without  changing  their  shape. 

There  can  be  no  doubt  that  the  difference  in  color  between  arterial  and  venous 
blood  must  be  due  to  some  minute  diri'erence  in  the  red  blood-globules ;  and  it 
is  also  in  the  highest  degree  probable  that  the  chemical  differences  between 
these  two  kinds  of  blood  are  due,  in  part  at  least,  to  such  differences ;  but  the 
change  has  not  hitherto  been  rendered  perceptible  either  to  the  microscope  or 
to  chemical  analysis.  At  the  same  time,  the  researches  of  Professor  Stokes* 
show  that  the  coloring  matter  of  the  blood  produces  different  effects  on  the  solar 
spectrum,  according  as  it  is  in  a  more  or  less  oxidized  condition ;  and  it  is  in  the 
highest  degree  probable  that  the  same  change  in  the  oxidation  of  the  contents 
of  the  blood-globules  produces  the  difference  of  color  between  arterial  and 
venous  blood. 

The  human  tvhite  corpuscles  (Fig.  3)  are  rather  larger  than  the  red,  and  have 
an  irregular  or  granular  surface.  A  nucleus  becomes  perceptible  on  the  addi- 
tion of  acetic  acid.    They  are  very  similar  to,  if  not  identical  with,  the  cor- 

1  Hirt  puts  the  proportion  ns  low  as  I  :  1761  during"  fasting,  and  1 :  695  or  1 :  429  after  food 
(Kolliker).  Venisection,  by  withdrawing  so  much  larger  a  proportion  of  the  red  globules,  and 
also  by  favoring  the  absorption  of  lymphatic  fluid  into  the  blood,  much  increases  the  relative  pro- 
portion of  the  white  corpuscles,  so  "that  KbMliker  asserts  that  in  the  horse,  after  enormous  venae- 
section  (up  to  50  lbs.)  the  colored  and  colorless  corpuscles  appear  equally  numerous. 

*  Proceedings  of  Royal  Society,  1864. 
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puscles  of  the  lymph  and  chyle,  though  somewhat  more  acted  upon  by  acetic 
acid  than  the  latter.  Their  proportion  appears  to  vary  considerably  in  differ- 
ent parts  of  the  circulation,  being  much  larger  in  the'moodTJf  the  BplSnic  vein 
and  hepatic  vein  than  in  other  parts  of 

the  body,  while  in  the  splenic  artery  Fig.  3. 

they  are  very  scanty.      The  colorless  ^  $a 

corpuscles  bear  a   strong  resemblance  ^V  ^  ^     O  .--^ 

also  to  the  cells  found  in  pus.    It  is  well  O    f$jj^  ©  •  ^   £k"  '"* 

known  that  these  colorless  corpuscles  A      *:9Pair         /^         *8r 

have  the  remarkable  properties  of  loco- 
motion  and  of  uamceDoia"  changes,  so 
that,  examined  during  life,  tEey  may 
show  various  shapes.  (Fig.  4.)  ^ 

From  the  fact  that  cells  exactly  like  . ..  1^B^> .  _    ..^  .     . 

.  .  .     .     J  a,  white  corpuscles  of  human  blood  ;  tf,  red  corpus- 

the  colorless  corpuscles  are  being  con-  cie8.  (High  power.) 

stantly  furnished  to  the  blood  by  the 

ducts  of  the  lymphatic  glands,  the  chyle-ducts  (and  even  the  liver  in  the  fcetus), 

and  also  from  their  varying  proportion  in  different  parts  of  the  circulation,  and 

Fig.  4. 


Human  colorless  blood-corpuscle,  showing  its  successive  changes  of  outline  within  ten  minutes  when  kept 

moist  on  a  warm  stage.    (Schofield.) 

in  different  pathological  conditions,  the  colorless  corpuscles  are  usually  re- 
garded— with,  at  any  rate,  considerable  probability, — as  an  earlier  stage  of  the 
colored  blood-disks. 

Fat-granules  are  seen  in  the  blood  of  the  lower  animals,  and  occasionally  in 
the'  blood  of  pregnant  women ;  fllso,  according  to  Kolliker,  in  other  persons 
after  the  abundant  use  of  milk  or  brandy,  as  well  as  in  those  who  are  fasting ; 
which  he  attributes,  in  the  latter  case,  to  the  absorption  of  the  fat  of  the  body. 
But,  under  ordinary  circumstances,  the  granular  base  of  the  chyle,  poured  into 
the  blood,  through  the  veins  at  the  root  of  the  neck,  disappears  as  the  blood 
passes  through  the  lungs. 

Oases  of  the  Blood. — A  given  quantity  of  blood  contains  rather  less  than  half 
the  same  volume  of  gases.  These  are  carbonic  acid,  oxygen,  and  nitrogen.  The 
relative  quantity  is  roughly  stated  thus :  Carbonic  acid  about  two-thirds  of  the 
whole  quantity  of  gas,  oxygen  rather  less  than  one-third,  nitrogen  below  one- 
tenth  (Huxley).1  The  nitrogen  is  unimportant.  It  (or  at  least  the  greater  part 
of  it)  is  merely  absorbed  from  the  atmosphere  under  the  pressure  to  which  the 
blood  is  exposed,  and  can  therefore  be  mechanically  removed,  as  can  also  a  part 
of  the  oxygen  and  carbonic  acid ;  but  the  greater  part  of  the  oxygen  is  in  loose 
chemical  combination  with  the  haemoglobin  of  the  blood-corpuscles,  and  the 
greater  part  of  the  carbonic  acid  seems  to  be  in  stable  chemical  combination 
with  the  salts  of  the  serum,  though  a  certain  proportion  is  also  combined  loosely 
with  the  blood-globules. 

The  experiments  by  which  these  facts  are  proved  will  be  found  in  the  physio- 
logical treatises. 

The  fluid  part  of  the  blood,  the  liquor  sanguinis,  or  plasma,  is  again  composed 
of  a  permanently  fluid  portion — the  serum — and  of  fibrin,  which  coagulates 

1  The  quantity  of  pases  contained  varies,  of  course,  with  a  great  number  of  different  conditions, 
and  especially  according  as  the  blood  is  arterial  or  venous.  Hermann  states  that  the  proportion 
of  oxygen  varies  from  16.9  vols,  per  cent,  in  arterial  to  5  9  per  cent,  in  venous  blood,  that  arterial 
blood  contains  on  an  average  about  30  vols,  per  cent.,  and  venous  about  35  per  cent.,  of  carbonic 
acid;  and  this  author  places  the  proportion  of  nitrogen  as  low  as  from  1  to  2  vols,  per  cent. 
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spontaneously  when  out  of  the  body,  but  which  is  held  in  solution  during  life. 
The  fibrin  can  be  separated  from  blood  after  it  has  been  drawn  by  whipping  it 
with  twigs,  to  which  the  fibrin  as  it  coagulates  adheres.  The  fibrin  does  not 
exist  as  such  in  the  blood,  but  is  formed  during  coagulation  by  the  union  of  two 
substances  (fibrino-plastin  and  fibrinogen)  which  exist  separate  in  the  blood. 
For  the  experiments  which  prove  this  fact,  and  for  the  account  of  the  substances 
themselves,  as  well  as  the  properties  of  the  blood  and  the  phenomena  of  its 
coagulation,  I  must  again  refer  to  the  treatises  on  Physiology.  The  liquor  san- 
guinis may  be  obtained  free  from  the  red-corpuscles  by  filtration  in  animals 
whose  blood-globules  are  sufficiently  large,  or  in  mammalia  by  exposing  the 
blood  to  a  freezing  temperature  till  the  corpuscles  have  subsided.  By  this  pro- 
cess, or  by  removing  a  portion  of  the  clear  liquor  which  is  found  above  the 
buffy  coat  of  inflammatory  blood  just  after  the  latter  has  formed,  the  plasma 
may  be  obtained,  and  will  then  separate  by  coagulation  into  a  colorless  clot  of 
fibrin  and  saline  fluid.  The  fibrin-clot  consists  of  interlacing  structureless 
strings,  which  contain  in  their  meshes  some  white  corpuscles  accidentally  in- 
closed in  them. 

The  fluid  left  after  the  coagulation  of  the  fibrin,  which  is  the  serum  of  the 
blood  properly  so  called,  is  yellowish,  and  contains  so  much  albumen  that  it 
solidifies  almost  completely  on  being  heated.    It  is  alkaline  from  the  presence 

Fig.  5. 
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Blood-crystals.  A,  trihedral  crystals  from  blood  of  guinea-pig.  B,  pentagonal  crystals  from  blood  of 
squirrel  O,  octahedral  crystals  from  blood  of  rat  and  mouse.  D,  hsematln  crystals  from  human  blood.  E, 
hnmatoldin  crystals  from  an  old  apoplectic  clot.    F,  hemin  crystals  from  blood  treated  with  acetic  acid. 

of  free  soda  and  carbonate  of  soda.  The  chemical  composition  of  the  blood  is 
complex,  as  might  be  anticipated  of  a  fluid  from  which  all  the  various  tissues 
of  the  body  are  to  be  formed ;  and  it  must  of  course  vary  in  various  parts  of 
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the  circulation.  The  following  seems  to  be  as  accurate  an  analysis  as  possible. 
It  is  quoted  in  Carpenter's  "Physiology,"  by  Power,  from  M.  Gorrup-Bczanez, 
who  procured  two  samples  of  the  same  person's  blood,  and  had  them  analyzed 
by  himself  and  three  other  competent  chemists.  The  separate  analyses  are  given, 
but  the  variations  are  too  slight  to  be  worth  quoting.  The  following  were  M. 
Gorrup-Bezanez's  results: — 

lit  Spec.  Id  Spec 

Water 796.93  783.63 

Solid  matters 203.07  216.37 

Fibrin 1.95  1.56 

Corpuscles 103.23  115.12 

Albumen "0.75  62.74 

Extractive  matter  and  salts 27.14  36.95 

The  crystals  which  form  in  the  blood  under  certain  circumstances  and  when 
treated  by  certain  reagents  ought  to  be  described,  in  consequence  of  their  im- 
portance as  a  means  of  distinguishing  human  from  other  kinds  of  blood.     They 
are  of  three  kinds:    1.  Hcematin  crystals,  found  in  normal  blood,  particularly  I 
in  the  spleen.     These  are  procured  by  the  addition  of  a  little  water,  or  by  agi- 
tating the  blood  with  ether,  by  either  of  which  means  the  blood -corpuscles  are 
ruptured,  and  their  contents  crystallize  on  evaporation.     2.  Hecmatoidin  crys-  ( 
tats,  found  in  old  clots.     3.  Hsemin  crystals,  formed  by  mixing  dried  blood  with 
an  equal  quantity  of  common  salt  and  boiling  it  with  a  few  drops  of  glacial 
acetic  acid  till  the  whole  has  dissolved.     A  drop  of  the  mixture  placed  on  the  ' 
slide  will  show  the  crystals  on  cooling. 

Fig.  5  shows  these  three  forms  of  crystals  from  human  blood,  together  with 
some  from  the  lower  animals,  for  comparison. 

The  importance  of  being  acquainted  with  the  crystals  found  in  human  blood 
is  obvious,  and  more  particularly  those  which  can  be  obtained  from  dried  blood ; 
since  in  this  way  old  blood-stains  can  be  recognized  as  being  human  or  other- 
wise, even  long  after  their  formation.  The  spectrum  analysis,  however,  is  said 
to  be  a  more  delicate  test  of  fresh  blood. 


LYMPH  AND  CHYLE. 

The  lymph  and  the  chyle  are  almost  identical  in  constitution,  though  the  pro- 
portion of  their  constituents  varies  indifferent  parts  of  the  vascular  system.    The 
lymph  is  the  secretion  of  a  system  of  vessels  and  glands,  to  be  more  fully  described 
in  the  sequel,  which  takes  up  from  the  worn-out 
tissues  that  which  is  still  available  for  purposes  of  F'K-  6. 

nutrition  and  returns  it  into  the  veins  close  to  £jjj 

the  heart,  there  to  be  mixed  with  the  mass  of       ®     ^\    ©  f% 

the  blood.     The  chyle  is  a  fluid  secreted  by  the  ^  ^>   =- 

villi  of  the  small  intestines  from  the  food.     It  is  @  @P   /g&j  V»  © 

intermingled  with  the  lymph,  and  is  poured  into      **' " 
the  circulation  through  the  same  channels.1    (See  9 

the  description  of  the  Thoracic  Duct,  Lacteals, 

and  Ductus  Lymphaticus  dexter,  in  the  body  of  0 

the  work.) 

On  microscopical  examination,  chyle  displays  :i 

besides  the  lymph -corpuscles  a  large  number  of  &■'*>, 

fatty  granules,  "  the  granular  base  of  the  chyle"  Is&wS 

(Fig.  6,  a),  oil  globules,  free  nuclei,  and  a  few  Chyia  (rom  ,be  ]Uieaii. 

1  It  may  not  be  amiss  to  remind  the  student  that  the  lacteal  or  chyliferons  vessels  only  convey 
a  portion  or  the  nntritious  matter  from  the  food,  and  this  only  during  digestion.  At  other  times 
they  seem  to  act  precisely  as  ordinary  lymphatics. 
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red  blood-globules.  The  white  color  of  the  chyle  is  due  to  the  abundance  of  the 
molecular  base.     These  molecules  are  almost  or  entirely  absent  in  lymph. 

In  other  respects  lymph  and  chyle  are  indistinguishable  by  microscopic 
examination,  but  in  external  appearance  they  are  very  different. 

Chyle  is  a  milk-white  fluid,  which  coagulates  spontaneously,  *  and  then  on 
standing  separates  more  or  less  completely  into  a  clear  part,  the  liquor  chyli, 
which  is  identical  with  the  liquor  sanguinis,  and  a  thinnish  jelly-like  clot,  con- 
sisting of  fibrin  in  which  chyle-corpuscles  and  the  fatty  molecules  are  entangled. 
Its  analysis,  as  given  by  Dr.  G.  O.  Bees1  from  the  chyle  of  a  criminal  examined 
shortly  after  his  execution,  and  in  whom  the  thoracic  duct  was  found  distended 
with  chyle,  is  as  follows : — 

Water 90.48 

Albumen,  with  traces  of  fibrinous  matter 7.08 

Aqueous  extractive .56 

Alcoholic  extractive  or  osmnzome .52 

Alkaline  chloride,  carbonate  and  sulphate,  with  traces  of  alkaline  phos- 
phate and  oxide  of  iron .44 

Fatty  matters .92 

100.00 

Lymph,  as  its  name  implies,  is  a  watery  fluid.  In  the  lymph  the  molecular 
base  is  absent,  and  the  lymph-corpuscles  are  very  few  in  number,  and  indeed 
are  said  by  Kolliker  to  be  absent  in  the  smaller  vessels.  According  to  the 
same  author,  the  size  of  the  lymph-globules  increases  as  the  fluid  ascends  higher 
in  the  course  of  the  circulation.  In  this  view  the  lymph  is  at  first  a  mere  albu- 
minous fluid,  and  the  chyle  at  first  a  mere  albumino-fatty  fluid,  the  cells  in  both 
being  produced  during  the  passage  of  the  fluid  through  the  glands  (lymphatic 
or  mesenteric,  as  the  case  may  be),  and  being  further  elaborated,  and  even  new 
cells  produced  by  the  division  of  the  old  ones,  in  the  course  of  the  circulation. 
The  presence  of  mature  blood-globules  in  the  lymph  or  in  the  chyle  is  regarded 
by  most  authors  as  accidental — i.  e.  produced  by  the  manipulation  of  the  dis- 
sector ;  but  Dr.  M.  Foster  says  that  the  pink  color  seen  on  the  surface  of  clotted 
chyle,  even  when  no  blood  is  mixed  with  it,  is  due  to  immature  red  corpuscles 
proper  to  the  chyle. 

The  lymph-corpuscles,  as  seen  in  the  above  figure,  are  in  all  essential  respects 
the  same  in  the  chyle,  the  lymph,  and  the  blood,  where  they  have  been  de- 
scribed above  as  the  colorless  blooa-corpuscles.  In  the  chyle  and  lymph,  however, 
they  vary  very  much  in  size.  In  some  cases  several  younger  cells  are  found 
inclosed  in  the  original  corpuscles. 


CELLS  AND  PROTOPLASM. 

All  the  solid  tissues  of  the  body  are  originally  developed  out  of  cells  con- 
taining a  matter  now  usually  styled  protoplasm,  and  many  such  cells  persist  in 
mature  structures.  In  the  higher  organisms  all  such  cells  are  nucleated — i.  e. 
they  contain  in  their  interior  a  smaller  cell  or  nucleus,  which  frequently  presents 
in  its  centre  a  nucleolus.  The  protoplasm  is  situated  around  the  nucleus,  and 
is  usually  inclosed  in  a  limiting  membrane  or  cell- wall.  Protoplasm  (sarcode, 
blastema,  germinal  matter,  or  bioplasm)  is  usually  granular,  sometimes  hyaline, 
is  indistinguishable  in  its  chemical  relations  from  albumen,  of  a  semi-fluid,  viscid 
consistence,  and  distinguished  by  its  vital  properties  of  amoeboid  motion  (of  which 
ciliary  movement  may  be  taken  to  be  a  variety),  nutrition — that  is,  the  power 
of  attracting  to  itself  the  materials  of  growth  from  the  surrounding  matter — 
and  reproduction,  by  means  of  which  fresh  cells  are  produced  either  by  segmen- 
tation or  budding.    These  processes  commence  in  the  nucleus,  which  is  a  special 

1  Phil.  Trans.  1842,  p.  82. 
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collection  of  protoplasm  marked  off  by  a  definite  outline  from  the  rest  of  the 
cell,  and  distinguished  from  it  by  resisting  the  action  of  acids  and  alkalies  which 
destroy  or  render  invisible  the  body  of  the  cell,  and  by  imbibing  the  stain  of 
carmine,  haematoxyline,  &c.  In  the  reproduction  of  cells  by  segmentation  the 
nucleus  splits";  in  that  by  germination  it  sends  off  a  process;  and  thus  new 
uuclei  are  produced  which  are  surrounded  by  their  own  cell  substance,  and 
gradually  detach  themselves  from  the  parent  cell.  The  most  remarkable  pro- 
perty of  cells  is  that  of  growth,  development,  or  differentiation,  by  means  of 
which  the  most  various  solid  tissues,  or  even  fluids  containing  cells,  are  de- 
veloped out  of  cells  originally  to  all  appearance  identical. 

The  death  of  cells  is  accomplished  either  by  their  mechanical  detachment 
from  the  surface,  preceded  possibly  by  their  bursting  and  discharging  their  con- 
tents, or  by  various  forms  of  degeneration,  fatty,  pigmentary,  or  calcareous. 

Cells  are  held  together  either  by  anastomosis  of  their  processes,  by  intercel- 
lular substance,  semi-fluid,  hyaline,  or  of  various  higher  forms  which  are,  in  fact, 
metamorphosed  cells,  or  by  direct  contact  of  their  walls.1 


CELLULAR  AND  FIBROUS  TISSUE. 

The  cellular  or  areolar  tissue  is  so  called  because  its  meshes  are  easily  dis- 
tended, and  thus  separated  into  cells  or  spaces  which  all  open  freely  into  each 
other,   and  are  consequently  easily  blown  up  with 
air,  or  permeated  by  fluid,  when  injected  into  any  LFl8-  '• 

part  of  the  tissue.  Such  spaces,  however,  do  not 
exist  in  the  natural  condition  of  the  body,  but  the 
whole  tissue  forms  one  unbroken  membrane  com- 
posed of  a  number  of  interlacing  fibres,  variously 
superimposed.  Hence  the  old  term  "the  cellular 
membrane"  is  in  many  parts  of  the  body  more  appro 
priate  than  its  more  modern  equivalents.  The  chief 
use  "of  the  cellular  tissue  is  to  bind  parts  together ; 
while  by  the  laxity  of  its  fibres  and  the  permeability 
of  its  areolae  it  allows  them  to  move  on  each  other, 
and  affords  a  ready  exit  for  inflammatory  and  other 
effused  fluids.  It  is  consequently  often  denominated 
connective  tissue,  and  this  term  is  still  more  appro- 
priate to  the  fibrous  tissue  which  forms  the  bond  of 

connection  between  the  intimate  elements  of  solid      Portion  of  sreour  tiuue,  ina«i*d 
organs ;  in  which  more  restricted  sense  the  term  is    "d  *■*?.  ***i«l "»  ge«™i  »i>*- 

p.  .     ■  i  i  mi  i  ■  rnctir  of  III  larger  mcihet.    Each 

often   used  in   modern  works.     The  areolar  tissue    !„„,„»  .ma  ai.m.nt  here  repre- 

Consists   essentially   of    tWO   forms   Of  fibrOUS    tissue,      lented  conUIni  aumeroui  imallrr 

the  white  and  yellow,  intermixed  in  varying  propor-  on"'  m»t,e'1  together  by  the  mode 
tions,  together  with  a  great  quantity  of  capillary  ^■mi™',]0'1^  '  **"  ""*" 
vessels,  nerves,  and  lymphatics,  and  in  most  situa- 
tions it  contains  fat.  The  cellular  tissue  is  continuous  over  the  whole  body ;  so 
that  fluid,  and  especially  air,  when  injected  forcibly  into  it — as  from  a  wound 
of  the  lung  or  bowel — may  be  diffused  into  the  remotest  parts. 

The  white  Jibrous  tissue  (Fig.  8)  consists  of  bundles  of  wavy  fibres  interlacing 
with  each  other,  each  composed  of  minute  filaments,  or  Jibrillx,  which  appear 
homogeneous,  and  measure  from  Hr,nnn  to  aol00  of  an  inch  in  diameter.  The 
larger  fibres  have  no  definite  size,  but  are  supposed  to  be  solid  masses  formed 
by  an  agglutination,  as  it  were,  of  the  ultimate  fibrillee.  Acted  upon  by  acetic 
acid,  the  white  fibrous  tissue  swells  up  into  an  indistinct  uniform  mass,  which 

1  Id  Kirkea'a  "  Physiology"  by 
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with  one  another.  They  are  homogeneoi  _  _.,  ,  .  _ 
and  are  usually  seen  curled  up  at  their  broken  ends, 
by  acetic  acid. 


gradually  becomes  indistinguish- 
able; and  in  the  areolar  tissue, 
when  thus  treated,  the  yellow 
elastic  element  comes  alone  into 
view. 

The  yellow  elastic  fibrous  tissue 
(Fig.  9)  is  an  aggregation  of 
fibres,  which  are  considerably 
larger  in  size  than  the  fibrillse  of 
the  white  fibrous  element,  vary- 
ing from  „Jfl„  to  7D'0Tof  an  inch 
in  diameter  (Harley).  The  fibres 
branch  and  anastomose  freely 
in  appearance,  with  dark  borders, 
They  remain  unaltered 


Yellow  eliutle  tlnue.    (High  power.) 
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Each  of  these  elements  of  the  connective  tissue  is  developed  from  cells.  Ko'lli- 
ker  describes  the  yellow  elastic  fibres  as  developed  from  the  stellate  branching 
corpuscles,  which  may  sometimes  be  found  free  in  the  areolar  tissue,  and  which 
Virchow  has  denominated  "conncctive-tissue-corpuscles"  (Fig.  10);  while  the 
white  fibrous  tissue  is  formed  from  the  coalescence  of  fusiform  cells,  which 
elongate  into  fibrillse  as  shown  by  Fig.  11. 

The  two  tissues  just  described  are  very  widely  distributed  in  the  body,  espe- 
cially the  white  fibrous  tissue.  This  latter  forms  nearly  the  whole  of  all  the 
firm  investing  membranes;  viz.,  the  muscular  fascia*,  the  periosteum,  the  invest- 
ments of  the  various  glands  (such  as  the  tunica  albuginea  testis,  the  capsule  of 
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the  kidney,  &c),  the  investing  sheath  of  the  nerves  (neurilemma),  and  of  various 
organs,  as  the  penis  and  the  eye  (sheath  of  the  corpora  cavernosa  and  spongiosum, 
sclerotic  and  choroid).  Into  all  these  Darts,  however,  the  elastic  tissue  enters  in 
greater  or  less  proportion.  The  tendons  and  most  of  the  ligaments  are  also 
formed  almost  entirely  of  the  white  fibrous  tissue,  but  with  some  elastic  fibres 
intermixed.  The  basis  of  the  serous  and  mucous  membranes  is  formed  of  con- 
nective tissue,  disposed  in  a  layer.  The  common  subcutaneous  cellular  or  cel- 
lulo- adipose  tissue  has  been  taken  above  as  the  typical  form  from  which  to 
describe  connective  tissue.  Connective  tissue  also  enters  largely  into  the  forma- 
tion of  the  bloodvessels,  glands,  and,  in  fact,  almost  every  organ  in  the  body. 
The  organs  which  are  formed  almost  exclusively  of  the  yellow  elastic  tissue  are 
the  ligamenta  subflava  of  the  vertebra,  the  elastic  ligaments  of  the  larynx,  the 
longitudinal  elastic  fibres  of  the  trachea,  the  elastic  layer  of  the  middle  coat  of 
the  arteries,  and  in  quadrupeds  the  ligamentum  nuchas. 

Free  cells  are  found  in  the  areolar  tissue,  as  indicated  above.  The  chief  forms 
are  the  spindle-shaped  and  the  stellate,  but  numerous  intermediate  forms  are 
described  by  recent  observers ;  and  of  late  much  interest  has  been  excited  by 
Von  Recklingshausen's  discovery-  in  the  cellular  tissue  of  cold-blooded  animals 
of  "wandering  cells,"  or  cells  endowed  with  the  power  of  automatic  motion,  and 
of  changing  their  shape.  These  cells  appear  identical  with  the  white  globules 
of  the  blood;  and  it  would  seem  from  the  researches  of  Strieker,  Cohnheim, 
and  others,  that  the  walls  of  the  capillary  vessels  are  permeable  to  the  latter 
bodies,  which  are  thus  allowed  to  escape  into  the  cellular  tissue,  there  to  undergo 
development,  normally  into  the  natural  cells  and  cellular  tissue,  or  abnormally 
into  the  corpuscular  forms  of  lymph  and  pus,  according  to  circumstances.1 
Treated  with  nitrate  of  silver,  the  cellular  tissue  is  seen  to  consist  of  spaces 
formed  by  the  fibres,  united  together  by  a  homogeneous  cement  or  "ground 
substance,"  and  filled  by  the  cellular  elements,  which  contain  the  protoplasm 
out  of  which  the  whole  is  developed  and  regenerated. 

Two  special  kinds  of  cellular  tissue  must  be  described — the  mucoid,  and  the 
lymphoid  or  retiform.  The  mucoid  or  gelatinous  tissue  exists  chiefly  in  the 
"jelly  of  Wharton,"  which  forms  the  bulk  of  the  umbilical  cord,  and  in  some 
other  tissues  of  the  foetus ;  but  in  the  adult  body  also  the  vitreous  humor  of  the 
eye  is  formed  of  gelatinous  cellular  tissue.  This  tissue  is  formed  of  rounded 
nucleated  cells  separated  by  a  transparent  jelly-like  substance  which  in  the 
umbilical  cord  shows  traces  of  fibrillation. 

Ketiform,  adenoid,  or  lymphoid  connective  tissue  is  found  extensively  in  many 
parts  of  the  body,  often  surrounding  the  minute  bloodvessels,  and  forming  the 
commencement  of  lymphatic  channels.  It  is  formed  of  an  interlacement  of  very 
fine  fibres,  at  the  nodal  points  of  which  stellate  cells  are  situated.  The  interstices 
of  the  fibres  are  filled  with  the  rounded  granular  corpuscles  of  the  lymph.  The 
neuroglia,  or  fine  gelatinous  connective  tissue  which  supports  the  nervous  ele- 
ments in  the  cerebro-spinal  axis  and  in  the  retina,  is  regarded  as  a  modified 
form  of  the  retiform  connective  tissue. 


ADIPOSE  TISSUE. 

The  common  cellular  membrane  contains  a  variable  quantity  of  adipose  tissue. 
This  tissue  is  found  also  in  various  parts  of  the  viscera — as  the  mesentery,  the 
surface  of  the  heart,  &c. — and  fat  enters  largely  into  the  formation  of  the  marrow 
of  the  bones.  There  is,  however,  a  difference  which  should  be  attended  to 
between  mere  fet  and  adipose  tissue.  Adipose  tissue  consists  of  a  number  of 
vesicles  formed  by  an  extremely  delicate  structureless  membrane,  round  or 

1  On  thia  subject  reference  may  be  made  to  Von  Recklinghausen,  in  Virchow's  Arehiv,  Bd. 
xxviii.,  and  Rollett,  in  Strieker's  Human  and  Comparative  Hintology,  translated  by  Power, 
chap,  ii.,  where  the  reader  will  find  references  to  Strieker,  Cohnheim,  Kiihne,  and  others. 
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spherical  where  they  have  not  been  subject  to  pressure;  otherwise,  variously 
flattened.  They  are  supplied  and  held  together  by  capillary  bloodvessels,  and 
fine  connective  tissue,  and  each  vesicle  is  filled  with  fat. 

[Fig.  12. 


Blood v*u*l<  of  fat.  1.  Minuto  flattened  fet-lobule,  lu  which  the  re»elt  oulysre  reprr-ented.  5,  Terminal 
artery.  4.  Primitive  vein.  t.  Kat-oelli  or  one  border  of  the  globule  aeparately  repreaented.  (Magnified  100 
dlametera.)    2.  Plea  of  arrangement  of  oapUlarlea  on  exterior  of  fat-eelle,  more  highly  mngoineil  ] 

Fat  is  an  unorganized  substance,  consisting  of  liquid  oily  matter  (glycerine) 
in  combination  with  certain  fatty  acids,  stearic,  margaric,  and  elaic.  Sometimes 
the  acids  separate  spontaneously  before  the  fat  is  examined,  and  are  seen  under 
the  microscope  in  a  crystalline  form,  as  in  the  figure.  By  boiling  the  tissue  in 
ether  or  strong  alcohol,  the  fat  may  be  extracted  from  the  vesicle,  which  is  then 
seen  empty  and  shrunken. 

Fig.  13. 


Adlpoie  tUtue.    a,  atarllke  appearanoe,  from 


fatty  aolda.    (High  power.) 


Besides  the  fully- formed  fat-cells  above  described,  others  may  occasionally  be 
found  in  the  course  of  formation,  especially  in  cases  of  sudden  death  during 
robust  health.  They  are  described  by  Rollett  as,  in  the  first  stage,  small  round 
granular  cells,  provided  with  a  roundish  nucleus,  into  the  interior  of  which  a 
strongly-refracting  drop  of  fat  is  then  secreted,  which  is  at  first  surrounded  by 
a  ring  of  the  granular  matter,  and  gradually  increases  so  as  to  fill  the  cell.  As  the 
granular  matter  becomes  less  and  less,  the  nucleus,  which  can  at  first  be  easily 
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recognized,  becomes  less  perceptible,  but  according  to  this  author  can  always  be 
brought  into  view  by  appropriate  reagents.  Fat  is  said  to  be  first  detected  in 
the  human  embryo  about  the  fourteenth  week. 

In  various  parts  of  the  body  pigment  is  found,  viz.  in  the  hairs,  in  the  iris 
and  choroid  coat  of  the  eye,  in  the  lungs,  in  the  nerve-cells,  in  the  rete  mucosum 
in  the  dark  races,  and  in  some  parts  of  the  body — such  as  the  areola  of  the 
nipple.  Such  parts  are  of  dark  color  even  in  the  fair  races,  except  Albinoes,  in 
whom  pigment  is  absent.  Figment-cells  are  also  found  in  the  blood,  according 
to  Virchow. 

In  many  situations  the  color  is  produced  simply  by  the  presence  of  dark 
granules  scattered  about  without  any  definite  arrangement ;  in  the  inner  layer 
of  the  choroid  coat  (or  external  layer  of  the  retina)  the  pigment  forms  a  regular 
layer  of  hexagonal  nucleated  cells  filled  with  pigment-granules ;  in  other  parts 
the  pigment  is  contained  in  branching  cells,  probably  the  connective-tissue-cor- 
puscles filled  with  pigment- granules ;  and  in  most  situations,  such  as  the  nerve- 
cells  and  the  epidermis,  the  pigment-granules  form  a  greater  or  less  element  in 
the  contents  of  the  nucleated  cells  of  the  part.  (Fig.  32.)  In  the  dark  races 
the  color  of  the  skin  is  due  to  the  accumulation  of  pigment  in  the  deeper  layers 
of  the  epidermis — the  rete  mucosum. 

CARTILAGE. 

Cartilage  is  a  non-vascular  structure  which  is  found  in  various  parts  of  the 
body — in  adult  life  chiefly  in  the  joints,  in  the  parietes  of  the  thorax,  and  in 
various  tubes,  such  as  the  air-passages,  nostrils,  and  ear,  which  are  to  be  kept 
permanently  open.  In  the  foetus  at  au  early  period  the  greater  part  of  the 
skeleton  is  cartilaginous.  As  this  cartilage  is  afterwards  replaced  by  bone,  it 
is  called  temporary,  in  opposition  to  that  which  remains  unossified  during  the 
whole  of  life,  and  which  is  called  permanent. 

Cartilage  is  divided  according  to  its  minute  anatomy  into  true  or  hyaline 
cartilage,  fibrous,  or  fibro-cartilage,  and  yellow,  or  elastic,  or  reticular  cartilage.1 
The  various  cartilages  in  the  body  are  also  classified  according  to  their  function 
and  position,  into  articular,  interarticular,  costal,  and  membraniform. 

True  cartilage,  which  may  be  taken  as  the  type  of  this  tissue,  consists  of  a 
gristly  mass,  of  a  pearly  bluish  color,  enveloped  in  a  fibrous  membrane,  the 
perichondrium,  from   the   vessels  of 

which  it  imbibes  its  nutritive  fluids,  If  **■ 

being  itself  destitute  of  bloodvessels; 
nor  have  nerves  been  traced  into  it. 
Its  intimate  structure  is  very  simple. 
If  a  thin  slice  be  examined  under 
the  microscope,  it  will  be  found  to 
consist  of  cells  of  a  rounded  or  angu- 
lar shape,  with  nucleus  and  nucleo- 
lus, lying  in  groups,  surrounded  by 
a  granular  or  almost  homogeneous 
matrix.  By  boiling  the  cartilage 
for  some  hours,  and  treating  it  with 
acetic  acid,  the  cell-membrane  which  lines  the  cavity  in  the  matrix  may  be  made 
visible. 

1  Beside*  these  varieties  or  cartilape  met  with  in  the  adult  human  subject,  there  is  a  variety 
called  tbe  cellular,  which  consists  entirely  or  almost  entirely  of  cells,  united  in  some  cases  by  a 
network  of  very  fine  fibres,  in  other  cases  apparently  destitute  of  any  intercellular  substance. 
This  is  found  in  the  external  ear  of  the  rat  ana  some  other  animals,  and  is  present  in  tbe  chorda 
dorsali*  of  the  human  embryo,  bnt  is  not  found  in  any  other  human  structure. 
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By  the  application  of  certain  reagents  or  by  digestion  in  -warm  acidulated 
water  the  matrix  is  found  to  be  arranged  in  the  form  of  concentric  rings  around 
the  cartilage-cell,  forming  what  is  described  by  some  authors  as  the  cartilage- 
capsule,  or  cell-territory ;  and  Rollet  describes  a  system  of  dark  lines,  running 
in  a  straight  direction  through  the  matrix  and  often  connecting  the  several  cell- 
cavities  with  each  other,  which  are  brought  into  view  by  the  action  of  osmic 
acid.     These  are  regarded  by  some  anatomists  as  nutritive  canals. 

The  articular  cartilages,  the  temporary  cartilages,  and  the  costal  cartilages, 
are  all  of  the  hyaline  variety.  They  present  minute  differences  in  the  size  and 
shape  of  their  cells,  and  in  the  arrangement  of  the  matrix.  In  the  articular 
cartilages,  which  show  no  tendency  to  ossification,  the  matrix  is  finely  granular 
under  a  high  power ;  the  cells  and  nuclei  are  small,  and  are  disposed  parallel  to 
the  surface  in  the  superficial  part,  while  nearer  to  the  bone  they  become  vertical. 
Articular  cartilages  have  a  tendency  to  split  in  a  vertical  direction,  probably 
from  some  peculiarity  in  the  intimate  structure,  or  arrangement  of  the  compo- 
nent parte,  of  the  matrix.  In  disease  this  tendency  to  a  fibrous  splitting  becomes 
very  manifest.  Articular  cartilage  in  the  adult  is  not  covered  by  perichondrium, 
at  least  on  its  free  surface,  where  it  is  exposed  to  friction,  though  an  epithelial 
layer  can  be  traced  in  the  foatus  over  the  whole  surface  of  the  cartilage,  and  in 
the  adult  over  a  small  part  of  its  circumference,  continuous  with  the  epithelium 
of  the  synovial  membrane.  This  is  probably  the  remains  of  an  investing  mem- 
brane which  is  worn  away  in  after-life  by  the  action  of  the  joint.  Articular 
cartilage  forms  a  thin  incrustation  upon  the  joint  surfaces  of  the  bones,  and  its 
elasticity  enables  it  to  break  the  force 
Fi£- 15-  of  any   concussion,   whilst   its   smooth- 

ness affords  ease  and  freedom  of  move- 
ment. It  varies  in  thickness  according 
to  the  shape  of  the  bone  on  which  it  lies ; 
where  this  is  convex,  the  cartilage  is 
thickest  over  the  convexity  where  the 
greatest  pressure  is  received,  and  the 
reverse  is  the  case  in  the  concavities  of 
the  joints.  Articular  cartilage  appears 
to  imbibe  its  nutriment  partly  from  the 
vessels  of  the  neighboring  synovial  mem- 
brane, partly  from  those  of  the  bone 
upon  which  it  is  implanted.  Mr.  Toyn- 
bee  has  shown  that  the  minute  vessels 
of  the  cancellous  tissue,  as  they  approach 
the  articular  lamella,  dilate,  and,  forming 

Coital  curtilage  from  ■  man  levantf-tli  jnrt  at  arches,  return  into  the  Substances  of  the 
age,  allowing  Ihe  development  of  flbroui  ilructure      boD6. 

it.  the  matrix.   in  «wi  portion,  of  the  .peel-        Temporary  cartilage,  and  the  process 

men,  two  or  three  generaiiom  of  oella  are  teen  in-         „  .         "    ..    •>  .  .f.  1        ,  .,  '  ,        .  , 

clo.eJ  In  a  parent  cell-wall.    (High  power.)  °>    its  OSSlficatlon,  Will  be  described  With 

bone. 

In  the  costal  cartilages  the  cells  and  nuclei  are  large,  and  the  matrix  has  a 
tendency  to  fibrous  striation,  especially  in  old  age.  These  cartilages  also  are 
very  prone  to  ossify.  In  the  thickest  parts  of  the  costal  cartilages  a  few  large 
vascular  channels  may  be  detected.  This  appears  at  first  sight  an  exception  to 
the  statement  that  cartilage  is  a  non-vascular  tissue,  hut  it  is  not  so  really,  for 
the  vessels  give  no  branches  to  the  cartilage-substance  itself,  and  the  channels 
may  rather  be  looked  upon  as  involutions  of  the  perichondrium.  The  ensiform 
cartilage  may  be  regarded  as  one  of  the  costal  cartilages,  and  the  cartilages  of 
the  nose  and  of  the  larynx  and  trachea  resemble  them  in  microscopical  charac- 
ters, except  the  epiglottis  and  cornicula  laryngis,  which  are  of  the  reticular 
variety. 

The  hyaline  cartilages,  especially  in  adult  and  advanced  life,  are  prone  to 
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calcify — that  is  to  say,  to  have  their  matrix  permeated  by  the  salts  of  lime, 
without  any  appearance  of  true  bone.  This  process  of  calcification  occurs  also, 
and  still  more  frequently  according  to  Bollett,  in  such  cartilages  as  those  of  the 
trachea,  which  are  prone  afterwards  to  conversion  into  true  bone.  It  is  on  the 
confines  of  true  ossification  that  this  calcareous  change  or  degeneration  is  most 
liable  to  occur,  so  that  it  is  rare  to  find  true  bone  and  true  cartilage  in  juxta- 
position at  the  confines  of  the  normal  ossification,  as,  for  instance,  at  the  joint 
ends,  at  the  ends  of  the  ribs,  in  the  symphysis  pubis  and  intervertebral  carti- 
lages. 

Fibro-cartilage  consists  of  a  mixture  of  white  fibrous  and  cartilaginous  tissues 
in  various  proportions ;  it  is  to  the  first  of  these  two  constituents  that  its  flexi- 
bility and  toughness  are  chiefly  owing,  and  to  the  latter  its  elasticity.     The 

Fig.  16. 
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fibro-cartilages  admit  of  arrangement  into  four  groups — interarticular,  connect- 
ing, circumferential,  and  stratiform. 

The  interarticular  fibro-cartilages  (menisci)  are  flattened  fibro- cartilaginous 
plates,  of  a  round,  oval,  or  sickle-like  form,  interposed  between  the  articular 
cartilages  of  certain  joints.  They  are  free  on  both  surfaces,  thinner  towards 
their  centre  than  at  their  circumference,  and  held  in  position  by  their  extremi- 
ties being  connected  to  the  surrounding  ligaments.  The  synovial  membrane  of 
the  joint  is  prolonged  over  them  a  short  distance  from  their  attached  margin. 
They  are  found  in  the  temporo-maxillary,  sterno- clavicular,  acromio-clavicular, 
wrist,  and  knee  joints.  These  cartilages  are  usually  found  in  those  joints  which 
are  most  exposed  to  violent  concussions,  and  subject  to  frequent  movement, 
Their  use  is — to  maintain  the  apposition  of  the  opposed  surfaces  in  their  various 
motions ;  to  increase  the  depth  of  the  articular  surface,  and  give  ease  to  the 
gliding  movement;  to  moderate  the  effects  of  great  pressure,  and  deaden  the 
intensity  of  the  shocks  to  which  the  parts  may  be  submitted.  Virchow  describes 
in  the  semilunar  cartilages  of  the  knee  a  system  of  anastomosing  tubes,  formed 
by  cells  which  communicate  with  each  other,  and  by  means  of  which  the  nutri- 
tious fluids  are  conveyed  into  the  interior  of  the  mass.  The  semilunar  disks, 
according  to  this  author,  are  wrongly  denominated  cartilages,  since  they  yield 
no  chondrine  on  boiling ;  and  he  appears  to  regard  them  as  a  modification  of 
tendinous  structure,  which,  however,  agrees  with  the  cartilages  in  the  important 
particular  of  being  non- vascular.  (See  Virchow's  "Cellular  Pathology,"  by 
Chance,  pp.  87-89.) 

The  connecting  fil/ro-cartila'jes  are  interposed  between  the  bony  surfaces  of 
those  joints  which  admit  of  only  slight  mobility,  as  between  the  bodies  of  the 
vertebra;  and  the  pubic  symphyses;  they  form  disks,  which  adhere  closely  to 
both  of  the  opposed  bones,  and  arc  composed  of  concentric  rings  of  fibrous  tissue, 
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with  cartilaginous  laminae  interposed,  the  former  tissue  predominating  towards 
the  circumference,  the  latter  towards  the  centre. 

The  circumferential  fibro-cartilages  consist  of  a  rim  of  fibro -cartilage,  which 
surrounds  the  margin  of  some  of  the  articular  cavities,  as  the  cotyloid  cavity 
of  the  hip,  and  the  glenoid  cavity  of  the  shoulder ;  they  serve  to  deepen  the 
articular  surface  and  to  protect  the  edges  of  the  bone. 

The  stratiform  fihro-cartilages  are  those  which  form  a  thin  layer  in  the  osseous 
grooves,  through  which  the  tendons  of  certain  muscles  glide. 

Fig.  17. 
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The  yellow  or  reticular  cartilages  found  in  the  human  body  are  the  epiglottis, 
cornicula  laryngis,  and  the  cartilaginous  parts  of  the  ear  (auricle  and  Eustachian 
tube).  In  this  variety  the  cartilage -eel  Is  lie  in  the  meshes  of  a  network  of  yellow 
elastic  fibres,  with  a  double  outline,  branching  and  anastomosing  in  all  directions. 
The  fibres  resemble  those  of  the  yellow  elastic  fibrous  tissue,  both  in  appearance 
and  in  being  unaffected  by  acetic  acid,  and  according  to  Rollctt  their  continuity 
with  the  elastic  fibres  of  the  neighboring  cellular  tissue  admits  of  being  demon- 
strated. 

The  distinguishing  feature  of  cartilage  as  to  its  chemical  composition  is  that 
it  yields  on  boiling  a  substance  called  ckondrine,  very  similar  to  gelatine,  but 
differing  from  it  in  not  being  precipitated  by  tannin. 

BONE. 

Structure  and  Physical  Properties  of  Bone. — Bone  is  one  of  the  hardest  struc- 
tures of  the  animal  body ;  it  possesses  also  a  certain  degree  of  toughness  and 
elasticity.  Its  color,  in  a  fresh  state,  i3  of  a  pinkish  white  externally,  and  deep 
red  within.  On  examining  a  section  of  any  bone,  it  is  seen  to  be  composed  of 
two  kinds  of  tissue,  one  of  which  is  dense  and  compact  in  texture,  like  ivory: 
the  other  consisting  of  slender  fibres  and  lamella,  which  join  to  form  a  reticular 
structure;  this,  from  its  resemblance  to  lattice-work,  is  called  cancellous.  The 
compact  tissue  is  always  placed  on  the  exterior  of  a  bone;  the  cancellous  tissue 
is  always  internal.  The  relative  quantity  of  these  two  kinds  of  tissue  varies  in 
different  bones,  and  in  different  parts  of  the  same  bone,  as  strength  or  lightness 
is  requisite.  Close  examination  of  the  compact  tissue  shows  it  to  be  extremely 
porous,  so  that  the  difference  in  structure  between  it  and  the  cancellous  tissue 
depends  merely  tipon  the  different  amount  of  solid  matter,  and  the  size  and 
number  of  the  epaces  in  each ;  the  cavities  being  small  in  the  compact  tissue, 
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and  the  solid  matter  between  them  abundant;  whilst  in  the  cancellous  tissue 
the  spaces  are  large,  and  the  solid  matter  in  smaller  quantity. 

Bone  during  life  is  permeated  by  vessels,  and  is  inclosed  in  a  fibrous  mem- 
brane, the  periosteum,  by  means  of  which  most  of  these  vessels  reach  the  hard 
tissue.  If  the  periosteum  be  stripped  from  the  surface  of  the  living  bone,  small 
bleeding  points  are  seen,  which  mark  the  entrance  of  the  periosteal  vessels ;  and 
on  section  during  life  every  part  of  the  bone  will  be  seen  to  exude  blood,  from 
the  minute  vessels  which  ramify  in  the  Haversian  canals.  The  interior  of  the 
bones  of  the  limbs  presents  a  cylindrical  cavity  filled  with  marrow,  and  lined 
by  a  highly  vascular  areolar  membrane,  the  medullary  membrane  or  internal 
periosteum.    The  larger  Haversian  canals  are  also  filled  with  marrow. 

The  periosteum  adheres  to  the  surface  of  the  bones  in  nearly  every  part, 
excepting  at  their  cartilaginous  extremities.    Where  strong  tendons  or  ligaments  J 
are  attached  to  the  bone,  the  periosteum  is  incorporated  with  them.    It  consists  / 
of  two  layers  closely  united  together ;  the  outer  one  formed  chiefly  of  connective] 
tissue,  containing  occasionally  a  few  fat-cells ;  the  inner  one,  of  elastic  fibres  off 
the  finer  kind,  forming  dense  membranous  networks,  which  can  be  again  sepa- 
rated into  several  layers  (Kolliker).     In  young  bones  the  periosteum  is  thick,] 
and  very  vascular,  and  is  intimately  connected  at  either  end  of  the  bone  with 
the  epiphysial  cartilage,  but  less  closely  with  the  shaft,  from  which  it  is  separated 
by  a  layer  of  soft  blastema,  in  which  ossification  proceeds  on  the  exterior  of  the 
young  bone.     Later  in  life  the  periosteum  is  thinner,  less  vascular,  and  more 
closely  connected  with  the  adjacent  bone,  this  adhesion  growing  stronger  as  age 
advances.     The  periosteum  serves  as  a  nidus  for  the  ramification  of  the  vessels 
previous  to  their  distribution  in  the  bone ;  hence  the  liability  of  bone  to  exfolia- 
tion or  necrosis,  when,  from  injury,  it  is  denuded  of  this  membrane. 

The  marrow  differs  in  composition  at  different  periods  of  life,  and  in  different 
bones.  In  young  bones,  it  is  a  transparent  reddish  fluid,  of  tenacious  consistence, 
free  from  fat ;  and  contains  numerous  minute  roundish  cells  with  many  nuclei. 
In  the  shafts  of  adult  long  bones,  the  marrow  is  of  a  yellow  color,  and  contains, 
in  100  parts,  96  fat,  1  areolar  tissue  and  vessels,  and  3  of  fluid  with  extractive 
matters;  whilst,  in  the  flat  and  short  bones,  in  the  articular  ends  of  the  long 
bones,  in  the  bodies  of  the  vertebrae,  in  the  base  of  the  cranium,  and  in  the 
sternum  and  ribs,  it  is  of  a  red  color,  and  contains,  in  100  parts,  75  water  and 
25  solid  matter,  consisting  of  albumen,  fibrin,  extractive  matter,  salts,  and  a 
mere  trace  of  fat.  The  red  marrow  is  said  by  Kolliker  to  consist  of  a  small 
quantity  of  areolar  tissue  and  numerous  medullary  cells,  and  fat-cells  with  a 
large  quantity  of  fluid. 

Vessels  of  Bone. — The  bloodvessels  of  bone  are  very  numerous.  Those  of  the 
compact  tissue  are  derived  from  a  close  and  dense  network  of  vessels,  ramifying 
in  the  periosteum.  From  this  membrane,  vessels  pass  into  the  minute  orifices 
in  the  compact  tissue,  running  through  the  canals  which  traverse  its  substance. 
The  cancellous  tissue  is  supplied  in  a  similar  way,  but  by  a  less  numerous  set 
of  larger  vessels,  which,  perforating  the  outer  compact  tissue,  are  distributed  to 
.the  cavities  of  the  spongy  portion  of  the  bone.  In  the  long  bones,  numerous 
apertures  may  be  seen  at  the  ends  near  the  articular  surfaces,  some  of  which 
give  passage  to  the  arteries  referred  to ;  but  the  most  numerous  and  largest 
apertures  are  for  the  veins  of  the  cancellous  tissue  which  run  separately  from 
the  arteries.  The  medullary  canal  in  the  shafts  of  the  long  bones  is  supplied 
by  one  large  artery  (or  sometimes  more),  which  enters  the  bone  at  the  nutrient 
foramen  (situated  in  most  cases  near  the  centre  of  the  shaft),  and  perforates 
obliquely  the  compact  substance.  This  medullary  or  nutrient  artery,  usually 
accompanied  by  one  or  two  veins,  sends  branches  upwards  and  downwards,  to 
supply  the  medullary  membrane,  which  lines  the  central  cavity  and  the  adjoin- 
ing canals.  The  ramifications  of  this  vessel  anastomose  with  the  arteries  both 
of  the  cancellous  and  compact  tissues.  In  most  of  the  flat,  and  in  many  of  the 
short  spongy  bones,  one  or  more  large  apertures  are  observed,  which  transmit, 
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to  the  central  parte  of  the  bone,  vessels  corresponding  to  the  medullary  arteries 
and  veins. 

The  veins  emerge  from  the  long  bones  in  three  places  (Kolliker).  1.  By  a 
large  vein  which  accompanies  the  nutrient  artery ;  2.  By  numerous  large  and 
small  veins  at  the  articular  extremities ;  3.  By  many  small  veins  which  arise 
in  the  compact  substance.  In  the  flat  cranial  bones  the  veins  are  large,  very 
numerous,  and  run  in  tortuous  canals  in  the  diploic  tissue,  the  sides  of  the  canals 
being  formed  of  a  thin  lamella  of  bone,  perforated  here  and  there  for  the  pass- 
age of  branches  from  the  adjacent  cancelli.  The  veins  thus  inclosed  and  sup- 
Eorted  by  the  osseous  structures  have  exceedingly  thin  coats ;  and  when  the 
ony  structure  is  divided,  they  remain  patulous,  and  do  not  contract  in  the  canals 
in  which  they  are  contained.  Hence  the  constant  occurrence  of  purulent  absorp- 
tion after  amputation,  in  those  cases  where  the  stump  becomes  inflamed,  and 
the  cancellous  tissue  is  infiltrated  and  bathed  in  pus. 

Lymphatic  vessels  have  been  traced,  by  Cruikshank,  into  the  substance  of 
bone,  but  Kolliker  doubts  their  existence.  Nerves  are  distributed  freely  to  the 
periosteum,  and  accompany  the  nutrient  arteries  into  the  interior  of  the  bone. 
They  are  said,  by  Kolliker,  to  be  most  numerous  in  the  articular  extremities  of 
the  long  bones,  in  the  vertebrse,  and  the  larger  flat  bones. 

Minute  Anatomy. — The  intimate  structure  of  bone,  which  in  all  essential  par- 
ticulars is  identical  in  the  compact  and  cancellous  tissue,  is  most  easily  studied 
in  a  transverse  section  from  the  compact  wall  of  one  of  the  long  bones  after 

Pig.  18.  Fig.  19. 
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maceration,  such  as  is  shown  in  Fig.  18.  The  large  round  spaces  seen  in  the 
figure  are  the  Haversian  canals,  and  in  these  canals  the  larger  vessels  of  the  bone 
ramify.  The  smaller  Haversian  canals  contain  arteries,  the  larger,  veins,  a  single 
vessel  being  lodged  in  each  canal.     The  fine  lines  leading  out  of  (or  into)  these 
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canals,  are  called  canaliculi,  and  the  irregular  dark  spaces,  which  may  be  noticed 
to  have  a  general  circular  arrangement  round  the  Haversian  canals,  are  called 
the  lacunae.  The  canaliculi  which  originate  in  one  lacuna  most  frequently  run 
into  a  neighboring  lacuna,  or  else  into  a  neighboring  Haversian  canal ;  some  of 
them,  however,  anastomose  with  others  in  their  neighborhood,  and  a  few  appear 
to  terminate  in  blind  extremities,  or  to  bend  backwards.  The  concentric  rings 
of  lacunae  round  each  Haversian  canal  are  called  lamellae.  The  irregular  inter- 
vals which  would  be  left  by  the  juxtaposition  of  these  lamellse,  are  seen  in  the 
"figure  to  be  filled  up  by  lacunae  and  canaliculi,  which  communicate  with  the 
systems  composing  the  adjacent  lamellae.  Besides  the  lamellae  which  are  con- 
centric to  the  Haversian  systems  there  are  other  lamellae,  most  perceptible  on 
the  surface  of  the  bone,  which  are  concentric  to  the  medullary  cavity.  These 
are  most  distinct  in  the  adult  bone.  These  lamellae,  which  are  laid  down  around 
the  axis  of  the  bone  itself,  are  called  by  some  authors  the  primary  or  funda- 
mental lamellae,  to  distinguish  them  from  those  laid  down  around  the  axis  of  the 
Haversian  canals,  the  secondary  or  special  lamellae.  The  interstitial  lamellae 
found  between  the  Haversian  systems  can  sometimes  be  recognized  as  belonging 
to  the  primary  lamellae ;  but  this  is  not  always  the  case.  The  interspaces  be- 
tween the  lacunae  and  canaliculi  are  filled  with  a  granular  homogeneous  solid 
material,  the  ultimate  mineral  base  of  the  bone. 

If  a  longitudinal  section  be  taken,  as  in  Fig.  19,  the  appearances  are  identical. 
The  appearance  of  concentric  rings  is  replaced  by  that  of  lamellae  or  rows  of 
lacunae  parallel  to  the  course  of  the  Haversian  canals ;  and  these  canals  appear 
like  half-tubes  instead  of  circular  spaces.  The  tubes  are  seen  to  branch  and 
communicate,  so  that  each  separate  Haversian  canal  runs  only  a  short  distance. 
In  other  respects  the  structure  has  much  the  same  appearance  as  in  transverse 
sections. 

In  sections  of  thin  plates  of  bone  (as  in  the  walls  of  the  cells  which  form  the 
cancellous  tissue),  the  Haversian  canals  are  absent,  whenever  the  thickness  of 
bone  is  not  too  great  to  allow  of  its  nutritious  juices  being  absorbed  from  the 
fibrous  membrane  coating  either  side  by  means  of  the  lacunae  and  canaliculi 
only ;  but  when  the  thickness  becomes  at  all  considerable,  Haversian  systems 
begin  to  appear.  Thus  the  spaces  of  the  cancellous  tissue  (medullary  spaces)  have 
the  same  function  there  that  the  Haversian  canals  have  in  the  more  compact  tissue. 

In  the  long  bones,  by  maceration  in  dilute  mineral  acid,  it  may  easily  be 
shown  that  besides  these  microscopic  lamellae  surrounding  each  Haversian 
canal,  the  whole  bone  is  composed  of  distinct  laminae,  concentrically  disposed 
around  the  medullary  tube.  These  laminae  are  crossed  and  pinned  together,  as 
it  were,  by  the  fibres  of  bone  running  obliquely  through  them,  which  were  first 
described  by  Dr.  Sharpey,  and  named  by  him  perforating  fibres.  In  the  flat 
bones  parallel  or  superimposed  plates  can  be  demonstrated  similarly  held  to- 
gether by  perforating  fibres,  which  are  more  numerous  than  in  the  long  bones.1 

Besides  the  Haversian  canals  larger  and  irregular  shaped  spaces  are  found — 
Haversian  spaces — which  are,  as  it  were,  a  transition  from  the  Haversian  canals 
to  the  medullary  spaces  of  the  cancellous  tissue.  It  seems  as  if  both  the  medul- 
lary spaces  and  the  Haversian  spaces  are  formed  by  absorption,  as  we  shall  try 
to  explain  in  speaking  of  the  development  and  growth  of  bone.  These  Haver- 
sian spaces  are  found  chiefly  in  growing  bones ;  but  they  occur  also,  though  in 
less  number,  in  the  adult  bones.  They  have  irregular  jagged  outlines,  and  the 
adjoining  systems  of  lacunae  and  canaliculi  are  seen  to  be  eaten  away  by  them. 

When  the  microscopic  structure  of  bone  was  first  demonstrated,  it  was 
believed  that  the  lacunae  were  solid  cells,  and  their  canaliculi  solid  processes 
from  those  cells.  Subsequently,  when  it  was  seen  that  the  Haversian  canals 
are  channels  which  lodge  the  vessels  of  the  part,  and  the  canaliculi  and  lacunae 
spaces  by  which  the  plasma  of  the  blood,  or  the  blood  itself  circulates  through 

1  Sharpey,  in  Quaiu's  Anatomy,  7th  edit.,  p.  xcv. 
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the  tissue,  it  was  taught  that  the  lacunae  were  hollow  spaces  filled  during  life 
with  that  fluid,  and  only  lined  (if  lined  at  all)  by  a  delicate  membrane.  But 
this  view  appears  also  to  be  delusive.  Examination  of  the  structure  of  the 
bone,  when  recent,  has  led  Virchow  to  believe  that  the  so-called  lacunae  are 
really  filled  up  during  life  with  a  nucleated  cell,  the  processes  from  which  pass 
down  the  canaliculi.  It  is  by  means  of  these  cells  that  the  fluids  necessary  for 
nutrition  are  brought  into  contact  with  the  ultimate  tissue  of  the  bone. 

The  animal  part  of  a  bone  may  be  obtained  by  immersing  the  bone  for  a  con- 
siderable time  in  dilute  mineral  acid,  after  which  process  the  bone  comes  out 
exactly  the  same  size  and  shape  as  before, 
Fig.  20.  but  perfectly  flexible — so  that  a  long  bone 

(one  of  the  ribs  is  the  usual  example)  can 
easily  be  tied  in  a  knot.  If  now  a  trans- 
verse section  be  made,  the  same  general 
arrangement  of  the  Haversian  canals, 
lamella;,  lacuna?,  and  canaliculi  is  seen, 
though  not  so  plainly  as  in  the  macerated 
specimen.  If  the  individual  lamellee  are 
examined,  they  are  found  to  be  composed  of 
fibres,  most  of  which  are  nearly  parallel ; 
SMtion  of  boo*  after  th»  r™ioTl.i  of  the  mrtbf  but  which  interlace  together,  and  anasto- 
matiu  bjrtba  Mtionof  soidL  mose  or  communicate  with  the  fibres  of 

the  neighboring  lamella?.  The  organic  or 
animal  constituent  of  a  bone  is  only  incompletely  removed  by  maceration,  leav- 
ing the  bone  for  an  indefinite  period  perfectly  tough  and  coherent ;  but  after 
being  long  kept  in  a  warm  dry  atmosphere,  or  by  incineration  in  a  furnace,  the 
animal  part  may  be  entirely  removed,  and  then  the  earthy  constituent  will 
retain  the  form  of  the  original  hone,  but  on  the  slightest  force  it  will  crumble 
down.  The  animal  base  is  often  called  cartilage,  but  differs  from  it  in  the  fol- 
lowing respects :  viz.,  that  it  is  softer  and  more  flexible,  and  when  boiled  with  a 
high  pressure  is  almost  entirely  resolved  into  gelatine.  Cartilage  does,  however, 
form  the  animal  basis  of  bone  in  certain  parts  of  the  skeleton.  Thus,  according 
to  Tomes  and  De  Morgan,  it  occurs  in  the  petrous  part  of  the  temporal  bone, 
and,  according  to  Dr.  Sharpey,  on  the  articular  ends  of  adult  bones,  lying 
underneath  the  natural  cartilage  of  the  joint. 

'  Chemical  Analysis.  The  organic  constituent  of  bone  forms  about  one-third, 
or  33.3  per  cent. ;  the  inorganic  matter,  two-thirds,  or  66.7  per  cent. ;  as  is  seen 
in  the  subjoined  analysis  by  Berzelius : — 

Organic  Matter,    Gelatin  and  hloodvessels 33.30 

f  Phosphate  of  lime 6104 

Inorganic        |  Carbonate  of  lime 11.30 

or              i  Fluoride  or  calcium -2.00 

Earthy  Matter,     Phosphate  of  magnesia 1.16 

(  Soda  and  chloride  or  sodium 1.20 

100.00 
Some  chemists  add  to  this  about  1  per  cent,  of  fat. 

The  relative  proportions  of  the  two  constituents  of  bone  are  found  to  differ 
in  different  bones  of  the  skeleton,  as  shown  by  Dr.  Owen  Eees.  Thus,  the  bones 
of  the  head,  and  the  long  bones  of  the  extremities,  contain  more  earthy  matter 
than  those  of  the  trunk ;  and  those  of  the  upper  extremity  somewhat  more  than 
the  corresponding  bones  of  the  lower  extremity.  The  humerus  contains  more 
earthy  matter  than  the  bones  of  the  forearm ,  and  the  femur  more  than  the 
tibia  and  fibula.  The  vertebras,  ribs,  and  clavicle,  contain  nearly  the  same  pro- 
portion of  earthy  matter.  The  metacarpal  and  metatarsal  bones  contain  about 
the  same  proportion  as  those  of  the  trunk. 

Much  difference  exists  in  the  analyses  given  by  chemists  as  to  the  proportion 
between  the  two  constituents  of  bone  at  different  periods  of  life.     According  to 
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Schreger,  and  others,  there  is  a  considerable  increase  in  the  earthy  constituents 
of  the  bones  with  advancing  years.  Dr.  Bees  states,  that  this  is  especially 
marked  in  the  long  bones,  and  the  bones  of  the  head,  which,  in  the  foetus,  do 
not  contain  the  excess  of  earthy  matter  found  in  those  of  the  adult.  But  the 
bones  of  the  trunk  in  the  foetus,  according  to  this  analyst,  contain  as  much 
earthy  matter  as  those  of  the  adult.  On  the  other  hand,  the  analyses  of  Stark 
and  Von  Bibra  show,  that  the  proportions  of  animal  and  earthy  matter  are 
almost  precisely  the  same  at  different  periods  of  life.  According  to  the  analyses 
of  Von  Bibra,  Valentin,  and  Dr.  Bees,  the  compact  substance  contains  more 
earthy  matter  than  the  cancellous.  The  comparative  analysis  of  the  same  bones 
in  both  sexes  shows  no  essential  difference  between  them. 

There  are  facts  of  some  practical  interest,  bearing  upon  the  difference  which 
seems  to  exist  in  the  amount  of  the  two  constituents  of  bone  at  different  periods 
of  life.  Thus,  in  the  child,  where  the  animal  matter  predominates,  it  is  not 
uncommon  to  find,  after  an  injury  to  the  bones,  that  they  become  bent,  or  only 
partially  broken,  from  the  large  amount  of  flexible  animal  matter  which  they 
contain.  Again,  in  aged  people,  where  the  bones  contain  a  large  proportion  of 
earthy  matter,  the  animal  matter  at  the  same  time  being  deficient  in  quantity 
and  quality,  the  bones  are  more  brittle,  their  elasticity  is  destroyed ;  and  hence 
fracture  takes  place  more  readily.  Some  of  the  diseases,  also,  to  which  bones 
are  liable,  mainly  depend  on  the  disproportion  between  the  two  constituents  of 
bone.  Thus,  in  the  disease  called  rickets,  so  common  in  the  children  of  scro- 
fulous parents,  the  bones  become  bent  and  curved,  either  from  the  superincum- 
bent weight  of  the  body,  or  under  the  action  of  certain  muscles.  This  depends 
upon  some  defect  of  nutrition,  by  which  bone  becomes  deprived  of  its  normal 
proportion  of  earthy  matter,  whilst  the  animal  matter  is  of  unhealthy  quality. 
In  the  vertebras  of  a  rickety  subject,  Dr.  Bostock  found  in  100  parts  79.75 
animal,  and  20.25  earthy  matter. 

Development  of  Bone.  In  the  foetal  skeleton,  some  bones,  such  as  the  long 
bones  of  the  limbs,  are  cartilaginous ;  others,  as  the  cranial  bones,  are  mem- 
branous.1 Hence  two  kinds  of  ossification  are  described :  the  infra-cartilaginous 
and  the  intra-membranous ;  and  to  these. a  third  is  sometimes  added,  the  sub- 
periosteal, which  is  a  variety  of  the  second. 

In  the  intra-cartilaginous  ossification  two  chief  primary  changes  occur  in  the 
cartilage  simultaneously — viz.,  that  the  cartilage  becomes  vascular,  and  that  it 
calcifies.  The  vessels  shoot  into  the  cartilage  from  the  neighboring  periosteum, 
constituting  what  is  called  "  the  centre  of  ossification,"  which  is  seen  in  injected 
specimens  so  strongly  contrasted  with  the  neighboring  non-vascular  cartilage. 

The  fir3t  step  in  the  calcification  of  the  cartilage  is,  that  the  cartilage-cells 
increase  rapidly  in  number,  and  arrange  themselves  in  rows,  with  the  long  axis 
of  the  cell  transverse  to  that  of  the  future  bone  (Fig.  21,  a).  If  calcification  has 
already  advanced  somewhat  further,  there  is  seen,  lower  down  in  the  section,  a 
layer  of  large  clear  cells  with  granular  contents,  which  are  also  arranged  in 
somewhat  parallel  rows,  separated  still  by  a  transparent  cartilaginous  matrix ; 
while  still  deeper  down  the  matrix  has  calcified,  so  that,  if  a  transverse  section 
be  made  here,  rings  of  dark  granular  substance  will  be  seen  inclosing  the  large 
round  cells  (Rollett).  As  the  section  is  taken  deeper  and  deeper  into  the  ossi-4 
fying  part,  the  calcified  rings,  or  primary  areolae,  are  seen  to  inclose  numerous 
smaller  granular  masses  ("  primitive  or  foetal  marrow"),  which  have  been  sup- 
posed to  be  developed  out  of  the  large  clear  cells  shown  above  them  in  the 
figure,  and  thus  to  be  the  descendants  of  the  cartilage-cell.  But  the  view 
which  is  now  more  generally  adopted  is  that  the  cartilage-cells,  after  becoming 

1  The  bones  which  are  developed  entirely  in  membrane  are  the  occipital,  as  far  as  it  enters  into 
the  formation  of  the  vault  of  the  skull,  the  parietal  and  frontal  bones,  the  squamous  portion  of 
the  temporal  with  the  tympanic  ring,  the  Wormian  bones,  the  nasal,  lachrymal,  malar,  palate. 
upper  and  lower  maxillary,  and  vomer ;  also,  apparently,  the  internal  pterygoid  plate  and  the 
sphenoidal  turbinated  bones. 


62  GENERAL  ANATOMY. 

developed  into  these  round  clear  bodies,  are  dissolved,  and  shed  their  granular 
contents  to  form  the  calcareous  matrix,  while  the  cells  which  line  the  primary 
areolae,  and  from  which  the  future  bone  is  developed,  and  which  are  on  that 
account  called  "  osteoblasts,"  are  furnished  by  the  bloodvessels  which  are  to  be 

Fig.  21. 


1 


found  in  those  spaces.  As  these  bloodvessels  advance  into  the  areola;,  the  latter 
break  down,  giving  rise  lo  the  primary  medullary  canals,  which  are  the  rudi- 
ments of  the  Haversian  canals.  (Fig.  22.)  The  osteoblasts  are  believed  to  be 
corpuscles  emigrating  out  of  these  vessels,  and  are  described  by  Frey  as  being 
differentiated  from  a  mass  of  lymphoid  cells,  some  of  which  become  developed 
into  connective -tissue  fibres,  which  traverse  the  bone ;  others  preserve  the  old 
lymphoid  form,  and  may  be  recognized  in  that  form  during  the  whole  of  life  in 
the  red  marrow ;  while  others  possibly  form  the  fat-cells  of  the  yellow  marrow. 
The  osteoblasts  line  the  wall  of  the  medullary  space  like  an  epithelium.  They 
secrete  the  bony  substance  which  separates  the  lacunce  from  each  other.  This 
appears  first  as  a  homogeneous  opalescent  material,  in  which  bone  salts  are 
afterwards  laid  down,  while  the  cells  themselves  remain  persistent  as  the  bone- 
corpuscles.  (Fig.  23.)  As  fresh  laminae  of  this  osseous  formation  are  laid  down, 
fresh  layers  of  osteoblasts  line  the  interior  of  the  cavity,  till  the  process  results  in 
the  completion  of  the  Haversian  canal  and  its  system  of  lamellfe.  The  precise 
mode  of  origin  of  the  canaliculi  from  the  bone-corpuscles  has  not  been  ascertained. 
Thus  far,  then,  we  have  followed  the  steps  of  a  process  by  which  a  solid  bony 
mass  is  produced,  having  vessels  running  into  it  from  the  periosteum,  Haversian 
canals  in  which  those  vessels  run,  medullary  spaces  filled  with  festal  marrow, 
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■  with  their  contained  bone-cells,  and  canaliculi  growing  out  of  those 

-  process  of  ossification,  however,  is  not  the  origin  of  the  whole  of  the 
un,  tor  even  in  those  bones  in  which  the  ossification  proceeds  in  a  great 


Vertical 

teat Ion  from 

Ihe  edge  of  thi 

"Miffing  portion  of  tin 

)  dl.yhy.ii,  of  i 

fmtnl  calf,  afte 

,    ground -mil 

ii  of   the  earl! 

the  bone,    i 

■,  newly  forme' 

bone-eell! 

UOJnl   in 

in  lentil  ulm 

-   suhsUuce.    4 

mrdullarjr 

ennui  In  prof 

ai  of  forms  t  ion 

llnrj  stilt.    t,j 

tooe-eelli 

on  tbelr  bt 

tad  imrtlj 

with  thrunken  cr ll-bodln. 

ron    Che  femur  or  A   hum 

4.  «,  a  medullary  ilnu. 
r  longitudinally,  c,  oiteo 
mbilAnce  of  a  lighter  color. 


measure  from  a  single  centre  situated  in  the  cartilaginous  diaphysis  a  consider- 
able part  of  the  original  bone  is  formed  by  infra-membranous  ossification  beneath 
the  perichondrium  or  periosteum.  Kulliker  (following  H.  Miiller,  and  referring  to 
iin  observation  of  Howship  to  the  same  effect  made  so  long  ago  as  1819)  describes 
the  first  rudiment  of  a  long  bone  as  having  the  form  of  a  tube,  surrounding  the 
primordial  cartilage ;  thus  showing  that  the  intra-membranous  ossification  of  the 
outer  part  of  the  bone  from  the  periosteum  even  precedes  the  intra-cartilaginous 
development  of  its  interior  from  the  "ossific  centre."  Also,  a  great  part  of  the 
increase  in  girth  of  the  bone  takes  place  by  bony  deposit  from  the  deeper  layer 
of  the  periosteum.  This  process  is  now  acknowledged  to  belong  to  the  intra- 
membranous  form  of  ossification.  Thus  even  in  long  bones  only  a  portion  of 
their  tissue  ie  formed  by  intra-cartilaginous  ossification. 
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The  shaft  of  the  bone  is  at  first  solid,  but  a  tube  is  gradually  hollowed  out  iu 
it  by  absorption  around  the  vessels  passing  into  it,  which  becomes  the  medullary 
canal;  and  as  more  and  more  bone  is  deposited  from  the  periosteum,  so  more 
and  more  is  removed  from  around  the  medullary  membrane,  until  at  length  the 
bone  has  attained  the  shape  and  size  which  it  is  destined  to  retain  during  adult 
life.  As  the  ossification  of  the  cartilaginous  diaphysis  extends  towards  the 
articular  ends,  it  carries  with  it,  as  it  were,  a  layer  of  cartilage,  or  the  cartilage 
grows  as  it  ossifies.  During  this  period  of  growth  the  articular  end,  or  epiphysis, 
remains  for  some  time  entirely  cartilaginous,  then  a  bony  centre  appears  in  it, 
and  it  commences  the  same  process  of  intra-cartilaginous  ossification ;  but  this 
process  never  extends  to  any  very  great  distance.  The  epiphyses  remain  sepa- 
rated from  the  shaft  by  a  narrow  cartilaginous  layer  for  a  definite  time.  This 
layer  ultimately  ossifies,  the  distinction  between  shaft  and  epiphysis  is  obliterated, 
and  the  bone  has  assumed  its  completed  form  and  shape.  The  same  remarks  also 
apply  to  the  processes  of  bone  which  are  separately  ossified,  and  called  apophyses. 
The  intra-cartilaginous  ossification,  and  the  growth  by  means  of  epiphyses, 
are  usually  described  from  the  long  bones;  but  almost  all  the  bones  of  the  body 
are  primarily  laid  down  in  cartilage  (see  note,  p.  51);  and  a  great  many  of  the 
flat  and  short  bones  grow  by  means  of  epiphyses,  as  will  be  seen  in  the  detailed 
description  of  each,  given  in  the  body  of  the  work. 

The  medullary  spaces  which  characterize  the  cancellous  tissue  are  produced 
by  the  absorption  of  the  original  fcetal  bone  in  the  same  way  as  the  medullary 
tube  is  formed,  and  the  same  is  the  case  with  the  Haversian  spaces  above  referred 
to  as  a  sort  of  intermediate  step  between  the  Haversian  canals  and  the  medullary 
spaces.  In  the  medullary  spaces  so  formed  the  large  "giant-cells"  are  found, 
which  have  been  long  described  as  a  constituent  of  the  icetal  marrow,  and  to 
which  lately  the  power  has  been  ascribed  of  dissolving  or  absorbing  the  bone, 
bo  that  Kolliker  has  named  them  "osteoclasts."  This  function,  however,  is 
denied  by  some  of  the  best  authorities.1  They  vary  in  shape  and  size,  and  are 
known  by  containing  a  large  number  of  clear  nuclei,  sometimes  as  many  as 
twenty.  The  occurrence  of  similar  cells  in  some  tumors  of  bone  has  led  to  their 
being  denominated  "myeloid."  The  distinction  between  the  cancellous  and 
compact  tissue  appears  to  depend  essentially  upon  the  extent  to  which  this 
process  of  absorption  has  been  carried,  and  we  may  perhaps  remind  the  reader 
that  in  morbid  states  of  the  bone  inflammatory  absorption  eftccts  exactly  the  same 
change,  and  converts  portions  of  bone  naturally  compact  into  cancellous  tissue. 
The  intra- membranous  ossification  is  that  by  which  the  bones  of  the  vertex 
of  the  skull  are  entirely  formed.  In  the 
F's*-  24-  boneB  which  are  so  developed  no  cartila- 

ginous mould  precedes  the  appearance  of 
the  bone  tissue.  The  process,  though 
'  pointed  out  originally  by  Dr.  Nesbitt  in 
the  year  1736,  was  first  accurately  de- 
scribed by  Dr.  Sharpey ;  and  it  does  not 
appear  that  subsequent  observers  have 
been  able  to  add  anything  essential  to  his 
description.  This  is,  substantially,  as  fol- 
lows: In  the  membrane  which  occupies 
the  place  of  the  future  bone  a  little  network 
of  bony  spicule  is  first  noticed,  radiating 
from  the  point  of  ossification.  When  these 
Otteobi!iif»frnmthei>pi'ipiaiboneofiihuiii<in  ra.vs  OI>  growing  bone  are  examined  by  the 
microscope,  there  is  found  a  network  of  fine 
clear  fibres  (osteogenic  fibres),  which  l>ccome 
dark  and  granular  from  calcification,  and 

1  Frey  nays ;  "  I  have  not  the  faintest  belief  in  their  possessing  'his  property." 
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as  they  calcify  they  are  found  to  inclose  in  their  interior  large  granular  corpus- 
cles or  "osteoblasts."  These  corpuscles  at  first  lie  upon  the  osteogenic  fibres,  so 
that  the  corpuscles  must  be  removed  by  brushing  the  specimen  with  a  hair- 

Sencil  in  order  to  render  the  fibres  clear ;  but  they  gradually  sink  into  areolae 
eveloped  among  the  fibres.  The  areolae  appear  to  be  the  rudiments  of  the 
lacunas,  the  passages  between  the  fibres  form  the  canaliculi,  and  the  osteo- 
blasts are  the  rudiments  of  the  bone-cells.  As  the  tissue  increases  in  thickness 
vessels  shoot  into  it,  grooving  for  themselves  spaces  or  channels,  which  become 
the  Haversian  canals.  Thus  the  intra- membranous  and  intra-cartilaginous  pro- 
cesses of  ossification  are  similar  in  their  more  essential  features. 

The  subperiosteal  is  a  form  of  the  intra-membranous  process  of  ossification. 

The  period  of  ossification  is  different  in  different  bones.  The  order  of  succes- 
sion may  be  thus  arranged  (Kolliker) : — 

In  the  second  month,  first,  in  the  clavicle  and  lower  jaw  (fifth  to  seventh 
week);  then,  in  the  vertebra,  humerus,  femur,  the  ribs,  and  the  cartilaginous 
portion  of  the  occipital  bone. 

At  the  end  of  the  second,  and  commencement  of  the  third  month,  the  frontal 
bone,  the  scapula,  the  bones  of  the  forearm  and  leg,  and  upper  jaw  make  their 
appearance. 

In  the  third  month,  the  remaining  cranial  bones,  with  few  exceptions,  the 
metatarsus,  the  metacarpus,  and  the  phalanges,  begin  to  ossify. 

In  the  fourth  month,  the  iliac  bones,  and  the  ossicula  auditus. 

In  the  fourth  or  fifth  month,  the  ethmoid,  sternum,  os  pubis,  and  ischium. 

From  the  sixth  to  the  seventh  month,  the  calcaneum  and  astragalus. 

In  the  eighth  month,  the  hyoid  bone. 

At  birth,  the  epiphyses  of  all  the  cylindrical  bones,  with  the  exception  of  the 
lower  epiphysis  of  the  femur,  and  occasionally  the  upper  epiphysis  of  the  tibia; 
all  the  bones  of  the  carpus;  the  five  smaller  ones  of  the  tarsus;  the  patella;  the 
sesamoid  bones ;  and  the  coccyx,1  are  still  unossified. 

From  the  time  of  birth  to  the  fourth  year,  osseous  nuclei  make  their  appear- 
ance also  in  these  parts. 

At  twelve  years,  in  the  pisiform  Jxme. 

The  number  of  ossific  centres  is  different  in  different  b<5hes.  In  most  of  the 
short  bones,  ossification  commences  by  a  single  point  in  the  centre,  and  proceeds 
towards  the  circumference.  In  the  long  bones,  there  is  a  central  point  of 
ossification  for  the  shaft  or  diaphysis ;  and  one  or  more  for  each  extremity,  the 
epiphyses.  That  for  the  shaft  is  first  to  appear ;  those  for  the  extremities  appear 
later.  The  union  of  the  epiphyses  with  the  shaft  takes  place  in  the  inverse  order 
to  that  in  which  their  ossification  began ;  for  although  ossification  commences 
latest  in  those  epiphyses  towards  which  the  nutrient  artery  in  the  several  bones 
is  directed,  they  become  joined  to  the  diaphyses  sooner  than  the  epiphyses  at 
the  opposite  extremity,  with  the  exception  of  the  fibula,  the  lower  end  of  which 
commences  to  ossify  at  an  earlier  period  than  the  upper  end,  but,  nevertheless, 
is  joined  to  the  shaft  earliest. 

The  order  in  which  the  epiphyses  become  united  to  the  shaft,  appears  to  be 
regulated  by  the  direction  of  the  nutrient  artery  of  the  bone.  Thus,  the  nutrient 
arteries  of  the  bones  of  the  arm  and  forearm  are  directed  towards  the  elbow, 
and  the  epiphyses  of  the  bone  forming  this  joint  become  united  to  the  shaft 
before  those  at  the  opposite  extremity.  In  the  lower  extremities,  on  the  con- 
trary, the  nutrient  arteries  pass  in  a  direction  from  the  knee ;  that  is,  upwards 
in  the  femur,  downwards  in  the  tibia  and  fibula;  and  in  them  it  is  observed, 
that  the  upper  epiphysis  of  the  femur,  and  the  lower  epiphyses  of  the  tibia  and 
fibula,  become  first  united  to  the  shaft. 

Where  there  is  only  one  epiphysis,  the  medullary  artery  is  directed  towards 
that  end  of  the  bone  where  there  is  no  additional  centre:  as,  towards  the  acro- 

1  On  the  development  of  the  coccyx,  vide  Anatomy  of  the  Coccyx. 
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mial  end  in  the  clavicle;  towards  the  distal  end  of  the  metacarpal  bone  of  the 
thumb  and  great  toe;  and  towards  the  proximal  end  of  the  other  metacarpal 
and  metatarsal  bones. 

Besides  these  epiphyses  for  the  articular  ends,  there  are  others  (more  com- 
monly called  apophyses)  for  projecting  parts,  or  processes,  which  are  formed 
separately  from  the  bulk  of  the  bone.  For  an  account  of  these,  the  reader  must 
be  referred  to  the  descriptions  of  the  individual  bones  in  the  sequel. 

A  knowledge  of  the  exact  periods  when  the  epiphyses  become  joined  to  the 
shaft  is  often  of  great  importance  in  medico-legal  inquiries.  It  also  aids  the 
surgeon  in  the  diagnosis  of  many  of  the  injuries  to  which  the  joints  are  liable ; 
for  it  not  unfrequently  happens,  that  on  the  application  of  severe  force  to  a  joint, 
the  epiphyses  become  separated  from  the  shaft,  and  such  injuries  may  be  mis- 
taken for  fracture  or  dislocation. 


V. 


MUSCULAR  TISSUE. 

The  Muscles  are  formed  of  bundles  of  reddish  fibres,  endowed  with  the  pro- 
perty of  contractility.     Two  kinds  of  muscular  tissue  are  found  in  the  animal 
body,  viz.,  that  of  voluntary  or  animal  life,  and  that 
Fig.  25.  of  involuntary  or  organic  life. 

The  muscles  of  animal  life  (striped  muscles)  are 
capable  ofbeing  put  in  action  and  controlled  by  the 
will.  They  are  composed  of  bundles  of  fibres  in- 
closed in  a  delicate  web  of  areolar  tissue,  called  in 
the  figure  the  "perimysium."  Each  bundle  consists 
of  numerous  smaller  bundles  inclosed  in  a  similar 
fibro-areolar  covering,  and  these  again  of  primitive 
fasciculi.  Fat  cells  are  sometimes  intermixed  with 
this  connective  tissue. 

The  fibres  are  of  no  great  length — not  extending, 
it  is  said,  further  than  an  inch  and  a  half.     They 
end  either  by  blending  with  the  tendons  or  aponeu- 
rosis, or  else  by  becoming  drawn  out  into  a  tapering 
TmnsTcrM    wciion    fh>i»    the    extremity  which   is  connected  to  the  neighboring 
■ttrao-mititoid  in  m»n  im  times    fibre  by  means  of  the  sarcolemma.      The  precise 
r*ntern«i'iwH"y»ium.P"primitiT«    mode  in  whicli  the  muscular  fibre  joins  the  tendon 
and  icoomidry  fasciculi.  has  been  variously  described  by  different  observers. 

It  may,  perhaps,  be  sufficient  here  to  say  that  the 
sarcolemma,  or  membranous  investment  of  the  muscular  fibre,  appears  to  be- 
come blended  with  the  tissues  of  the  tendon,  and  that  the  muscular  fibre  appears 
to  be  prolonged  more  or  less  into  the  tendon,  so  that  the  latter  forms  a  kind  of 
sheath  around  the  fibre  for  a  longer  or  shorter  distance.  When  muscular  fibres 
are  attached  to  the  skin  or  mucous  membranes,  their  fibres  arc  described  by 
Hyde  Salter  as  becoming  continuous  with  those  of  the  areolar  tissue. 

The  primitive  fasciculi  consists  of  a  number  of  filaments,  inclosed  in  a  tubular 
sheath  of  transparent  elastic,  and  apparently  homogeneous  membrane,  named 
by  Bowman  the  "  Sarcolemma."  On  the  internal  surface  of  the  sarcolemma,  in 
mammalia,  and  also  in  the  substance  of  the  fibrillar  in  lower  animals,  elongated 
nuclei  arc  seen  (see  Figs.  42,  43),  and  in  connection  with  these  nuclei  a  row  of 
granules,  apparently  fatty,  is  sometimes  observed.  The  primitive  fasciculi  are 
cylindriforin  or  prismatic.  Their  breadth  varies  in  man  from  gig-  to  Ej0  of  an 
inch,  the  average  of  the  majority  being  about  3oD  ;  their  length  is  not  always 
in  proportion  to  the  length  of  the  muscle,  but  depends  on  the  arrangement  of 
the  tendons.  This  form  of  muscular  fibre  is  especially  characterized  by  being 
apparently  marked  with  very  fine,  dark  lines  or  strive,  which  pass  transversely 
round  the  fibre,  in  curved  or  wavy  parallel  directions  from  yvodo  to  ran  on  of  an 
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inch  apart.  Other  striae  pass  longitudinally  over  the  fibres,  indicating  the  direc- 
tion of  the  primitive  fibrils  of  which  the  primitive  fasciculus  is  composed.  They 
are  less  distinct  than  the  former. 


Fig.  26. 


Two  human  muscular  fibres 
(magnified  860  times).  In  the 
one,  the  bundle  of  fibril  Ire 
(b)  is  torn,  nnd  the  sarco- 
lemma  (a)  is  seen  as  an  empty 
fa  be. 


Fragments  of  striped  elementary  fibres,  showing  a  cleavage  in  opposite 
directions  (magnified  900  diameters),  a,  Longitudinal  cleavage.  The 
longitudinal  and  transverse  lines  are  both  seen.  Some  longitudinal  lines 
are  darker  and  wider  than  the  rest,  and  are  not  continuous  from  end  to 
end.  This  results  from  partial  separation  of  the  flbrillss.  c,  Fibrillte  sepa- 
rated from  one  another  by  violence  at  the  broken  end  of  the  fibre,  and 
marked  by  transverse  lines  equal  in  width  to  those  on  the  fibre.  C  c",  re- 
present two  appearances  commonly  presented  by  the  separated  single 
flbrillse  more  highly  magnified.  At  c0  the  borders  and  trans%*erse  lines  are 
all  perfectly  rectilinear,  and  the  included  spaces  perfectly  rectangular.  At 
t"  the  borders  are  scalloped  and  the  spaces  bead-like.  When  most  distinct 
and  definite,  the  flbrilla  presents  the  former  of  those  appearances,  b, 
Transverse  cleavage.  The  longitudinal  lines  are  scarcely  visible,  a,  In- 
complete fracture  following  the  opposite  surfaces  of  a  disk,  which  stretches 
across  the  interval,  and  retains  the  two  fragments  in  connection.  The 
edge  and  surfaces  of  this  disk  are  seen  to  be  minutely  granular,  the  gran- 
ules corresponding  in  site  to  the  thickness  of  the  disk,  and  to  the  distance 
between  the  faint  longitudinal  lines,  o,  Another  disk  nearly  detached. 
&*,  Detached  disk  (more  highly  magnified),  showing  the  sarcous  elements. 


The  primitive  fibrils  constitute  the  proper  contractile  tissue  of  the  muscle. 
Each  fibril  is  cylindriform,  somewhat  flattened,  about  yeJo-o*  °f  an  ^nc^  *n 
thickness,  and  marked  by  transverse  striae  placed  at  the  same  distance  from  each 
other  as  the  stri®  on  the  surface  of  the  fasciculus.  Each  fibril  apparently  con- 
sists of  a  single  row  of  minute  particles  (named  "  sarcous  elements"  by  Bowman), 
connected  together  like  a  string  of  beads.  Closer  examination,  however,  shows 
that  the  elementary  particles  are  little  masses  of  pellucid  substance,  having  a 
rectangular  outline,  and  appearing  dark  in  the  centre.  These  appearances  would 
favor  the  suggestion  that  tne  elementary  particles  of  which  the  fibrils  are  com- 
posed are  possibly  nucleated  cells,  cohering  in  a  linear  series,  the  transverse 
marks  between  them  corresponding  to  their  line  of  junction.  Kolliker,  how- 
ever, considers  "the  sarcous  elements  as  artificial  products,  occasioned  by  the 
breaking  up  of  the  fibril  at  the  parts  where  they  are  thinner." 

On  closer  examination,  the  appearances  become  more  complicated,  and  are 
susceptible  of  various  interpretations.  Thus,  if  we  apply  a  higher  power  of  the 
microscope,  the  transverse  striation  which  in  Figs.  26,  27  appears  as  a  mere 
alternation  of  dark  and  bright  bands  is  resolved  into  the  appearance  shown  in 
Fig.  28,  which  shows  a  series  of  broad  dark  bands,  separatee!  by  a  bright  band, 
which  is  itself  divided  into  two  by  a  row  of  dark  dots.  This  appearance  was 
first  pointed  out  by  Busk  and  Huxley.  It  is  explained  by  Krause  as  depending 
on  some  optical  property  of  the  investment  of  the  separate  sarcous  elements. 
Thus  it  is  supposed  that  the  sarcous  elements  have  an  opaque  interior,  and  are 
united  to  each  other  by  a  transparent  envelope  or  cell-membrane,  the  sides  of 
which  cohere  so  closely  as  only  to  show  a  single  line,  while  their  ends  are  united 
by  some  different  material  which  breaks  up  the  light,  and  causes  a  dark  band 
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or  row  of  dark  dote  in  the  centre  of  the  transparent  streak  formed  by  the  cohe- 
sion of  the  two  cell-membranes.     Mr.  Schafer  describes  the  sarcous  elements 


MM 


f/ir 

»  s 


.r  Abre,  ununified  nearly  600  diameter*.     B,  tepa rated  bund  let 


as  formed  by  an  aggregation  of  rod-like  masses  of  protoplasm,  having  rounded 
ends,  and  believes  that  the  two  bright  bands  and  intervening  row  of  black  dots 
are  the  result  of  the  diffraction  of  the  light  around 
FiS-  29-  these  rounded  ends,  "just  as  a  minute  oil-globule  in 

water  appears  surrounded  with  a  bright  halo  when 
examined  under  the  microscope."  But  the  question 
is  as  yet  by  no  means  definitely  settled. 

This  form  of  muscular  fibre  composes  the  whole 
of  the  voluntary  muscles,  all  the  muscles  of  the  ear, 
those  of  the  larynx,  pharynx,  tongue,  the  upper 
half  of  the  oesophagus,  the  heart,  and  the  walls  of 
the  large  veins  at  the  point  where  they  open  into  it. 
The  fibres  of  the  heart,  however,  differ  in  several 

Particulars  from  those  of  other  striped  muscles, 
'hey  are  smaller  by  about  one-third,  and  their 
transverse  striae  are  by  no  means  so  distinct.  Fat- 
cells  are  also  often  found  in  them  to  a  certain  ex- 
tent, even  apart  from  any  obvious  disease  of  the 
organ.  They  break  up  much  more  readily  into 
.  ,     ... ,    their  smallest  elements.     There   is  also  much  less 

AautoiBtHlng  muicular   dbni  or      ,.„  ,  ,,       ,         ,.  „    , 

the  heart  iteo  in  » longitudinal  tee-    (''  "ny)  connective  tissue  separating  the  bundles  oi 
tion.   Do  the  right  the  iimiti  of  the    fibres;  and  Kolliker  has  described  and  figured  the 


with  their  i 


ultimate  fibres  as  anastomosing  with  each  othei 


emiy.  tact  previously  noticed  by  Ijceuwenhoeck.    bcnweig- 

gcr-Scidcl   also   describes   and    figures    transverse 
septa,  which  divide  the  fibres  into  separate  nucleated  portions  (Fig.  29). 

The  unstriped  muscle,  or  muscle  of  orr/anic  life,  is  found  in  the  walls  of  the 
hollow  viscera,  viz.,  the  lower  half  of  the  oesophagus  and  the  whole  of  the  re- 
mainder of  the  gastro- intestinal  tube;  in  the  trachea  and  bronchi;  in  the  gall- 
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bladder  and  ductus  communis  choledochus ;  in  the  pelvis  and  calices  of  the  kidney, 
the  ureters,  bladder,  and  urethra ;  in  the  female  sexual  organs,  viz.,  the  Fal- 
lopian tubes,  the  uterus  (enormously  developed  in  pregnancy),  the  vagina,  the 
broad  ligaments,  and  the  erectile  tissue  of  the  clitoris ;  in  the  male  sexual  organs, 
viz.,  the  dartos  scroti,  the  vas  deferens,  and  epididymis,  the  vesiculae  seminales, 
the  prostate  gland,  and  the  corpora  cavernosa  ;l  in  the  ducts  of  certain  glands, 
as  in  Wharton's  duct ;  in  the  capsule  and  trabecule  of  the  spleen ;  in  the  mucous 
membranes,  forming  the  muscularis  mucosae ;  in  the  arteries,  veins,  and  lym- 
phatics ;  in  the  iris ;  and  in  the  skin. 

The  fibres  of  inorganic  muscle  form  flattened  bands,  which  interlace  in  various 
directions,  and  which  when  viewed  without  reagents  appear  nearly  homogeneous, 
though,  if  the  organ  from  which  the  fibres  are  taken  has  been  macerated  pre- 
viously for  some  time  in  dilute  acid,  the  nuclei  can  be  perceived.  Even  in  fresh 
fibres  the  nuclei  are  occasionally  visible. 

In  manv  situations  these  fibres,  by  prolonged  immersion  in  chromic  or  nitric 
acid,  can  be  resolved  into  the  elementary  contractile  fibre-cells  of  which  Kolliker 
has  shown  that  they  really  consist ;  and  in  some  parts,  as  in  the  arteries  and  in 
the  skin,  such  fibre-cells  are  found  single.  They  are  elongated,  their  length 
about  ten  to  fifteen  times  their  breadth  (.02'"  to  0.4'"  in  length,  .002'"  to  .003'" 
in  breadth,  according  to  Kolliker),  consisting  of  a  spindle-shaped,  homogeneous- 
looking,  fibre-cell,  in  which  a  rod-shaped  nucleus  is  faintly  visible.  Acetic  acid 
dissolves  out  the  granular  contents  of  the  cell,  and  brings  the  nucleus  clearly 
into  view. 


Fig.  30. 


Fig.  31. 


\ 


-  Non-striated  elementary  fibres  from  the  human 
colon,  a,  treated  with  acetic  acid,  showing  the 
corpuscles.  6,  fragment  of  a  detached  fibre,  not 
touched  with  acid. 


Muscular  fibre-cells  from  human  arteries.  1,  from  the 
popliteal  artery;  a,  without,  b,  with  acetic  acid.  2, 
from  a  branch  of  the  anterior  tibial;  a,  nuclei  of  the 
fibres.    (Magnified  350  times.) 


The  unstriped  muscle,  as  a  rule,  is  not  under  the  influence  of  the  will,  nor  is 
the  contraction  rapid  and  involving  the  whole  muscle,  as  is  the  case  with  the 
muscles  of  animal  life.  The  membranes  which  are  composed  of  the  unstriped 
muscle  slowly  contract  in  a  part  of  their  extent,  generally  under  the*  influence 
of  mechanical  stimulus,  as  that  of  distension  or  of  cold,  arid  then  the  contracted 
part  slowly  relaxes,  while  another  portion  of  the  membrane  takes  up  the  con- 

1  Kolliker  describes  muscular  fibres  also  in  the  tunica  vaginalis  testis. 
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traction.     This  peculiarity  of  action  is  most  strongly  marked  in  the  intestines, 
constituting  their  vermicular  motion. 

In  chemical  composition,  the  muscular  fibres  of  both  forms  consist  mainly  of 
a  substance  (syntonin)  nearly  identical  with  the  fibrine  of  the  blood  ;  but,  unlike 
the  latter,  not  dissolved  by  nitrate  of  potash.  Muscle  after  death  exhibits  an 
acid  reaction ;  but  this  appears  to  be  due  to  post-mortem  changes. 

.  The  capillaries  of  muscle  are  very  abundant,  and  form  a  series  of  rectangular 
areolae,  the  branches  which  run  longitudinally  between  the  muscular  fibres, 
being  united  at  short  intervals  by  transverse  anastomosing  branches. 

Nerves  are  profusely  distributed  to  the  muscular  tissue,  more  especially  to  the 
voluntary  muscles.  The  mode  of  their  termination  will  be  described  on  a  sub- 
sequent page. 

The  distribution  and  the  mode  of  origin  of  the  lymphatic  vessels  of  muscle 
have  not  yet  been  ascertained. 

The  muscles  during  life,  and  for  some  time  after  death,  respond  to  the  appro- 
priate stimulus  by  contracting  in  the  manner  peculiar  to  the  class  to  which 
they  belong.  Thus,  for  some  time  after  a  limb  has  been  amputated,  its  muscles 
can  be  set  in  motion  by  scratching,  pinching,  or  galvanizing  them ;  and  even 
after  the  irritability  of  the  muscular  tissue  has  been  exhausted  by  the  prolonged 
suspension  of  the  circulation,  it  can  be  at  first  temporarily  restored  by  injecting 
fresh  arterial  blood  through  it  (Brown-S&juard).  The  time  at  which  muscular 
irritability  ceases  after  death  depends  on  the  vitality  of  the  subject ;  thus  it 
ceases  in  birds,  whose  circulation  and  vital  heat  are  of  a  very  high  degree, 
sooner  than  in  man  and  quadrupeds ;  in  these  sooner  than  in  fishes,  etc.  Dr. 
Sharpey  says  that  it  lasts  long  in  hybernating  animals  killed  during  their  winter 
sleep.  It  is  also  affected  by  the  mode  of  dying,  being  extinguished  instanta- 
neously (as  is  asserted)  in  some  cases  of  lightning-stroke,  and  much  diminished 
by  certain  gaseous  poisons,  particularly  sulphuretted  hydrogen. 

As  the  muscles  die  they  become  stiff,  and  it  ^s  to  this  cause  that  the  rigidity 
so  characteristic  of  recent  death  ("  rigor  mortis")  is  due.  The  ultimate  cause 
of  the  phenomenon  is  not  well  understood,  beyond  the  obvious  fact  that  it  must 
be  due  to  the  change  from  partial  fluidity  to  a  solid  condition  of  the  contents  of 
the  sarcolemma.  The  periods  of  its  occurrence  and  of  its  disappearance  are 
very  variable,  and  the  causes  of  those  variations  are  of  extreme  interest  and 
importance,  especially  in  medico-legal  inquiries,  but  the  subject  is  too  compli- 
cated to  be  adequately  treated  here.  All  that  need  be  said  in  this  place  is  that, 
as  might  be  expected,  the  rigor  is  stronger  the  more  powerful  and  more  healthy 
the  muscles  are,  and  consequently  is  both  more  powerful  and  more  lasting  in 
cases  of  sudden  or  violent  death.  It  also  sets  in  later  in  such  cases,  while  in 
emaciated  and  exhausted  subjects  it  is  more  rapid  and  transient ;  as  is  also  the 
case,  according  to  Hunter,  in  animals  which  have  been  hunted  to  death.  In 
some  instances  of  violent  death  in  persons  of  robust  frame,  the  rigor  mortis  has 
not  entirely  disappeared  till  the  end  of  the  first  week  after  death.  In  rare  cases 
(as  in  some  instances  of  death  from  lightning)  the  muscles  are  found  rigid 
immediately,  and  in  other  cases  rigor  commences  in  a  few  minutes,  but  usually 
not  till  six  or  seven  hours  after  death.  The  cessation  of  rigidity  in  the  muscles 
must  be  regarded  as  the  commencement  of  putrefactive  changes. 


NERVOUS  TISSUE. 

The  Nervous  Tissue  is  composed  chiefly  of  two  different  structures,  the  gray  or 
tfsm**&w",  and  the  white  or  Jihrous.  It  is  in  the  former,  as -is  generally  supposed, 
that  nervous  impressions  and  impulses  originate,  and  by  the  latter  that  tney  are 
conducted.  Hence  the  gray  matter  forms  the  essential  constituent  of  all  the 
ganglionic  centres,  both  those  separated  in  the  ganglia,  and  those  aggregated  in 
the  cerebro-spinal  axis ;  while  the  white  matter  is  found  in  all  the  commissural 
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portions  of  the  nerve  centres,  and  in  all  the  cerebro-spinal  nerves.  Besides  these 
two  principal  kinds  of  nervous  matter,  there  is  found  a  third  structure — chiefly 
in  the  sympathetic  system — called  the  gelatinous  nerve-tissue. 

The  nervous  substance  is  again  divided  into  two  different  systems.  The  first 
is  connected  directly  with  the  great  central  mass  inclosed  in  the  skull  and  spine. 
This  is  called  the  cerebrospinal  system,  and  is  divided  into  the  brain  (including 
the  medulla  oblongata),  the  spinal  cord,  the  cranial  nerves,  the  spinal  nerves, 
and  the  ganglia  connected  with  both  those  classes  of  nerves.  The  second,  called 
the  sympathetic  system,  is  not  directly  connected  with  the  brain  or  Bpinal  cord, 
though  it  is  so  indirectly  by  means  of  its  numerous  communications  with  the 
cranial  and  spinal  nerves.  It  consists  of  a  double  chain  of  ganglia,  with  the 
branches  which  go  to  and  come  from  them. 

A  third  method  of  division  of  the  nervous  system  is  based  upon  the/unctions 
which  it  performs.  On  this  principle  it  is  divided  into  the  nervous  system  of 
animal  life,  and  the  nervous  system  of  organic  life — the  former  subserving  the 
higher  functions  of  volition,  sensation,  &c,  the  latter  those  of  growth  and  nutri- 
tion. It  is  clear  that  the  former  qualities  reside  mainly  in  the  cerebro-spinal 
system,  while  the  intimate  connection  between  the  sympathetic  nerve  ana  the 
great  viscera  renders  it  highly  probable  that  the  sympathetic  syBtem  has  mainly 
to  do  with  the  organic  functions.  Consequently,  the  cerebro-spinal  system  was 
designated  the  system  of  animal  life,  and  the  sympathetic  the  system  of  organic 
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life.  But  the  distinction,  though  true  to  a  certain  extent,  is  by  no  means  com- 
plete, as  the  student  may  easily  see  by  consulting  the  works  of  modern  physi- 
ologists. 

The  gray  or  vesicular  nervous  suhstance  is  distinguished  by  its  dark  reddish- 
gray  color  and  soft  consistence.  It  is  found  in  the  brain,  spinal  cord,  and  vari- 
ous ganglia,  intermingled  with  the  fibrous  nervous  substance,  but  is  never  found 
in  the  nerves.  It  is  composed,  as  its  name  implies,  of  vesicles,  or  corpuscles, 
commonly  called  nerve-  or  ganglion-corpuscles,  containing  nuclei  and  nucleoli ; 
the  vesicles  being  imbedded  either  in  a  finely  granular  substance,  as  in  the  brain, 
or  in  a  capsule  of  nucleated  cells,  as  in  the  ganglia.     Each  vesicle  consists  of  an 
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exceedingly  delicate  membranous  wall,  inclosing  a  finely  granular  material,  part 
of  which  is  occasionally  of  a  coarser  kind,  and  of  a  reddish  or  yellowish-brown 
color.  The  nucleus  is  vesicular,  much  smaller  than  the  vesicle,  and  adherent  to 
some  part  of  its  interior.  The  nucleolus,  which  is  inclosed  within  the  nucleus, 
is  vesicular  in  form,  of  minute  size,  and  peculiarly  clear  and  brilliant.  The 
nerve-corpuscles  vary  in  shape  and  size ;  some  are  small,  spherical,  or  ovoidal, 
with  an  uninterrupted  outline.  These  forms  are  most  numerous  in  the  ganglia 
of  the  sympathetic.  Others,  called  caudate  or  stellate  nerve-corpuscles,  are 
characterized  by  their  larger  size,  and  from  having  one  or  more  tail-like  pro- 
cesses issuing  from  them,  which  occasionally  divide  and  subdivide  into  numerous 
branches.  These  processes  are  very  delicate,  apparently  tubular,  and  contain  a 
similar  granular  material  to  that  found  within  the  corpuscle.  Some  of  the  pro- 
cesses terminate  in  fine  transparent  fibres,  which  become  lost  among  the  other 
elements  of  the  nervous  tissue ;  others  may  be  traced  until,  after  losing  their 
granular  appearance,  they  become  continuous  with  an  ordinary  nerve-fibre. 


Fig.  34. 
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The  white,  otherwise  called  tubular  or  fibrous  nervous  substance,  is  found  con- 
stituting a  great  part  of  the  brain  and  spinal  cord,  almost  the  whole  of  the 
cerebro- spinal  nerves,  and  a  great  part  of  the  sympathetic. 

The  tubes,  when  perfectly  fresh,  appear  to  be  homogeneous,  but  they  Boon 
separate  into  two  parts,  the  white  substance  of  Schwann  and  the  axis-cylinder  of 
Purkinje,  the  whole  being  inclosed  in  a  membrane — the  tubular  membrane,1  which 
at  first  appears  structureless,  but  when  stained  with  nitrate  of  silver  is  Been  to 
consist  of  nucleated  endothelial  cells.  The  white  substance  is  regarded  aa  being 
a  fatty  matter  in  a  fluid  state,  which  isolates  and  protects  the  essential  part  of 
the  nerve — the  axis-cylinder.    The  partial  coagulation  of  this  white  substance 

1  Dr.  Beale  describes  and  figures  esses  in  which  several  fibres,  some  with,  others  without,  the 
white  substance,  are  inclosed  in  a  common  tubular  membrane.  See  Phil.  Tran*.,  1862.  Latterly 
English  authors  have,  unfortunately  as  I  think,  followed  the  German  anatomists  in  calling  the 
tubular  membrane  which  insheath.es  the  individual  fibres  the  "neurilemma."  That  name  should 
he  reserved  for  the  flhroos  sheath  of  the  entire  nerve,  which  in  the  new  nomenclature  is  called  the 
"  perineurium."    These  useless  changes  of  names  only  serve  to  perplex  students. 
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which  follows  on  cooling  gives  the  nerve-tube,  when  examined  after  death,  a 
double  contour — the  darker  part  seen  on  the  outside  of  the  axis  cylinder  being 
the  white  substance  of  Schwann.  In  consequence  of  the  extreme  delicacy  of 
the  tubular  membrane,  even  slight  pressure  will  often  give  nerve  tubes  a  varicose 
outline,  and  drops  of  oil,  from  the  transudation  of  the  fatty  matter,  often  form 
outside  the  tubular  membrane.  This  is,  of  course,  promoted  by  the  action  of 
ether. 

The  axis-cylinder  constitutes  about  one-half  or  one-third  of  the  nerve-tube, 
the  white  substance  being  greater  in  proportion  in  the  nerves  than  in  the  central 
organs.  The  axis-cylinder  is  perfectly  transparent,  and  is  therefore  indistin- 
guishable in  a  perfectly  fresh  and  natural  state  of  the  nerve.  It  is  described  by 
Kolliker  as  being  distinguished  from  the  white  substance  by  the  fact  that, 
though  soft  and  flexible,  it  is  not  fluid  and  viscid,  but  firm  and  elastic,  some- 
what like  coagulated  albumen,  with  which  it  appears  for  the  most  part  also  to 
agree  in  its  chemical  characters.  As  ordinarily  seen  it  appears  pale  and  homo- 
geneous, or  more  rarely  finely  granular  or  striated. 

Besides  these  nerve-fibres,  which  consist  of  two  distinct  parts,  others  are 
found  in  which  only  the  axis-cylinder  can  be  recognized,  surrounded  by  its 
medullary  membrane,  whilst  there  are  again  mere  primi- 
tive fibrils  found  in  various  parts  which  are  perfectly 
destitute  of  any  visible  structure,  and  only  recognized 
as  nerves  by  their  connection  with  ganglionic  cells,  or 
with  obvious  nerve-tubes.1  They  display  a  great  ten- 
dency to  become  varicose  on  manipulation.  The  finely 
striated  appearance  of  those  nerves,  which  consist  only 
of  the  axis-cylinder  and  its  membranous  investment, 
renders  it  probable  that  these  also  are  formed  of  an 
aggregation  of  the  primitive  fibrillfe. 

Thus  three  different  kinds  of  white  nerve-fibres  are 
described  by  recent  authorities — viz.,  1.  Those  which 
consist  of  the  axis-cylinder,  ensheathed  in  the  white  sub- 
stance of  Schwann,  the  whole  being  invested  by  the 
tubular  membrane ;  2.  Those  which  consist  of  the  axis- 
cylinder  and  medullary  •  membrane  only ;  and  3.  The 
primitive  fibrils,  of  which  it  is  believed  that  the  axis- 
cylinder  of  the  more  composite  nerves  is  made  up.1 

Most  of  the  nerves  of  the  sympathetic  system,  and 

some  of  the  cerebro- spinal  (see  especially  the  description    o 

of  the  olfactory  nerve),  consist  of  a  fourth  description  of  numberofRem*k'»Bbre»,». 
nervous  fibres,*  which  are  called  the  gray  or  gelatinous 

nerve-fibres  (fibres  of  Remak).  (Fig.  36.)  These  consist  of  a  bundle  of  finely- 
granular  fibrillsB  inclosed  in  a  sheath.  Nuclei  may  be  detected  at  intervals  in 
each  fibre,  which  Schultze  believes  to  be  situated  in  the  sheath  of  the  nerve. 
In  external  appearance  the  gelatinous  nerves  are  semi-transparent,  and  gray  or 
yellowish-gray.  The  individual  fibres  vary  in  size — most  of  them  being  of 
smaller  size  than  in  the  cerebro-spinal  nerves,  so  that  the  average  size  of  the 
latter  is  given  at  l0^,v  to  JT,'0T  of  an  inch,  and  of  the  former  at  only  half  that 
size ;  but,  on  the  one  hand,  the  smallest  fibrils  of  the  cerebro-spinal  system  are, 
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i  fibrils,  both  in 
,_     „  ,  See  also  below,  Fip.  43. 

*  Schnltie  believes  that  the  primitive  fibrils  are  the  essential  element  of  all  nerves;  'hus. 
according  to  Uim.  the  essential  difference  between  the  gelatinous  and  the  ordinary  nerve  fibrils 
consists  in  the  absence  from  the  former  nf  the  white  substance  (medulla)  of  Schwann,  while  the 
lobular  membrane  is  present.  The  small  nerve  fibres,  on  the  other  hand,  described  as  primitive 
fibrils  or  naked  axis-cylinders,  are  either  destitute  of  any  investment, or  surrounded  merely  by  a 
structureless  basement  membrane. 

*  The  real  nature  of  these  fibres  has  been  doubted  liy  several  authors.  It  seems  better,  how- 
ever, and  more  consonant  with  tbe  prevalent  opinion,  to  describe  them  as  truly  nervous. 
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as  we  have  seen,  of  hardly  appreciable  thickness ;  while,  on  the  other,  some  of 
the  gelatinous  fibres  (especially  those  in  the  olfactory  bulb)  are  said  to  be  three 
or  four  times  as  thick  as  those  of  the  cerebro-spinal  nerves. 

Chemical  composition.  The  following  analysis,  by  Lassaigne,  represents  the 
relative  proportion  of  the  different  constituents  composing  the  gray  and  white 
matter  of  the  brain : — 

Gray.  White. 

Water 85.2  73.0 

Albuminous  matter 7.5  9.9 

Colorless  fat 1.0  13.9 

Red  fat 3.7  0.9 

Osmazome  and  lactates 1.4  1.0 

Phosphates 1.2  1.3 

100.0  100.0 

It  appears  from  this  analysis  that  the  cerebral  substance  consists  of  albumen, 
dissolved  in  water,  combined  with  fatty  matters  and  salts.  The  fatty  matters, 
according  to  Fr^mj,  consist  of  cerebric  acid,  which  is  most  abundant,  cholesterin, 
oleophosphoric  acid,  and  olein,  margarin,  and  traces  of  their  acids.  The  same 
analyst  states  that  the  fat  contained  in  the  brain  is  confined  almost  exclusively 
to  the  white  substance,  and  that  its  color  becomes  lost  when  the  fatty  matters 
are  removed.  According  to  Vauquelin,  the  cord  contains  a  larger  proportion 
of  fat  than  the  brain ;  and,  according  to  L'H^ritier,  the  nerves  contain  more 
albumen  and  more  soft  fat  than  the  brain. 

With  regard  to  the  constitution  of  the  different  portions  of  the  nervous  system, 
the  cerebro-spinal  axis  is  composed  of  the  two  above-described  kinds  of  nervous 
structure,  intermingled  in  various  proportions,  and  having  in  the  brain  a  very 
intricate  arrangement,  which  can  only  oe  fully  understood  by  a  careful  study  of 
the  details  of  its  descriptive  anatomy  in  the  sequel.  The  gray  or  vesicular 
nervous  matter  is  found  partly  on  the  surface  of  the  brain,  forming  the  convo- 
lutions of  the  cerebrum,  which  are  in  the  most  direct  relation  to  the  mental 
faculties,  and  the  laminas  of  the  cerebellum,  the  functions  of  which  are  still  a 
matter  of  dispute.  Again,  gray  matter  is  found  in  the  interior  of  the  brain, 
collected  into  large  and  distinct  masses  or  ganglionic  bodies,  such  as  the  corpus 
striatum,  optic  thalamus,  and  corpora  quadrigemina";  the  functions  of  which 
bodies,  so  far  as  they  have  been  ascertained,  have  been  found  to  be  connected 
with  some  of  the  main  organic  endowments  of  the  body,  such  as  voluntary 
motion,  sensation,  sight.  Finally,  gray  matter  is  found  intermingled  intimately 
with  the  white,  and  without  definite  arrangement,  as  in  the  corpora  dentata  of 
the  medulla  and  cerebellum,  or  the  gray  matter  in  the  pons  and  the  floor  of  the 
fourth  ventricle.  Such  scattered  masses  of  gray  matter  are,  in  many  instances 
at  any  rate,  connected  to  all  appearance  with  the  origin  of  particular  nerves.  In 
other  situations  their  use  is  as  yet  unknown. 

The  proper  nervous  matter,  both  in  the  brain  and  spinal  cord,  is  traversed 
and  supported  by  a  network  of  fine  connective  tissue.  This  has  been  termed 
by  Virchow  the  neuroglia,  and  is  supposed  to  be  the  source  of  one  of  the  forms 
of  tumor  described  by  that  author  under  the  name  of  glioma. 

The  white  matter  of  the  brain  is  divisible  into  four  distinct  classes  of  fibres. 
There  are,  in  the  first  place,  the  nerves  which  arise  in  the  gray  matter,  and  pass 
out  through  the  cranial  foramina.  Next,  the  fibres  which  connect  the  brain 
with  the  spinal  cord ;  that  is  to  say,  those  which  are  usually  traced  upwards 
from  the  columns  of  the  spinal  cord,  through  the  medulla  oblongata  into  the 
cerebrum,  chiefly  by  means  of  the  anterior  pyramids,  fasciculi  teretes  and  resti- 
form  bodies,  passing  through  the  pons  and  crura  cerebri  to  expand  into  the 
corpora  striata,  optic  thalami  and  convolutions  (corona  radiata),  and,  by  means 
of  the  restiform  bodies,  into  the  cerebellum. 

The  other  two  classes  of  white  fibres  in  the  brain  are  commissural ;  some  of 
the  commissures  serving  to  connect  different  parts  of  the  same  hemisphere 
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together  (as  the  fornix,  the  processus  e  cerebello  ad  testes,  &c.),  or  even  different 
parts  of  the  same  section  or  organ,  as  the  arciform  fibres  of  the  medulla.  Most 
of  these  commissures  are  longitudinal;  while  others — as  the  corpus  callosum 
and  the  transverse  fibres  of  the  pons  Varolii — are  transverse,  serving  to  connect 
opposite  hemispheres  together,  and  thus  probably  securing  the  single  action  of 
a  double  organ. 

The  following  is  Dr.  Lockhart  Clarke's  account  of  the  intimate  structure  of 
the  cerebral  convolutions : — 

44  Most  of  the  convolutions,  when  properly  examined,  may  be  seen  to  consist 
of  at  least  seven  distinct  and  concentric  layers  of  nervous  substance,  which  are 
alternately  paler  and  darker  from  the  circumference  to  the  centre.  The  lami- 
nated structure  is  most  strongly  marked  at  the  extremity  of  the  posterior  lobe. 
In  this  situation  all  the  nerve-cells  are  small,  but  differ  considerably  in  shape, 
and  are  much  more  abundant  in  some  layers  than  in  others.  In  the  superficial 
layer,  which  is  pale,  they  are  round,  oval,  fusiform,  and  angular,  but  not 
numerous.  The  second  and  darker  layer  is  densely  crowded  with  cells  of  a 
similar  kind,  in  company  with  others  that  are  pyriform  and  pyramidal,  and  lie 
with  their  tapering  ends  either  towards  the  surface  or  parallel  with  it,  in  con- 
nection with  fibres  which  run  in  corresponding  directions.  The  broader  ends 
of  the  pyramidal  cells  give  off  two,  three,  four,  or  more  processes,  which  run 
partly  through  the  white  axis  of  the  convolution,  and  in  part  horizontally  along 
the  plane  of  the  layer,  to  be  continuous,  like  those  at  the  opposite  ends  of  the 
cells,  with  nerve-fibres  running  in  different  directions.  The  third  layer  is  of  a 
much  paler  color.  It  is  crossed,  however,  at  right  angles  by  narrow  and  elon- 
gated groups  of  small  cells  and  nuclei  of  the  same  general  appearance  as  those 
of  the  preceding  layer.  These  groups  are  separated  from  each  other  by  bundles 
of  fibres,  radiating  towards  the  surface  from  the  central  white  axis  of  the  convo- 
lution, and  together  with  them  form  a  beautiful  fanlike  structure.  The  fourth 
layer  also  contains  elongated  groups  of  small  cells  and  nuclei,  radiating  at  right 
angles  to  its  plane;  but  the  groups  are  broader,  more  regular,  and,  together  with 
the  bundles  of  fibres  between  them,  present  a  more  distinctly  fanlike  structure. 
The  fifth  layer  is  again  paler  and  somewhat  white.  It  contains,  however,  cells 
and  nuclei  which  have  a  general  resemblance  to  those  of  the  preceding  layers, 
but  they  exhibit  only  a  faintly  radiating  arrangement.  The  sixth  and  most 
internal  laver  is  reddish  gray.  It  not  only  abounds  in  cells  like  those  already 
described,  but  contains  others  that  are  rather  larger.  It  is  only  here  and  there 
the  cells  are  collected  into  elongated  groups,  which  give  the  appearance  of 
radiations.  On  its  under  side  it  gradually  blends  with  the  central  white  axis  of 
the  convolution,  into  which  its  cells  are  scattered  for  some  distance. 

"The  seventh  layer  is  this  central  white  stem  or  axis  of  the  convolution.  On 
every  side  it  gives  off  bundles  of  fibres,  which  diverge  in  all  directions,  and  in  a 
fanlike  manner,  towards  the  surface,  through  the  several  gray  layers.  As  they 
pass  between  the  elongated  and  radiating  groups  of  cells  in  the  inner  gray  layers, 
some  of  them  become  continuous  with  the  processes  of  the  cells  in  the  same 
section  or  plane,  but  others  bend  round  and  run  horizontally,  both  in  a  transverse 
and  longitudinal  direction  (in  reference  to  the  course  of  the  entire  convolution), 
and  with  various  degrees  of  obliquity.  "While  the  bundles  themselves  are  by 
this  means  reduced  in  size,  their  component  fibres  become  finer  in  proportion 
as  they  traverse  the  layers  towards  the  surface,  in  consequence,  apparently,  of 
branches  which  they  give  off  to  be  connected  with  cells  in  their  course.  Those 
which  reach  the  outer  gray  layer  are  reduced  to  the  finest  dimensions,  and  form 
a  close  network  with  which  the  nuclei  and  cells  are  in  connection. 

"Besides  these  fibres  which  diverge  from  the  central  white  axis  of  the  convo- 
lution, another  set,  springing  from  the  same  source,  converge  or  rather  curve 
inwards  from  opposite  sides,  to  form  arches  along  some  of  the  gray  layers. 
These  arciform  fibres  run  in  different  planes — transversely,  obliquely,  and  longi- 
tudinally— and  appear  to  be  partly  continuous  with  those  of  the  diverging  set 
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which  bend  round,  as  already  stated,  to  follow  a  similar  course.  All  these  fibres 
establish  an  infinite  number  of  communications  in  every  direction,  between  dif- 
ferent parts  of  each  convolution,  between  different  convolutions,  and  between 
these  and  the  central  white  substance." 

Dr.  Clarke  then  goes  on  to  describe  in  detail  the  minuter  differences  which 
exist  between  the  structure  of  the  convolutions  in  different  parts  of  the  brain.1 

Spinal  Cord.  In  the  spinal  cord,  on  the  other  hand,  the  gray  matter  is  entirely 
in  the  interior  of  the  organ,  and  is  collected  together  into  oue  central  mass,  while 
the  whole  of  the  white  matter  is  external,  and  is  arranged  into  various  columns 
and  commissures,  which  will  be  fully  described  hereafter.  We  shall  here 
merely  give  an  account  of  the  intimate  structure  of  the  cord,  which  is  condensed 
from  the  researches  of  Dr.  Lockhart  Clarke.1 

The  white  substance  of  the  cord  consists  of  transverse,  oblique,  and  longitudinal 
fibres,  with  bloodvessels  and  connective  tissue. 

The  transverse  fibres  proceed  from  the  gray  substance,  and  form  with  each 
other  a  kind  of  plexus  between  the  bundles  of  longitudinal  fibres,  with  which 
many  are  continuous ;  while  others  reach  the  surface  of  the  cord  through  fissures 
containing  connective  tissue.  Within  the  gray  substance  they  are  continuous 
with  the  roots  of  the  nerves,  with  the  processes  of  the  nerve  cells,  and  with  the 
anterior  and  posterior  commissures.  The  oblique  fibres  proceed  from  the  gray 
substance  both  upwards  and  downwards ;  they  form  the  deep  strata  of  the  white 
columns,  and,  after  running  a  variable  length,  become  superficial.  The  longi- 
tudinal fibres  are  more  superficial,  run  nearly  parallel  with  each  other,  and  form 
the  greater  portion  of  the  white  columns. 

The  gray  substance  of  the  cord  consists  of,  1.  Nerve-fibres  of  variable,  but 

smaller,  average  diameter  than  those  of  the  columns ;  2.  Nerve-cells  of  various 

shapes  and  sizes,  with  from  two  to 

Fig-  3"-  eight  processes ;  8.  Bloodvessels  and 

connective  tissue. 

Each  lateral  half  of  the  gray  sub- 
stance is  divided  into  an  interior  and 
posterior  horn,  and  the  tractus  inter- 
medio-  lateral  is,  or  lateral  part  of  the 
gray  substance  between  the  anterior 
and  posterior  cornua. 

The  posterior  horn  consists  of  two 
parts,  the  caput  cornu,  or  expanded 
extremity  of  the  horn  (Fig.  37), 
round  which  is  the  lighter  space  or 
lamina,  the  gelatinous  substance  and 
the  cervix  cornu  or  remaining  narrow 
portion  of  the  horn,  as  far  forwards 
as  the  central  canal. 

The  gelatinous  substance  contains 

Tr.niT.rw  nation  of  tb.  gr«y  ■ubitfiora  of  the  ■plot!  a]Qn_  gg  Dorcler  fl  Berie8  of  large 
tori,  near  ttiB  middle  of  the  don*]  region.    [Mainlined  13 °        .,  ....       -    , Vf„ 

du.Un.HJ.L.oum.^M.  nerve-cells ;    but    more    internally 

consists  of  a  stratum  of  small  cells 
traversed  by  transverse,  oblique,  and  longitudinal  fibres.     (Figs.  38,  39.) 

Nearly  the  whole  inner  half  of  the  cervix  is  occupied  by  a  remarkable  and 
important  column  of  nerve-cells,  called  the  posterior  vesicular  column  (Fig.  37), 
which  varies  in  size  and  appearance  in  different  regions  of  the  cord,  and  in 
intimately  connected  with  the  posterior  roots  of  the  nerves. 

Within,  and  along  the  outer  border  of  the  cervix,  are  several  thick  bundles 

1  Pee  T)r.  Clarke's  summary  of  hln  researches  on  this  snbject  in  Maudsley  on  the  Pathology 
and  Physiology  of  Mind.  pp.  60-63. 
*  PhU  Tram.,  1B51-1853.  part  iii. ;  1858,  part  i. ;  1659,  part  i. ;  1862.  part  ii. 
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Trunirene  Motion  or  the  gny  inbitunee  of  the  iplnul  oord  through  the  mid 
On  the  left  ilde  of  the  (Inure  groupi  of  large  eel  It  sreieeo  ;  od  the  right  ilde,  t 
without  the  cell..    (MagalUed  IS  di»meler«.)-J.  L~  Ulabu,  drl. 

of  longitudinal  fibres,  represented  in  Fig.  37  by  Fif.  39. 

the  dark  spots ;  other  bundles  of  the  same 
kind  mar  be  seen  in  the  gray  substance  along 
the  line  of  junction  of  the  caput  with  the  cer- 
vix cornu.     (Pig,  38.)  Rttr 

The  anterior  horn  of  the  gray  substance  in  G&"« 
the  cervical  and  lumbar  swellings,  where  it 
gives  origin  to  the  nervea  of  the  extremities,  is  &£(£*. 
much  larger  than  in  any  other  region,  and  con- 
tains several  distinct  groups  of  large  and 
variously-shaped  cells.  This  is  well  shown  on 
comparing  the  above  figures.  ~a-,y 

The  tractus  intermedia- lateralis  (Fig.  37)  ex-  £U**m 
tends  from  the  upper  part  of  the  lumbar  to  the 
lower  part  of  the  cervical  enlargement,  and 
consists  of  variously -shaped  cells,  which  are 
smaller  than  those  of  the  anterior  cornu.  In 
the  neck,  above  the  cervical  enlargement,  a 
similar  tract  reappears,  and  is  traversed  by  the 
lower  part  of  the  spinal  accessory  nerve. 

Origin  of  the  Spinal  Nerves  in  the  Cord.     The  , 

posterior  roots  are  larger  than  the  anterior ;  but        r.(_n 
their  component  filaments  are  finer  and  more 
delicate.     They  are  all  attached   immediately 
to  the  posterior  columns   only,  and  decussate 
with  each  other  in  all  directions  through  the 

columns ;  but  some  of  them  pass  through  the  tongitudin.i  .eciion  of  the  white  and 
gray  substance  into  both  the  lateral  ana  ante-  gnj  »ub«une*  or  the  *pinai  eord,  through 
rior  columns.    Within  the  gray  substance  they    th*  miM,e  ot  ,he  lumbar  enlargement. 

°      -  ■'        (Ma*.  11  dlaro.l— J.  L.  Clahke,  drl. 


68  GENERAL   ANATOMY. 

ran  longitudinally  upwards  and  downwards ;  transversely  through  the  posterior 
commissure  to  the  opposite  side ;  and  into  the  anterior  cornu  of  their  own  side 
(Figs.  38,  39.) 

The  anterior  roots  are  attached  exclusively  to  the  anterior  column,  or  rather 
to  the  anterior  part  of  the  anterolateral  columns,  for  there  is  no  antero-lateral 
fissure  dividing  the  anterior  from  the  lateral  column.  Within  the  gray  substance 
the  fibrils  cross  each  other,  and  diverge  in  all  directions,  like  the  expanded  hairs 
of  a  brush  (Figs.  38,  39),  some  of  them  running  more  or  less  longitudinally  up- 
wards and  downwards ;  and  others  decussating  with  those  of  the  opposite  side 
through  the  anterior  commissure  in  front  of  the  central  canal. 

All  the  fibres  of  both  roots  of  the  nerves  proceed  through  the  white  columns 
into  the  gray  substance,  with,  perhaps,  the  exception  of  some  which  appear  to 
run  longitudinally  in  the  posterior  columns ;  but  whether  these  latter  fibres  of 
the  posterior  roots  ultimately  enter  the  gray  substance  of  the  cord,  after  a  very 
oblique  course,  or  whether  they  proceed  upwards  to  the  brain,  is  uncertain. 

The  Central  Canal  of  the  Spinal  Cord.  In  the  foetus  until  after  the  sixth 
month,  a  canal,  continuous  with  the  general  ventricular  cavity  of  the  brain, 
extends  throughout  the  entire  length  of  the  spinal  cord,  formed  by  the  closing- 
in  of  a  previously  open  groove. 

In  the  adult,  this  canal  can  only  be  seen  at  the  upper  part  of  the  cord  extend- 
ing from  the  point  of  the  calamus  scriptorius,  in  the  floor  of  the  fourth  ventricle, 
for  about  half  an  inch  down  the  centre  of  the  cord,  where  it  terminates  in  a 
cul-de-sac;  the  remnant  of  the  canal  being  just  visible  in  a  section  of  the  cord, 
as  a  small  pale  spot,  corresponding  to  the  centre  of  the  gray  commissure ;  its 
cavity  is  lined  with  a  layer  of  cylindrical  ciliated  epithelium.  In  some  cases, 
this  canal  remains  pervious  throughout  the  whole  length  of  the  cord. 

The  Oanglia  may  be  regarded  as  separate  and  independent  nervous  centres, 
of  smaller  size  and  less  complex  structure  than  the  brain,  connected  with  each 
other,  with  the  cerebro-spinal  axis,  and  with  the  nerves  in  various  situations. 
They  are  found  on  the  posterior  root  of  each  of  the  spinal  nerves ;  on  the  pos- 
terior or  sensory  root  of  the  fifth  cranial  nerve ;  on  the  facial  nerve ;  on  the 
glossopharyngeal  and  pneumogastric  nerves ;  in  a  connected  series  along  each 
side  of  the  vertebral  column,  forming  the  trunk  of  the  sympathetic ;  on  the 
branches  of  that  nerve,  and  at  the  point  of  junction  of  those  branches  with  the 
cerebro-spinal  nerves.  On  section,  they  are  seen  to  consist  of  a  reddish-gray 
substance,  traversed  by  numerous  white  nerve-fibres :  they  vary  considerably 
in  form  and  size ;  the  largest  are  found  in  the  cavity  of  the  abdomen ;  the 
smallest,  not  visible  with  the  naked  eye,  exist  in  considerable  numbers  upon  the 
nerves  distributed  to  the  different  viscera.  The  ganglia  are  invested  by  a  smooth 
and  firm  closely -adhering  membranous  envelope,  consisting  of  dense  areolar 
tissue ;  this  sheath  is  continuous  with  the  neurilemma  of  the  nerves,  and  sends 
numerous  processes  into  the  interior  of  the  ganglion,  which  support  the  blood- 
vessels supplying  its  substance. 

In  structure,  all  ganglia  are  essentially  similar,  consisting  of  the  same  struct- 
ural elements  as  the  other  nervous  centres — viz.,  a  collection  of  vesicular  nervous 
matter,  traversed  by  tubular  and  gelatinous  nerve-fibres.  The  vesicular  nervous 
matter  consists  of  nerve-cells  or  ganglion-globules,  most  of  which  appear  free, 
and  of  a  round  or  oval  form ;  these  are  more  especially  seated  near  the  surface 
of  the  ganglion ;  others  have  caudate  processes,  and  give  origin  to  nerve-fibres. 
In  the  ganglion,  the  nerve-cells  are  usually  inclosed  in  a  capsule  of  granular 
corpuscles  and  fibres.  The  tubular  nerve-fibres  run  through  the  ganglion,  some 
being  collected  into  bundles,  while  others,  separating  from  each  other,  take  a 
circuitous  course  among  the  nerve-cells  before  leaving  the  ganglion. 

The  Nerves  are  round  or  flattened  cords,  which  are  connected  at  one  end  with 
the  cerebro-spinal  centre  or  with  the  ganglia,  and  are  distributed  at  the  other  to 
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the  various  textures  of  the  body :  they  are  subdivided  into  two  great  classes, 
the  cerebro-spinal,  which  proceed  from  the  cerebrospinal  axis,  and  the  sympa- 
thetic or  ganglionic  nerves,  which  proceed  from  the  ganglia  of  the  sympathetic. 

The  Cerebrospinal  nerves  consist  of  numerous  nerve-fibres,  collected  together 
and  inclosed  in  a  membranous  sheath.  A  small  bundle  of  primitive^  fibres,  in- 
closed in  a  tubular  sheath,  is  called  a  funiculus;  if  the  nerve  is  of  small  size  it 
may  consist  only  of  a  single  funiculus,  but  if  large,  the  funiculi  are  collected 
together  into  larger  bundles  or  fasciculi;  and  are  bound  together  in  a  common 
membranous  investment,  termed  the  sheath.  In  structure  the  common  sheath 
investing  the  whole  nerve,  as  well  as  the  septa  given  off  from  the  sheath,  and 
which  separate  the  fasciculi,  consist  of  areolar  tissue,  composed  of  white  and 
yellow  elastic  fibres,  the  latter  existing  in  greatest  abundance.  The  tubular 
sheath  of  the  funiculi,  or  neurilemma  (perineurium  of  later  German  authors), 
consists  of  a  fine,  smooth,  transparent  membrane,  which  may  be  easily  separated, 
in  the  form  of  a  tube,  from  the  fibres  it  incloses ;  in  structure,  it  is  for  the  most 
part  a  simple  and  homogeneous  transparent  film,  occasionally  composed  of 
numerous  minute  reticular  fibres. 

The  cerebro-spinal  nerves  consist  almost  exclusively  of  the  tubular  nerve- 
fibres,  the  gelatinous  fibres  existing  in  very  small  proportion. 

In  the  tubular  nerve-fibres  Ranvier  has  lately  pointed  out  a  peculiar  arrange- 
ment, brought  into  view  by  the  action  of  osmic  acid,  and  to  which  the  name  of 
the  nodes  of  Ranvier  is  given.  The  axis-cylinder  and  the  medullary  substance 
are  stained  black  by  the  reagent,  while  the  tubular  sheath  is  unstained.  Each 
fibre,  when  so  treated,  is  seen  to  be  interrupted  at  regular  intervals  by  a  break 
in  the  white  substance  of  Schwann,  and  at  these  breaks  or  nodes  the  tubular 
membrane  seems  to  turn  in  and  invest  the  axis-cylinder,  which  runs  uninter- 
rupted across  the  break.  A  nucleus  is  also  thus  brought  into  view  in  the  centre 
of  each  segment  of  the  nerve,  lying  in  the  tubular  sheath. 

The  bloodvessels  supplying  a  nerve  terminate  in  a  minute  capillary  plexus, 
the  vessels  composing  which  run,  for  the  most  part,  parallel  with  the  funiculi ; 
they  are  connected  together  by  short  transverse  vessels,  forming  narrow  oblong 
meshes,  similar  to  the  capillary  system  of  muscle. 

The  nerve-fibres,  as  far  as  is  at  present  known,  do  not  coalesce,  but  pursue  an 
uninterrupted  course  from  the  centre  to  the  periphery.  In  separating  a  nerve, 
however,  into  its  component  funiculi,  it  may  be  seen  that  they  do  not  pursue  a 
perfectly  insulated  course,  but  occasionally  join  at  a  very  acute  angle  with  other 
funiculi  proceeding  in  the  same  direction ;  from  which  again  branches  are  given 
off  to  join  again  in  like  manner  with  other  funiculi.  It  must  be  remembered, 
however,  that  in  these  communications  the  nerve-fibres  do  not  coalesce,  but 
merely  pass  into  the  sheath  of  the  adjacent  nerve,  become  intermixed  with  its 
nerve-fibres,  and  again  pass  on  to  become  blended  with  the  nerve-fibres  in  some 
adjoining  fasciculus. 

Nerves,  in  their  course,  subdivide  into  branches,  and  these  frequently  com- 
municate with  branches  of  a  neighboring  nerve.  In  the  subdivision  of  a  nerve, 
the  filaments  of  which  it  is  composed  are  continued  from  the  trunk  into  the 
branches,  and  at  their  junction  with  the  branches  of  neighboring  nerves  the 
filaments  pass  to  become  intermixed  with  those  of  the  other  nerve  in  their 
further  progress ;  in  no  instance,  however,  have  the  separate  nerve-fibres  been 
shown  to  inosculate. 

The  communications  which  take  place  between  two  or  more  nerves  form  what 
is  called  a  plexus.  Sometimes  a  plexus  is  formed  by  the  primary  branches  of 
the  trunks  of  the  nerves,  as  the  cervical,  brachial,  lumbar,  and  sacral  plexuses, 
and  occasionally  by  the  terminal  fasciculi,  as  in  the  plexuses  formed  at  the 
periphery  of  the  body.  In  the  formation  of  a  plexus  the  component  nerves 
divide,  then  join,  and  again  subdivide  in  such  a  complex  manner  that  the  indi- 
vidual fasciculi  become  interlaced  most  intricately ;  so  that  each  branch  leaving 
a  plexus  may  contain  filaments  from  each  of  the  primary  nervous  trunks  which 
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form  it.  In  the  formation  also  of  the  smaller  plexuses  at  the  periphery  of  the 
body,  there  is  a  free  interchange  of  the  fasciculi  and  primitive  fibrils.  In  each 
case,  however,  the  individual  filaments  remain  separate  and  distinct,  and  do  not 
inosculate  with  each  other. 

It  is  probable  that,  through  this  interchange  of  fibres,  the  different  branches 
passing  off  from  a  plexus  have  a  more  extensive  connection  with  the  spinal  cord 
than  if  they  each  had  proceeded  to  be  distributed  without  such  connection  with 
other  nerves.  Consequently,  the  parts  supplied  by  these  nerves  have  more 
extended  relations  with  the  nervous  centres;  by  tnis  means,  also,  groups  of 
muscles  may  be  associated  for  combined  action. 

The  Sympathetic  nerve  consists  of  tubular  and  gelatinous  fibres,  intermixed 
with  a  varying  proportion  of  filamentous  areolar  tissue,  and  inclosed  in  a  sheath 
formed  of  fibro-areolar  tissue.  (Fig.  36.)  The  tubular  fibres  are,  for  the  most 
part,  smaller  than  those  composing  the  cerebro-spinal  nerves;  their  double 
contour  is  less  distinct,  and,  according  to  Bemak,  the  present  nuclei  similar  to 
those  found  in  the  gelatinous  nerve-fibres.  Those  branches  of  the  sympathetic 
which  present  a  well-marked  gray  color  are  composed  more  especially  of  gela- 
tinous nerve-fibres,  intermixed  with  a  few  tubular  fibres ;  whilst  those  of  a  white 
color  contain  more  of  the  tubular  fibres  and  a  few  gelatinous.  Occasionally,  the 
gray  and  white  cords  run  together  in  a  single  nerve,  without  any  intermixture, 
as  m  the  branches  of  communication  between  the  sympathetic  ganglia  and  the 
spinal  nerves,  or  in  the  communicating  cords  between  the  ganglia. 

The  nerve-fibres,  both  of  the  cerebro-spinal  and  sympathetic  system,  convey 
impressions  of  a  twofold  kind.  The-  sensory  nerves,  called  also  centripetal  or 
afferent  nerves,  transmit  to  the  nervous  centres  impressions  made  upon  the 
peripheral  extremities  of  the  nerves,  and  in  this  way  the  mind,  through  the 
medium  of  the  brain,  becomes  conscious  of  external  objects.  The  motor  nerves, 
called  also  centrifugal  or  efferent  nerves,  transmit  impressions  from  the  nervous 
centres  to  the  parts  to  which  the  nerves  are  distributed,  these  impressions  either 
exciting  muscular  contractions,  or  influencing  the  processes  of  nutrition,  growth, 
and  secretion. 

Terminations  of  Nerves.  By  the  expression  "  the  termination  of  nerve-fibres" 
is  signified  their  connections  with  the  nerve-centres  and  with  the  parts  which 
they  supply.  The  former  are  called  their  central,  the  latter  their  peripheral 
terminations.  With  regard  to  the  central  terminations  of  the  nerves,  little  is 
as  yet  certainly  known.1  The  nerve-cells,  or  nerve-corpuscles,  above  figured, 
have  been  regarded  as  the  central  origin  of  the  fibres  with  which  they  are  con- 
nected; and  it  is  very  probable  that  in  many  cases  they  are  so.  There  are 
instances,  however,  in  which  such  cells  occur  as  mere  nucleated  swellings  in  the 
course  of  a  nerve,  and  in  these  cases  they  obviously  cannot  be  regarded  as  being 
in  any  sense  the  origins  of  the  nerves.  In  other  cases,  as  in  the  nerve-cells  in 
the  anterior  horn  of  the  gray  matter  of  the  cord,  there  arc  numerous  processes 
springing  out  of  the  cell ;  one  of  these  (and,  according  to  Deiters,  one  only)  is 
recognized  as  an  axis-cylinder;  the  others  are  fibrillae,  which  are  continuous 
with  similar  fibrillae,  of  which  under  high  powers  the  apparently  granular  con- 
tents of  the  cell  are  found  to  be  composed,  and  which  appear,  therefore,  simply 
to  run  through  the  cell.  The  fibrillae  may  be,  and  probably  are,  primitive 
nervous  fibrils,  but  they  are  so  delicate  that  it  has  not  as  yet  been  found  possible 
to  ascertain  their  destination.  With  regard  also  to  the  axis-cylinder  which  is 
seen  proceeding  out  of  the  ganglionic  corpuscle,  although  it  is  highly  probable 
that  it  originates  in  that  corpuscle,  the  fact  has  not  been  proved — nor  has  its 
relation  to  the  nucleus  of  the  corpuscle  been  demonstrated.    In  fine,  all  that  is 

1  One  of  the  most  recent  and  most  distinguished  observers  on  this  subject,  Max  Schultze,  speaks 
thus  :  "  In  the  present  state  of  our  knowledge,  we  are  not  in  a  position  to  assign  its  central  origin 
to  any  single  primitive  fibril  of  the  nervous  system,  however  certainly  we  may  have  discovered 
the  peripheral  terminations  of  a  great  part  of  them."—- Schultze,  in  Strieker's  Handbuch,  1868, 
p.  134. 
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known  on  the  subject  is,  that  many  of  the  fibrillaB  and  axis-cylinders  can  be 
shown  either  to  originate  in  or  to  pass  through  ganglionic  corpuscles  (or  nerve- 
cells),  and  other  nerves  can  be  shown  to  contain  such  nerve-cells  in  their  interior 
at  certain  parts  of  their  course.  But  whether  in  the  case  of  such  connection  in 
one  of  the  central  organs  the  cell  is  to  be  regarded  as  the  origin  of  the  nervous 
fibril,  or  whether  the  fibril  merely  passes  through  the  cell  (as  some  observers 
believe),  just  in  the  same  manner  as  nerves  pass  through  ganglia,  has  not  been 
determined.  If  the  latter  view  be  correct,  it  may  be  that  nerves  have  really 
no  central  termination,  but  that  their  fibrils  start  from  their  peripheral  distribu- 
tion, travel  to  the  nervous  centre,  are  there  brought  into  connection  with  the 
nerve-cells,  and  thence  return  to  their  distribution.  However,  in  the  present 
state  of  anatomical  knowledge,  the  more  probable  opinion  seems  to  be  that  which 
is  usually  entertained :  viz.,  that  each  nerve-fibre  is  connected  somewhere  with  a 
ganglionic  corpuscle  which  is  to  be  regarded  as  its  central  termination  or  origin. 
Dr.  Beale  asserts  that  even  in  those  ganglion-cells,  which  appear  either  altogether 
destitute  of  processes,  or  unipolar,  numerous  fibres  can  be  seen  proceeding  out 
of  them  if  the  proper  reagents  be  used  and  very  high  powers  employed. 

The  peripheral  connections,  or  terminations  of  the  nerve-fibres,  are  somewhat 
more  easy  to  ascertain,  though  even  as  to  these  a  great  difference  exists  with 
respect  to  minute  details.  They  are  usually  and  naturally  studied  in  the  sensory 
and  motor  nerves  separately. 

Sensory  nerves  sometimes  terminate  in  minute  plexuses  in  the  subcutaneous 
or  submucous  areolar  tissue.  Dr.  Sharpey  says  that  he  has  seen  the  ultimate 
fibres  of  these  minute  plexuses  come  into  close  contact  with  the  connective-tissue 
corpuscles,  but  has  not  been  able  to  trace  any  distinct  connection  between  them. 
Frey  has  lately  described  and  figured  a  large  number  of  microscopic  ganglia  on 
this  submucous  nervous  plexus.  Similar  ganglia  were  long  ago  described  by 
J.  Miiller  in  the  corpora  cavernosa,  and  they  may  apparently  be  met  with  in 
many  other  parts. 

The  white  substance  of  Schwann  and  the  tubular  sheath  usually  disappear  as 
the  nerve  approaches  its  termination,  leaving  only  the  axis-cylinder  invested  by 
its  proper  basement-membrane,  on  which  nuclei  can  be  seen  at  intervals,  and 
in  many  cases  the  axis-cylinder  itself  breaks  up  into  the  primitive  fibrils.  In 
some  parts,  however,  the  fibres  appear  to  be  inclosed  up  to  their  termination  in 
a  sheath  which  is  either  a  prolongation  of  the  neurilemma  or  a  continuation  of 
the  tubular  membrane.  The  differences  of  opinion  prevailing  on  the  question 
of  the  ultimate  distribution  of  the  nerve-fibres  depend  on  their  extreme  delicacy 
and  the  consequent  great  difficulty  of  following  individual  fibres  in  continuity. 
Hence  what  some  observers  describe  as  a  free  end  in  which  the  nerve  terminates, 
others  regard  as  merely  a  bending  of  the  fibre  where  it  becomes  lost  to  sight,  or 
a  spot  where  it  is  lost  sight  of  in  consequence  of  the  power  used  being  too  low, 
or  from  difficulty  in  focussing.  These  ultimate  fibres,  it  should  be  remembered, 
are  structureless,  and  can  therefore  only  be  recognized  positively  as  nervous  by 
their  continuity  with  a  nerve  of  more  complex  structure. 

In  the  papilla  of  the  skin,  or  mucous  membrane,  and  on  the  surface  of  various 
membranes  (conjunctiva,  mesentery,  &c),  three  different  kinds  of  terminal  organs 
have  been  found  connected  with  the  nerves;  viz.,  the  end-bulbs  of  Krause,  the 
tactile  corpuscles  of  Rudolph  Wagner,  and  the  Pacinian  corpuscles. 

The  end-bulbs  of  Krause  are  small  capsules  of  connective  tissue,  in  which 
nuclei  can  be  detected  by  reagents,  and  in  which  one  or  more  nerve-fibrils 
terminate  either  in  a  coiled  plexiform  mass  or  in  a  bulbous  extremity.  They 
have  been  described  as  occurring  in  the  conjunctiva,  the  mucous  membrane  of 
the  mouth,  and  the  surface  of  the  glans  penis  and  glans  clitoridis.1 

The  tactile  corpuscles  of  Wagner  (Fig.  40)  are  described  by  him  as  oval-shaped 
bodies,  made  up  of  superimposed  saccular  lamin®,  presenting  some  resemblance 

1  Krause,  Die  terminalen  Ktirperchen,  1860.     Anatomische  Unterruchungen,  1861. 
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to  a  miniature  fir-cone,  and  he  regarded  them  as  directly  concerned  in  the  sense 
of  touch.  Kiilliker  considers  that  the  central  part  of  the  papilla)  generally 
consists  of  a  connective'  tissue  more  homogeneous  than  that  of  the  outer  part, 
surrounded  by  a  sort  of  sheath  of  elastic  fibres,  and  he  believes  that  these 
corpuscles  are  merely  a  variety  of  this  structure.  The  nerve-fibres,  according 
to  mis  observer,  run  up  in  a  waving  course  to  the  corpuscle,  not  penetrating  it, 
but  forming  two  or  three  coils  round  it,  and  finally  join  together  in  loops.    These 

Fig.  40.  Fig.  41. 
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with  acetic  acid.     (Magnified  MO  tlmei.)  by  ■  tubercular  enlargement. 

bodies  arc  not  found  in  all  the  papillae ;  but,  from  their  existence  in  those  parts 
in  which  the  skin  is  highly  sensitive,  it  is  probable  that  they  are  specially  con- 
cerned in  the  sense  of  touch,  though  their  absence  from  the  papilla?  of  other 
tactile  parts  shows  that  they  are  not  essential  to  this  sense. 

The  Pacinian  corpuscles1  (Fig.  41)  are  found  in  the  human  subject  chiefly  on 
the  nerves  of  the  fingers  and  toes,  lving  in  tho  subcutaneous  cellular  tissue ;  but 
they  have  also  been  described  by  "Rauber  as  connected  with  the  nerves  of  the 
joints,  and  with  the  nerves  lying  between  many  of  the  muscles  of  the  trunk  and 
iimbs.  Each  of  these  corpuscles  is  attached  to  and  incloses  the  termination  of 
a  single  nerve.  The  corpuscle,  which  is  perfectly  visible  to  the  naked  eye  (and 
which  can  be  most  easily  demonstrated  in  the  mesentery  of  a  cat),  consists  of  a 
number  of  concentric  layers  of  cellular  tissue,  between  which  Todd  and  Bowman 
have  figured  capillary  vessels  as  running.     The  nerve,  at  its  entrance  into  this 

1  Often  called  in  German  Anatomical  works  "  corpuscles  of  Vuter." 
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body,  parts  with  its  white  substance,  and  the  axis-cylinder  runs  forwards  in  a 
kind  of  cavity  in  the  centre  of  the  corpuscle  to  terminate  in  a  rounded  end  or 
knob,  sometimes  bifurcating  previously,  in  which  case  each  branch  has  a  similar 
termination.  Grandry,  who  has  examined  these  corpuscles  with  very  high  magni- 
fying powers,  describes  the  axis-cylinder  as  exhibiting  a  very  well  marked 
fibrillar  structure,  and  the  bulbous  end  as  consisting  of  a  mass  of  granules  into 
which  the  fibrils  run,  diverging  as  they  approach  it.  The  investing  capsules  are 
from  thirty  to  sixty  in  number,  the  outer  being  more  separated  from  each  other, 
as  if  by  a  clear  fluid,  while  the  inner  are  closelj  applied  together.  Schultze  calls 
attention  to  the  striking  resemblance  in  all  essential  particulars  between  these 
corpuscles  and  Krause's  end-bulbs  above  described.1 

In  the  special  organs  the  nerves  end  in  various  ways,  which  hitherto  are  not 
perfectly  known. 

Hoyer  and  Cohnheim  have  described  the  nerves  of  the  cornea  as  terminating 
in  primitive  fibriHae,  which  run  between  the  cells  forming  the  pavement-epithe- 
lium of  that  membrane,  and  end  on  its  free  surface.  This,  however,  is  doubted 
by  Hulke,1  who  has  only  succeeded  in  tracing  them  as  far  as  the  middle  tier  of 
the  epithelial  cells.  Schultze  discovers  in  the  olfactory  mucous  membrane, 
lying  between  the  cells  of  its  epithelium,  spindle-shaped  cells,  each  possessing  a 
central  and  a  peripheral  process — the  central  process  being,  according  to  him, 
continuous  with  a  primitive  fibril  of  the  olfactory  nerve,  and  the  peripheral 
process  either  ending  on  the  free  surface  of  epithelium,  as  is  the  case  in  men, 
mammals,  and  fishes,  or,  as  in  some  other  animals,  prolonged  into  a  long  stiff 
hair.  These  cells  he  has  denominated  "olfactory  cells;"  and  similar  cells  have 
been  described  by  Axel  Key,  Schwalbe,  and  Loven,  in  the  papillae  circumvallatse 
of  man,  and  the  fungiform  papill»  of  the  frog  ("  taste  cells").  The  fibres  also  of 
the  optic  nerve  have,  according  to  Schultze,  a  similar  connection  with  the  cells 
("  sight-cells")  of  the  retina;  and  cells  somewhat  similar,  and  connected  with  pro- 
cesses that  pass  through  the  epithelium,  are  to  be  found  on  the  nerve  fibrils  of 
the  auditory  nerve,  in  the  membranous  labyrinth  ("  hearing-cells"). 

The  termination  of  the  nerves  in  the  hair-bulbs  is  probably  to  be  found  in  the 
papillae  at  their  root,  as  is  also  the  case  in  the  teeth.  In  glands  the  nerves, 
according  to  Pfliiger,  are  connected  with  the  caecal  commencements  of  the  gland- 
tubes — at  least  he  has  described  this  arrangement  in  the  salivary  glands,  and 
thus  he  is  led  to  regard  the  nuclei  of  these  caecal  pouches  as  the  terminations  of 
the  nerves. 

Motor  nerves  are  to  be  traced  either  into  unstriped  or  striped  fibres. 

In  the  unstriped  fibres  it  appears  from  the  researches  of  Beale,  Franken- 
hauser,  and  Julius  Arnold,  that  the  ultimate  fibrils  of  the  nerves  form  plexuses 
at  the  junctions  of  whose  branches  small  nuclear  bodies  are  situated.  These 
nuclei  are  regarded  by  Arnold  as  the  real  terminations  of  the  nerves ;  for  al- 
though he  agrees  with  Frankenhauser  in  stating  that  the  nervous  filaments  pene- 
trate the  muscular  fibres,  and  enter  into  relation  with  the  granular  contents  of 
their  nuclei,  he  traces  the  filaments  back  again  from  that  point  to  the  nuclei 
situated  at  the  junctions  of  the  nervous  plexuses,  in  the  connective  tissue  of  the 
muscular  fibres. 

In  the  voluntary  muscles  Beale  and  Kolliker  have  described  the  nerve-fibres 
as  terminating  either  in  a  plexiform  arrangement,  or  (according  to  the  latter 
author)  sometimes  in  free  ends  between  the  muscular  fibres  external  to  the 
sarcolemma.  Lately  another  method  of  termination,  which  had  been  formerly 
described,  has  received  the  support  of  numerous  eminent  authorities — viz.,  the 
"  motorial  end-plates"  of  Kuhne,  or  "  nerve-hillocks"  (nerve-tufts)  of  Doyftre. 

The  latter  author  had  described,  nearly  thirty  years  ago,  a  connection  between 
the  nervous  and  muscular  fibres  in  some  of  the  lower  animals,  consisting  in  an 

1  Strieker's  Handbnch.  p.  123. 

*  Lectures  on  the  History  of  the  Eye,  at  the  Royal  College  of  Surgeons,  June  1869. 
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elevation  at  the  point  of  junction  of  the  two,  where  the  sarcolemma  of  the 
muscular  fibre  became  blended  with  the  tubular  membrane  of  the  nerve.  ThiB 
has  been  since  bo  far 'confirmed  by  subsequent  researches  that  it  seems  well  to 
figure,  from  the  most  recent  author,  Kiihne,  what  he  supposes  to  be  the  termina- 
tion of  all  motor  nerves  of  voluntary  muscles.  The  following  is  Kuhne's  de- 
scription of  the  method  of  connection : — 

"  In  all  striped  muscles  the  nerves  terminate  below  the  sarcolemma — the  tubu- 
lar membrane  being  blended  with  the  sarcolemma.     The  white  substance  accom- 

Fig.  42. 
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panies  the  axis-cylinder  a3  far  as  this  point.  The  ending  of  the  axis-cylinder 
always  represents  an  expansion  with  a  considerably  increased  surface,  and  this 
is  constantly  formed  by  its  branching  out  on  a  flat  plate.  This  nerve-end-plate 
is  sometimes  more  like  a  membrane,  at  others  like  a  system  of  fibres.  In  most 
cases  the  plate  rests  upon  a  base  of  granules  and  finely-granular  protoplasm ; 
in  other  cases,  there  is  no  such  support,  and  the  nerve-plates  then  possess  the 
so-called  nerve-end-bulbs.  The  ends  of  the  nerves  never  penetrate  the  interior 
of  the  contractile  cylinder,  nor  doe3  the  plate  ever  embrace  the  whole  circum- 
ference of  the  cylinder.  Short  muscular  fibres  generally  have  only  one  nerve- 
end,  while  longer  fibres  have  several." 

It  is  right,  however,  to  state  that  the  most  eminent  English  authority  on  this 
subject  entirely  denies  the  description  above  given,  and  explains  the  appearances, 
figured  by  Kuhne  and  others,  in  a  different  manner.  In  a  very  interesting  paper 
by  Dr.  Beale,  published  in  1867, '  he  endeavors  to  show  that  the  nerve-hillocks 
of  Doyere  are  merely  accidental  elevations  produced  by  the  sarcolemma  being 
drawn  up  in  a  cone,  as  the  nerve  which  is  attached  to  it  is  stretched  by  the 
manipulation  of  the  observer;  and  with  reference  to  the  end-plates  of  Kiihne,. 
he  asserts  that  by  his  own  method  of  examination  he  is  able  to  follow  the  nerve- 
fibrils  much  beyond  the  point  at  which  that  author  describes  them  as  terminating. 
The  appearance  of  their  penetrating  the  sarcolemma  he  regards  as  an  optical 
illusion,  and  the  nuclei  shown  in  the  above  figures  are,  according  to  him, 
situated  outside  of  the  muscular  fibres  on  the  point  of  junction  of  the  fibrils 
which  form  the  intricate  and  extensive  plexus  in  which  the  nerves  terminate, 
so  that  the  nerves  nowhere  terminate  in  free  ends,  nor  at  any  definite  part  of 
the  fibre;  but,  on  the  contrary,  surround  every  point  of  the  latter  with  a  very 
close  interlacement. 

1  On  Anatomical  Controversy.     Beale's  Archive*,  iv.  161. 
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By  the  kindness  of  Dr.  Beale  we  are  enabled  to  reproduce  some  of  the  figures 
representing  preparations  which  he  exhibited  to  the  British  Medical  Association 
at  Oxford  in  1868,  in  illustration  of  this  view. 

Fig.  43. 


Trrmtnitioa.  of  motor  n ar* en,  according  to  Bculc.  1.  Nerve-tuft  on  iho  laroolemroa  of  a  mueentar  Rbret 
chameleon.  NerTe-nhr"  are  (ten  pnniog  Did  0/  M  well  ne  Into  the  tuft.  3.  Kervt-flbrea  dlatrlbutcd  to  ele- 
niRitary  muaeular  Ilbret  chameleon,  xsooo,  and  reduced  hair.  Thli  la  a  Terr  ilinplo  form  of  "nerre-lurt," 
clearly  external  to  rhe  MTOOlemmn.  B  Tbe  Intimate  etructure  of  a  Tery  (tmple  "  nenre-tuft"  on  a  muaeular 
Bbre  of  the  chameleon.  It  will  be  obaerved  that  the  nerve-flbrea  are  eontlnuoua  throughout,  nod  that  the 
whole  la  on  the  lurfaoe  of  the  lareolrmma,  xmt).    Thlt "  Mrm-tuft"  li,  u  it  were,  but  a  compound  network. 

THE  VASCULAR  SYSTEM. 

The  Vascular  System,  exclusive  of  its  central  organ,  the  Heart,  is  divided  into 
four  classes  of  vessels — the  Arteries,  Capillaries,  Veins,  and  Lymphatics — the 
minute  structure  of  which  we  will  now  proceed  briefly  to  describe,  referring  the 
reader  to  the  body  of  the  work  for  all  that  is  necessary  in  the  details  of  their 
ordinary  anatomy. 

Structure  of  Arteries.  The  arteries  are  composed  of  three  coats:  internal 
serous,  or  epithelial  coat  (tunica  intima  of  Kolliker),  middle  fibrous  or  circular 
coat,  and  external  cellular  coat,  or  tunica  adventitia. 

The  two  inner  coats  together  are  very  easily  separated  from  the  external,  as 
by  the  ordinary  operation  of  tying  a  ligature  on  the  artery.  If  a  fine  string  be 
tied  forcibly  upon  an  artery,  either  before  or  after  death,  and  then  taken  off,  the 
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external  coat  will  be  found  uninjured,  but  the  internal  coats  are  divided  in  the 
track  of  the  ligature,  and  can  easily  be  further  dissected  from  the  outer  coat. 
The  inner  coat  can  be  separated  from  the  middle  by  a  little  maceration. 

The  inner  coat  consists  of — 1.  A  layer  of  pavement-epithelium,  the  cells  of  which 
are  polygonal,  oval,  or  fusiform,  and  have  very  distinct  nuclei.  This  epithelium 
is  brought  into  view  most  distinctly  by  staining  with  nitrate  of  silver.  2.  This 
epithelium  rests  upon  a  layer  of  longitudinal  elastic  fibres,  in  which,  under  the 
microscope,  small  elongated  apertures  are  seen,  and  which  was  therefore  called 
by  Henle  the  fenestrated  membrane.  This  layer  is  marked  with  numerous 
reticulations ;  it  is  perfectly  smooth  when  the  artery  is  distended;  but  when 
empty,  presents  longitudinal  and  transverse  folds.  The  fenestrated  membrane 
can  often  be  separated  into  more  than  one  layer. 

In  arteries  of  less  than  a  line  in  diameter,  the  internal  coat  consists  of  two 
layers,  as  above  described ;  but  in  middle-sized  arteries,  several  lamellae,  com- 
posed of  elastic  fibres  and  connective  tissue,  are  interposed  between  the  epithelial 
and  middle  coats.  In  the  largest  arteries,  the  inner  coat  is  usually  mucn  thick- 
ened, especially  in  the  aorta;  and  consists  of  a  homogeneous  substance,  occa- 
sionally striated  or  fibrillated,  traversed  by  longitudinal  elastic  networks  which 
are  very  fine  in  the  lamellae  immediately  beneath  the  epithelium,  but  increase 
in  thickness  from  within  outwards.  The  internal  and  middle  coats  are  separated 
by  either  a  dense  elastic  reticulated  coat,  or  a  true  fenestrated  membrane. 

The  middle  coat  is  distinguished  from  the  inner  by  its  color,  and  by  the  trans- 
verse arrangement  of  its  fibres,  in  contradistinction  to  the  longitudinal  direction 
of  those  of  the  inner  coat.  In  the  largest  arteries,  this  coat  is  of  great  thickness, 
of  a  yellow  color,  and  highly  elastic ;  it  diminishes  in  thickness  and  becomes 
redder  in  color  as  the  arteries  become  smaller;  becomes  very  thin,  and  finally 
disappears.     In  small  arteries,  this  coat  is  purely  muscular,  consisting  of  mus- 

Flg.  u. 


082"'.  And  b,  vein  OUT'".  In  diameter  (treated  with  acetic  acid  and 
Ith  elongated  nuclei.  0,  nuclei  of  the  eontraetlle  flbre-eella  of  the 
partly  apparent  In  tranaverie  Kellou.     y,  nuclei  of  tba  epithelial 


cular  fibre-cells  (Fig.  31),  united  to  form  lamellae  which  vary  in  number  accord- 
ing to  the  size  of  the  artery,  the  very  small  arteries  having  only  a  single  layer 
and  those  not  larger  than  y^th  of  a  line  in  diameter,  three  or  four  layers.  In 
arteries  of  medium  size,  this  coat  becomes  thicker  in  proportion  to  the  size  of 
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the  vessel ;  its  layers  of  muscular  tissue  are  more  numerous,  and  intermixed  with 
numerous  fine  elastic  fibres  which  unite  to  form  broad-meshed  networks.  In  the 
larger  vessels,  as  the  femoral,  superior  mesenteric,  cceliac,  external  iliac,  brachial 
and  popliteal  arteries,  the  elastic  fibres  unite  to  form  lamellae,  which  alternate 
with  the  layers  of  muscular  fibre.  In  the  largest  arteries,  the  muscular  tissue 
is  only  slightly  developed,  and  forms  about  one- third  or  one-fourth  of  the  whole 
substance  of  the  middle  coat ;  this  is  especially  the  case  in  the  aorta,  and  trunk 
of  the  pulmonary  artery,  in  which  the  individual  cells  of  the  muscular  layer  are 
imperfectly  formed ;  while  in  the  carotid,  axillary,  iliac,  and  subclavian  arteries, 
the  muscular  tissue  of  the  middle  coat  is  more  developed.  The  elastic  lamellae 
are  well  marked,  may  amount  to  fifty  or  sixty  in  number,  and  alternate  regularly 
with  the  layers  of  muscular  fibre.  They  are  most  distinct,  and  arranged  witn 
most  regularity,  in  the  abdominal  aorta,  innominate  artery,  and  common  carotid. 

The  external  coat  consists  mainly  of  connective  tissue,  and  contains  elastic 
fibres  in  all  but  the  smallest  arteries.  In  the  largest  vessels,  the  external  coat  is 
relatively  thin;  but  in  small  arteries,  it  is  as  thick,  or  thicker,  than  the  middle 
coat.  In  arteries  of  the  medium  size,  and  above  it,  the  external  coat  is  formed 
of  two  layers,  the  outer  of  which  consists  of  connective  tissue,  containing  an 
irregular  elastic  network,  while  the  inner  is  composed  of  elastic  tissue  only.  The 
inner  elastic  layer  is  very  distinct  in  the  carotid,  femoral,  brachial,  profunda, 
mesenteric  and  coeliac  arteries,  the  elastic  fibres  being  often  arranged  in  lamellaB. 
In  the  smaller  arteries,  the  former  layer  of  mixed  connective  tissue  and  elastic 
fibres  composes  the  whole  of  the  external  tunic;  while  in  the  smallest  arteries, 
just  above  the  capillaries,  the  elastic  fibres  are  wanting,  and  the  connective  tis- 
sue of  which  the  coat  is  composed  becomes  more  homogeneous  the  nearer  it  ap- 
proaches the  capillaries,  and  is  gradually  reduced  to  a  thin  membranous  envel- 
ope, which  finally  disappears. 

Some  arteries  nave  extremely  thin  coats  in  proportion  to  their  size ;  this  is 
especially  the  case  in  those  situated  in  the  cavity  of  the  cranium  and  spinal  canal, 
the  difference  depending  on  the  greater  thinness  of  the  external  and  middle  coats. 

The  arteries,  in  their  distribution  throughout  the  body,  are  included  in  a  thin 
areolo-fibrou8  investment,  which  forms  what  is  called  their  sheath.  In  the  limbs, 
this  is  usually  formed  by  a  prolongation  of  the  deep  fascia;  in  the  upper  part 
of  the  thigh,  it  consists  of  a  continuation  downwards  of  the  transversalis  and  iliac 
fasciae  of  the  abdomen ;  in  the  neck,  of  a  prolongation  of  the  deep  cervical  fascia. 
The  included  vessel  is  loosely  connected  with  its  sheath  by  a  delicate  areolar 
tissue ;  and  the  sheath  usually  incloses  the  accompanying  veins,  and  sometimes 
a  nerve.     Some  arteries,  as  those  in  the  cranium,  are  not  included  in  sheaths. 

All  the  larger  arteries  are  supplied  with  bloodvessels  like  the  other  organs 
of  the  body;  they  are  called  vasa  vasorum.  These  nutrient  vessels  arise  from 
a  branch  of  the  artery  or  from  a  neighboring  vessel,  at  some  considerable  dis- 
tance from  the  point  at  which  they  are  distributed ;  they  ramify  in  the  loose  are- 
olar tissue  connecting  the  artery  with  its  sheath,  and  are  distributed  to  the  ex- 
ternal and  middle  coats,  and,  according  to  Arnold  and  others,  supply  the  internal 
coat.  Minute  veins  serve  to  return  the  blood  from  these  vessels;  they  empty 
themselves  into  the  venae  comites  in  connection  with  the  artery. 

Arteries  are  also  provided  with  nerves,  which  are  derived  chiefly  from  the 
sympathetic,  but  partly  from  the  cerebro-spinal  system.  They  form  intricate 
plexuses  upon  the  surfaces  of  the  larger  trunks,  the  smaller  branches  being  usually 
accompanied  by  single  filaments.  Microscopists  are  not  absolutely  agreed  as  to 
the  mode  of  termination  of  the  vascular  (or  vasomotor)  nerves.  Frey,  following 
Arnold,  has  figured  an  intricate  plexus  of  simple  fibres  ramifying  among  the 
muscular  fibre-cells  of  an  artery  in  the  frog,  and  Dr.  Beale  has  described  minute 
ganglia  seated  on  the  ultimate  fibres.  According  to  Kolliker,  the  majority  of 
the  arteries  of  the  brain  and  spinal  cord,  those  of  the  choroid  and  of  the  placenta, 
as  well  as  many  arteries  of  muscles,  glands,  and  membranes,  are  unprovided  with 
nerves. 
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The  Capillaries.  The  smaller  arterial  branches  (excepting  those  of  the  cavern- 
ous structures  of  the  sexual  organs,  and  in  the  uterine  placenta)  terminate  in  a 
network  of  vessels  which  pervade  nearly  every  tissue  of  the  body.  These 
vessels,  from  their  minute  size,  are  termed  capillaries  (capillus,  "  a  hair").  They 
are  interposed  between  the  smallest  branches  of  the  arteries  and  the  commencing 
veins,  constituting  a  network,  the  branches  of  which  maintain  the  same  diameter 
throughout,  the  meshes  of  the  network  being  more  uniform  in  shape  and  size 
than  those  formed  by  the  anastomoses  of  the  small  arteries  and  veins. 

The  diameter  of  the  capillaries  varies  in  the  different  tissues  of  the  body,  their 
usual  size  being  about  ^j'o^th  of  an  inch.  The  smallest  are  those  of  the  brain, 
and  the  mucous  membrane  of  the  intestines ;  the  largest,  those  of  the  skin,  and 
the  marrow  bones. 

The  form  of  the  capillary  net  varies  in  the  different  tissues,  being  modifica- 
tions chiefly  of  rounded  or  elongated  meshes.  The  rounded  form  of  mesh  is  most 
common,  and  prevails  where  there  is  a  dense  network,  as  in  the  lungs,  in  most 
glands  and  mucous  membranes,  and  in  the  cutis ;  the  meshes  being  more  or 
less  angular,  sometimes  nearly  quadrangular,  or  polygonal;  more  frequently, 
irregular.  Elongated  meshes  are  observed  in  the  bundles  of  fibres  and  tubes 
composing  muscles  and  nerves,  the  meshes  being  usually  of  a  parallelogram 
form,  the  long  axis  of  the  mesh  running  parallel  with  the  long  axis  of  the  nerve 
or  fibre.    Sometimes,  the  capillaries  have  a  looped  arrangement,  a  single  vessel 

{>rojecting  from  the  common  network,  and  returning  after  forming  one  or  more 
oops,  as  the  papillae  of  the  tongue  and  skin. 

The  number  of  the  capillaries,  and  the  size  of  the  meshes,  determine  the 
degree  of  vascularity  of  a  part.  The  closest  network,  and  the  smallest  inter- 
spaces, are  found  in  the  lungs  and  in  the  choroid  coat  of  the  eye.  In  the  liver 
and  lung,  the  interspaces  are  smaller  than  the  capillary  vessels  themselves.  In 
the  kidney,  in  the  conjunctiva,  and  in  the  cutis,  the  interspaces  are  from  three 
to  four  times  as  large  as  the  capillaries  which  form  them ;  and  in  the  brain  from 
eight  to  ten  times  as  large  as  the  capillaries,  in  their  long  diameter,  and  from 
four  to  six  times  as  large  in  their  transverse  diameter.  In  the  cellular  coat  of 
the  arteries,  the  width  of  the  meshes  is  ten  times  that  of  the  capillary  vessels. 
As  a  general  rule,  the  more  active  the  function  of  an  organ  is,  the  closer  is  its 
capillary  net,  and  the  larger  its  supply  of  blood,  the  network  being  very  narrow 
in  all  growing  parts,  in  the  glands,  and  in  the  mucous  membranes ;  wider  in 
bones  and  ligaments,  which  are  comparatively  inactive ;  and  nearly  altogether 
absent  in  tendons  and  cartilages,  in  which  very  little  organic  change  occurs  after 
their  formation. 

Structure. — The  walls  of  the  capillaries  consist  of  a  fine,  transparent,  homo- 
geneous membrane,  in  which  are  embedded,  at  intervals,  minute  oval  corpuscles. 
When  stained  with  nitrate  of  silver,  the  edges  which  bound  the  epithelial  cells 
are  brought  into  view  (Fig.  45).  These  cells  are  of  large  size,  of  an  irregular 
polygonal  or  fusiform  shape,  each  containing  one  of  the  nuclei  seen  before  the 
application  of  the  reagent.  The  whole  capillary  wall  seems  formed  of  these  cells. 
Between  their  edges,  at  various  points  of  their  meeting,  roundish  dark  spots  are 
sometimes  seen,  which  have  been  described  as  stomata,  and  have  been  believed 
to  be  the  mechanism  by  which  fluid  transudes  from  and  possibly  into  the  vessel. 
But  this  view,  though  probable,  is  not  universally  accepted. 

In  many  situations  a  delicate  sheath  or  envelope  of  fine  connective  tissue  is 
found  around  the  simple  capillary  tube ;  and  in  other  places,  especially  in  the 
glands,  the  capillaries  are  invested  with  retiform  lymphatic  tissue. 

In  the  largest  capillaries  (which  ought  perhaps  to  be  described  rather  as  the 
smallest  arteries)  traces  of  an  epithelial  lining  and  of  circular  transverse  fibres 
are  to  be  seen. 

Veins  are  composed  of  three  coats,  internal,  middle,  and  external,  as  the 
arteries  are ;  and  these  coats  are,  with  the  necessary  modifications,  analogous  to 
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the  coats  of  the  arteries — the  internal  being  the  epithelial,  Fig- 45* 

the  middle  the  fibrous,  and  the  external  the  connective  or 

areolar.     The  main  difference  between  the  veins  and  the 

arteries  is  in  the  comparative  weakness  of  the  middle  coat 

of  the  former ;  and  to  this  it  is  due  that  the  veins  do  not 

stand  open  when  divided,  as  the  arteries  do ;  and  that  they 

are  passive  rather  than  active  organs  of  the  circulation. 

In  the  veins  immediately  above  the  capillaries  the  three 
coats  are  hardly  to  be  distinguished.  The  epithelium  is 
supported  on  an  outer  membrane  of  nucleatea  connective 
tissue,  separable  into  two  layers,  the  outer  of  which  is  the 
thicker,  the  fibres  of  both  being  longitudinal.  The  interior 
thinner  layer  of  nucleated  tissue  is  regarded  by  Kolliker 
as  the  analogue  of  the  middle  coat.  In  the  veins  next 
above  these  in  size  (one-fifth  of  a  line,  according  to  Kolli- 
ker) a  muscular  layer  and  a  layer  of  circular  fibres  can  be 
traced,  forming  the  middle  coat,  while  the  elastic  and  con- 
nective elements  of  the  outer  coat  become  more  distinctly 
perceptible. 

In  the  middle-sized  veins,  the  typical  structure  of  these 
vessels  becomes  clear.  The  epithelium  is  of  the  same 
character  as  in  the  arteries,  but  its  cells  are  more  oval,  less 
fusiform.  It  is  supported  by  one  or  more  layers  of  nu- 
cleated fibrous  tissue,  arranged  longitudinally,  and  external 
to  this  is  a  layer  of  elastic  fibrous  tissue.  This  constitutes  the  internal  coat. 
The  middle  coat  is  composed  of  a  thick  inner  layer  of  connective  tissue  with 
elastic  fibres,  having  intermixed  in  some  veins  a  transverse  layer  of  muscular 
fibres;  and  an  outer  layer  consisting  of  longitudinal  elastic  lamellae,  varying 
from  five  to  ten  in  number,  alternating  with  layers  of  transverse  muscular  fibres 
and  connective  tissue,  which  resembles  somewhat  in  structure  the  middle  coat 
of  large  arteries.  The  outer  coat  is  similar  in  all  essential  respects  to  that  of 
the  arteries.  In  the  large  veins,  as  in  the  commencement  of  the  vena  port®,  in 
the  upper  part  of  the  abdominal  portion  of  the  inferior  vena  cava,  and  in  the 
large  hepatic  trunks  within  the  liver,  the  middle  coat  is  thick,  and  its  structure 
similar  to  that  of  the  middle  coat  in  medium-sized  veins ;  but  its  muscular  tissue 
is  scanty,  and  the  longitudinal  elastic  networks  less  distinctly  lamellated.  The 
muscular  tissue  of  this  coat  is  best  marked  in  the  splenic  ana  portal  veins;  it  is 
absent  in  certain  parts  of  the  vena  cava  below  the  liver,  and  wanting  in  the 
subclavian  vein  and  terminal  parts  of  the  two  cavae. 

In  the  largest  veins  the  outer  coat  is  from  two  to  five  times  thicker  than  the 
middle  coat,  and  contains  a  large  number  of  longitudinal  muscular  fibres.  This 
is  most  distinct  in  the  hepatic  part  of  the  inferior  vena  cava,  and  at  the  termina- 
tion of  this  vein  in  the  heart ;  in  the  trunks  of  the  hepatic  veins ;  in  all  the 
large  trunks  of  the  vena  porta© ;  in  the  splenic,  superior  mesenteric,  external 
iliac,  renal,  and  azygos  veins.  Where  the  middle  coat  is  absent,  this  muscular 
layer  extends  as  far  as  the  inner  coat.  In  the  renal  and  portal  veins,  it  extends 
through  the  whole  thickness  of  the  outer  coat ;  but  in  the  other  veins  mentioned 
a  layer  of  connective  and  elastic  tissues  is  found  external  to  the  muscular  fibres. 
All  the  large  veins  which  open  into  the  heart  are  covered  for  a  short  distance 
by  a  layer  of  striped  muscular  tissue  continued  on  to  them  from  the  heart. 

Muscular  tissue  is  wanting  in  the  veins — 1.  Of  the  maternal  part  of  the  pla- 
centa. 2.  In  most  of  the  cerebral  veins  and  sinuses  of  the  dura  mater.  3.  In 
the  veins  of  the  retina.  4.  In  the  veins  of  the  cancellous  tissue  of  bones.  6.  In 
the  venous  spaces  of  the  corpora  cavernosa.  The  veins  of  the  above-mentioned 
parts  consist  of  an  internal  epithelial  lining,  supported  on  one  or  more  layers  of 
areolar  tissue. 

Most  veins  are  provided  with  valves,  which  serve  to  prevent  the  reflux  of  the 
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blood.  They  arc  formed  by  a  reduplication  of  the  inner  and  part  of  the  middle 
coat,  and  consist  of  connective  tissue  and  elastic  fibres,  covered  on  both  surfaces 
by  epithelium ;  their  form  is  semilunar.  They  are  attached  by  their  convex 
edge  to  the  wall  of  the  vein ;  the  concave  margin  is  free,  directed  in  the  course 

Pig.  46.  Fig.  47. 
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of  the  venous  current,  and  lies  in  close  apposition  with  the  wall  of  the  vein  as 
long  as  the  current  of  blood  takes  its  natural  course;  if,  however,  any  regurgi- 
tation takes  place,  the  valves  become  distended,  their  opposed  edges  are  brought 
into  contact,  and  the  current  is  intercepted.  Most  commonly  two  such  valves 
are  found,  placed  opposite  one  another,  more  especially  in  the  smaller  veins,  or 
in  the  larger  trunks  at  the  point  where  they  are  joined  by  small  branches  ;  oc- 
casionally there  are  three,  and  sometimes  only  one.  The  wall  of  the  vein 
immediately  above  the  point  of  attachment  of  each  segment  of  .the  valve  is  ex- 
panded into  a  pouch  or  sinus,  which  gives  to  the  vessel,  when  injected  or  dis- 
tended with  blood,  a  knotted  appearance.  The  valves  are  very  numerous  in 
the  veins  of  the  extremities,  especially  of  the  lower  extremities,  these  vessels  ■ 
having  to  conduct  the  blood  against  the  force  of  gravity.  They  are  absent  in 
the  very  small  veins,  also  in  the  vense  cava?,  the  hepatic  vein,  portal  vein  and 
its  branches,  the  renal,  uterine,  and  ovarian  veins.  A  few  valves  are  found  in 
ihe  spermatic  veins,  and  one  also  at  their  point  of  junction  with  the  renal  vein 
and  inferior  cava  in  both  sexes.  The  cerebral  and  spinal  veins,  the  veins  of  the 
cancellated  tissue  of  bone,  the  pulmonary  veins,  and  the  umbilical  vein  and  its 
branches,  are  also  destitute  of  valves.  They  are  occasionally  found,  few  in  num- 
ber, in  the  venae  azygos  and  intercostal  veins. 

The  veins  are  supplied  with  nutrient  vessels,  vasa  vasorum,  like  the  arteries ; 
hut  nerves  are  not  generally  found  distributed  upon  them.     The  only  vcsBels 
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upon  which  they  have  at  present  been  traced  are  the  sinuses  of  the  dura  mater; 
on  the  spinal  veins ;  on  the  venaa  cavse ;  on  the  common  jugular,  iliac,  and  cru- 
ral veins ;  and  oil  the  hepatic  veins  (Kolliker). 

The  Lymphatic  Vessels,  like  arteries  and  veins,  are  composed  of  three  coats. 
The  internal  is  an  epithelial  and  elastic  coat.  It  is  thin,  transparent,  slightly 
elastic,  and  ruptures  sooner  than  the  other  coats.  It  is  composed  of  a  layer  of 
elongated  epithelial  cells,  supported  on  a  simple  network  of  elastic  fibres.  The 
middle  coat  is  composed  of  smooth  muscular  and  fine  elastic  fibres,  disposed  in 
a  transverse  direction.  The  external,  or  areolar-fibrous  coat,  consists  of  fila- 
ments of  the  areolar  tissue,  intermixed  with  smooth  muscular  fibres,  longitudi- 
nally or  obliquely  disposed.  It  forms  a  protective  covering  to  the  other  coats, 
and  serves  to  connect  the  vessel  with  the  neighboring  structures. 

The  lymphatics  are  supplied  by  nutrient  vessels,  which  are  distributed  to  their 
outer  and  middle  coats ;  but  no-nerves  have  at  present  been  traced  into  them. 

Tiie  lymphatics  are  very  generally  provided  with  valves,  which  assist  mate- 
rially in  effecting  the  circulation  of  the  fluid  they 
contain.     These  valves  are  formed  of  a  thin  layer  FiE-  *8. 

of  fibrous  tissue,  lined  on  both  surfaces  with  scaly 
epithelium.     Their  form  is  semilunar,  they  are 
attached  by  their  convex  edge  to  the  sides  of  the 
vessel,  the  concave  edge  being  free,  and  directed 
along  the  course  of  the  contained  current.     Usu- 
ally, two  such  valves,  of  equal  size,  are  found  op- 
posite one  another;   but  occasionally  exceptions       TmniverienecttonthrouBhtiiocoMB 
occur    efPBciaIly  at  or  near  the  anastomoses  of     £ »  «  ^LTC,  ffiS 
lymphatic  vessels.      Thus  one  valve  may  be  of     umeiie,nHdiunerei»itiijct>iitl*,ioo. 
very  rudimentary  size,  and  the  other  increased  in     gitutiinai  connective  Hum  ortii«  mid- 

Eroportion.     In  other  eases,  the   semilunar  flaps     ni*  e<™t }  c,  tr»ntv«i«- muteiei  of  the 
r   ,  -  ,     ,.         .     ,         '  ,  .■}  lime;  a\  tunica  (idvrntltln,  withe,  tho 

ave  been  tound  directed  transversely  across  the     longitudinal  muMuiar  iibm. 
vessel,  instead  of  obliquely,  so  as  to  impede  the 

circulation  in  both  directions,  but  not  to  completely  arrest  it  in  either;  or  the 
semilunar  flaps,  taking  the  same  direction,  have  been  found  united  on  one  side,  so 
as  to  form,  by  their  union,  a  transverse  septum,  having  a  partial  transverse  slit ; 
and  sometimes  the  flap  is  constituted  of  a  circular  fold,  attached  to  the  entire 
circumference  of  the  vessel,  and  having  in  its  centre  a  circular  or  elliptical  aper- 
ture, like  the  ileo-weoal  valve. 

The  valves  in  the  lymphatic  vessels  are  placed  at  much  shorter  intervals  than 
in  the  veins.  They  are  most  numerous  near  the  lymphatic  plands,  and  they  are 
found  more  frequently  in  the  lymphatics  of  the  neck  and  upper  extremity 
than  in  the  lower.  The  wall  of  the  lymphatics,  immediately  above  the  point  of 
attachment  of  each  segment  of  a  valve,  is  expanded  into  a  pouch  or  sinus,  which 
gives  to  these  vessels,  when  distended,  the  knotted  or  headed  appearances  which 
they  present.  Valves  are  wanting  in  the  vessels  composing  the  plexiform  net- 
work in  which  the  lymphatics  usually  originate  on  the  surface  of  the  body. 

The  finest  visible  lymphatic  vessels  form  a  plexiform  network  in  the  subcu- 
taneous and  submucous  tissues,  and  this  is  properly  regarded  as  one  method  of 
their  commencement.  But  the  lymphatics  have  also  other  modes  of  origin,  for 
the  intestinal  lacteals  commence  by  closed  extremities  (Fig.  438),  and  it  seems 
now  to  be  conclusively  proved  that  the  serous  membranes  present  stomata,  or 
openings  between  the  epithelial  cells,  by  which  there  is  an  open  communication 
with  the  lymphatic  system,  and  through  which  the  lymph  is  thought  to  be 
pumped  by  the  alternate  dilatation  and  contraction  of  the  serous  surface,  due  to 
the  movements  of  respiration  and  circulation.1     Von  Recklinghausen  was  the 

1  The  resemblance  hetween  lymph  and  semm  led  Hewson  long  airo  1o  regard  the  seroas  cavities 
u  sac*  Into  which  the  lymphatics  open.  Theau  recent  microscopic  discoveries  confirm  thin  opinion 
in  a  very  interesting  manner. 
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first  to  observe  the  passage  of  milk  and  other 
colored  fluid  through  these  stomata  on  the  perito- 
neal surface  of  the  central  tendon  of  the  diaphragm.' 
Again,  the  lymphoid  or  retiform  tissue  which  is 
.a  found  in  various  organs,  and  in  some,  as  in  the 
spleen,  surrounds  the  minute  bloodvessels  with  a 
kind  of  sheath,  forms  another  and  a  very  exten- 
sive mode  of  origin  of  lymphatics,  whether  the 
meshes  of  this  retiform  tissue  pass  directly  into  the 
minute  lymphatic  plexus,  or  whether  the  latter  is 
regarded  as  closed,  so  that  the  fluid  in  the  retiform 
tissue  has  to  pass  by  osmosis  into  the  lymphatic 
vessel,  which  certainly  seems  to  be  the  case  in  the 
intestinal  villi.  As  the  retiform  tissue  is  also  in 
very  similar  relation  to  the  terminal  capillaries, 
there  is  here  a  free  method  of  communication  be- 
tween the  bloodvessels  and  lymphatics,  though  the 
direct  continuity  of  their  tubes  by  vascular  anas- 
tomosis can  nowhere  be  proved  to  exist,  as  far  as 
has  been  shown  at  present.  The  lymph-sinuses  or 
lymph-paths  of  the  lymphatic  glands  may  be  re- 
garded as  another  mode  of  origin  of  lymphatics,  or 
as  a  modification  of  the  above-mentioned  origin  in 

■piUicHum  from  the  under  ■urfsce      retiform  tissue. 

e«nin™(OMH«y»o/thflr»bbit(        There  is  no  satisfactory  evidence  to  prove  that 

re«.  a,eplthellumoftbeniedlai-  ,  .      f.  ■    .       v    F  .. 

„nf  .h»^n«. .  .,n™    .  „„„    any  natural   communication   exists    between   the 

m  01  me  aog ;  a,  poree-    n,  tecuou  j 

lymphatics  ot  glandular  organs  and  their  ducts. 

The  Lymphatic  Qlanch  consist  of  (1)  a  fibrous 

Dybkowikf).  envelope,  or  capsule,  from  which  a  framework  of 

processes  (trabecidu:)  proceeds  inwards,  dividing  the 

gland  into  open  spaces  (alveoli)  freely  communicating  with  each  other ;  (2)  a  large 

quantity  of  retiform  connective  tissue  occupying  these  spaces;  (3)  a  free  supply 

of  bloodvessels,  which  are  supported  on 

Fig.  50.  the  trabecular ;  and  (4)  the  afferent  and 

— -    '  efferent  lymphatics.     Little  is  known  of 

the  nerves,  though  K&lHker  describes 

some  fine  nervous  filaments  passing  into 

the  hilum. 

The  afferent  lymphatics  enter  the 
capsule  of  the  gland  in  variable  num- 
bers and  at  various  points,  while  the 
efferent  vessels  arc  usually  only  one  or 
two,  and  they  emerge  from  the  gland  at 
a  definite  spot,  the  hilvm,  where  there 
is  usually,  but  not  always,  a  recogniza- 
ble depression.  The  external  coats  of 
Ration  0f  .mp.ii  lymphs  m.Bd,  h.if  diagram.    the  lymphatic  vessels  are  continuous 

matleitlly  given,  with  the  courts  of  the  lymph,    a,      with    the    CflpSulc    of  the    gland  ;     their 
the  envelope  i  A,  eepta  between  the  folllclei  '         ■..,,■■ 

all  of  the  cortical  part)  t,  eyatem  of  aeptr 
medullary  portion,  down  to  the  hllui 


al ;  0,  free 

■  mjf!  of  the  lymph  canali  (copied 
wlg.Scnwetgger-Sejrilel,  and 


internal  epithelial  lining  is  continuous 
ic with  that  of  the  lymph -channel  in  the 

lymph-tubeiofthe  medullary  maw,/,  differ-      interior  of  the  gland, 
lymphatic  ttreams  whloh  aurround  the  follicle.,  A    SCCtion    of  a  lymphatic   gland    difi- 

flow  throurh   the   intention   nf  thn   RioriuHapir  >  .  !•»  I       I  .     _ 

two  ditTerent  structures:  an  ex- 


and  Bow  through  the  Intention  of  the  medullar 

portion  j  i,  confluence  of  the**,  pining  through  the      ■•,.,.    ,  , 

efferent  veasei,  a,  at  the  hilum.  tcrnal  of  lighter  color — the  cortical ;  and 


1  For  a  fuller  account  see  Klein's  "Anatomy  of  the  Lymphatic  System." 
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an  internal,  darker — the  medullary.  In  the  cortical  the  retiform  tissue  is  dis- 
posed in  the  form  of  follicles  or  nodules,  which  are  held  on  to  the  septa  by 
delicate  sustentacular  fibres,  which  unite  them  to  the  trabecule,  and  are  said 
by  Frey  to  keep  them  stretched  and  open,  as  a  piece  of  embroidery  is  stretched 
to  its  frame.  From  these  nodules  rods  or  tubes  of  retiform  tissue  proceed, 
which  interlace  with  each  other  in  a  very  minute  network,  of  which  the 
medullary  tissue  of  the  gland  is  formed.  These  rods,  equally  with  the  nodules 
of  the  cortical  portion,  are  supported  by  a  delicate  connective  tissue  which 
'attaches  them  to  the  trabecular  and  which  also  contains  lymphoid  corpuscles, 
though  in  less  quantity  than  in  the  nodules  and  rods  of  the  gland-pulp. 

Fig.  51.  Fig.  52. 


Follicle  from  it  lymphatic  gland  of  the  dog, In  Tfrtleal  lection.  From  the  medullar?  aubitance  or  in 

a.  He!ttul*T  auateotaeular  lubttanee  of  the  mare  external  por-  Inguinal  gland  of  the  ox  (alter  Hli).    a 

tion;  >,  of  the  more  Internal,  and  c,  of  the  noil  external  and  Lymph-tube,  with  Itaoompuoatediyatetn 

unit  finely- webbed  pa*t  on  the  aurfaoe  of  the  follicle  j  d,  origin  of  reaMla;  b,  ratio  Mala  atretahed    be. 

of  a  large  lymph-tuba  | «,  of  a  •nailer  one;/,  rnpmle  ;  g,  arpta  ;  tweea  the  tuba  and  the  eeptajc,  portion 

a,  ill  aOerena j  i,  lot  eating  apace  of  the  follicle,  with  Iti  reti-  of  another  lymph-tube ;  d,  acpta, 
naeola;  «,  one  of  the  divtalooa  of  the  aeptai  11,  attachment  of 
the  lymph-tubea  to  the  aepta. 

The  afferent  lymphatics  open  directly  into  the  sustentacular  tissue  around 
the  nodes  and  rods — the  lymph-path  or  lymph-channel.  This  investing  space 
is  continuous  over  both  the  nodules  of  the  cortical,  and  the  rods  or  tubes  of  the 
medullary,  portion,  and  the  efferent  lymphatics  are  continuous  with  it  in  the 
latter  portion  of  the  gland. 

The  rods  of  the  medullary  part  are  described  by  Frey  as  forming  a  lymphoid 
sheath  for  the  capillary  vessels  which  run  in  the  axis  of  the  retiform  tissue, 
while  other  branches  are  distributed  in  a  rich  network  over  it  (Fig.  52).  It  is 
doubtless  in  these  spaces  that  the  exchange  of  materials  goes  on  between  the 
bloodvessels  and  the  lymphatics  which  is  necessary  to  the  "further  elaboration 
of  the  lymph  and  the  multiplication  of  the  lymph-corpuscles  which  takes  place 
in  the  glands  (see  page  38).  C  j  *'    0  *^  tZutv 

"J"         /  4 

THE  SKIN  AND  ITS  APPENDAGES. 

The  Skin  is  the  principal  seat  of  the  sense  of  touch,  and  may  be  regarded  as 
a  covering  for  the  protection  of  the  deeper  tissues;  it  is  also  an  important 
excretory  and  absorbing  organ.     It  consists  of  two  layers,  the  derma  or  cutis 
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vera,  and  the  epidermis  or  cuticle.  On  the  surface  of  the  former  layer  are  the 
sensitive  papillae;  and  within,  or  embedded  beneath  it,  are  the  sweat-glands, 
hair-follicles,  and  sebaceous  glands. 

The  derma,  or  true  skin,  is  tough,  flexible,  and  highly  elastic,  in  order  to 
(  defend  the  internal  parts  from  violence.    It  consists  of  fibro-areolar  tissue,  inter- 
Fig.  53. 


A  Sectional  View  or  the  Skin  (magnified). 

mixed  with  numerous  bloodvessels,  lymphatics,  and  nerves.  The  fibro-areolar 
tissue  forms  the  framework  of  the  cutis;  it  is  composed  of  firm  interlacing 
bundles  of  white  fibrous  tissue,  intermixed  with  a  much  smaller  proportion  of 
yellow  elastic  fibres,  the  amount  of  which  varies  in  different  parts.  The  fibro- 
areolar  tissue  is  more  abundant  in  the  deeper  layers  of  the  cutis,  where  it  iB 
dense  and  firm,  the  meshes  being  large,  and  gradually  becoming  blended  with 
the  subcutaneous  areolar  tissue;  towards  the  surface,  the  fibres  become  finer 
and  more  closely  interlaced,  the  most  superficial  layer  being  covered  with 
numerous  small  conical  vascular  eminences,  the  papillaa.  From  these  differences 
in  the  structure  of.  the  cutis  at  different  parts,  it  is  usual  to  describe  it  as  con- 
sisting of  two  layers:  the  deeper  layer  orcorium,  and  the  superficial  or  papillary 

layer.  —  ~  ~  "~ 

The  corium  consists  of  strong  interlacing  fibrous  bands,  composed  chiefly  of 
the  white  variety  of  fibrous  tissue ;  but  containing,  also,  some  fibres  of  the  yel- 
low elastic  tissue,  which  vary  in  amount  in  different  parts.  Towards  the 
attached  surface,  the  fasc.iculLare_Jarge_  and  coarse  ;  and  the  areola?  which  are 
left  by  their  interlacement  are  large,  and  occupied  by  adipose  tissue  and  the 
sweat-glands.  This  element  of  the  skin  becomes  gradually  blended  with  the  sub- 
cutaneous areolar   tissue.     Towards   the   free   surface,  the  fasciculi  are  much 
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finer,  and  they  have  a  close  interlacing,  the  most  superficial  layers  consisting  of 
a  transparent,  homogeneous  matrix,  with  embedded  nuclei. 

The  cerium  varies  in  thickness,  from  a  quarter  of  a  line  to  a  line  and  a  half, 
in  different  paffe  of  the  body.  Thus,  it  is  thicker  in  the  regions  exposed  to 
pressure,  as  the  palm  of  the  hand  and  sole  of  the  foot ;  thicker  on  the  posterior 
aspect  of  the  body,  than  the  front ;  and  on  the  outer,  than  the  inner  side  of  the 
limbs.  In  the  eyelids,  scrotum,  and  penis,  it  is  exceedingly  thin  and  delicate,  i 
The  skin  generally  is  thicker  in  the  male  than  in  the  female,  and  in  the  adult  I 
than  in  the  child. 

The  areolae  are  occupied  by  adipose  tissue,  hair-follicles,  and  the  sudoriferous 
and  sebaceous  glands ;  they  are  the  channels  by  which  the  vessels  and  nerves 
are  distributed  to  the  more  superficial  strata  of  the  corium,  and  to  the  papillary 
layer. 

Unstriped  muscular  fibres  are  found  in  the  superficial  layers  of  the  corium, 
wherever  hairs  are  found ;  and  in  the  subcutaneous  areolar  tissue  of  the  scrotum, 
penis,  pennaeum,  ana  areolae  of  the  nipples.  In  the  latter  situations  the  fibres 
are  arranged  in  bands,  closely  reticulated  and  disposed  in  superimposed  laminae. 

The  papillary  layer  is  situated  upon  the  free  surface  of  the  corium ;  it  consists 
of  numerous  small,  highly  sensitive,  and  vascular  eminences,  the  papilla?,  which 
rise  perpendicularly  from  its  surface,  and  form  the  essential  element  of  the  organ 
of  touch.  The  papillae  are  conical-shaped  eminences,  having  a  round  or  blunted 
extremity,  occasionally  divided  into  two  or  more  parts,  and  connected  by  their 
base  with  the  free  surface  of  the  corium.  Their  average  length  is  about  jiijth 
of  aninch,  and  they  measure  at  their  base  about  ?  ft  nth  of  an  inch  in  diameter. 
Otrthe  general  surface  of  the~~bocTy,  more  especially  in  those  parts  which  are 
endowed  with  slight  sensibility,  they  are  few  in  number,  short,  exceedingly 
minute,  and  irregularly  scattered  over  the  surface;  but  in  other  situations,  as 
upon  the  palmar  surface  of  the  hands  and  fingers,  upon  the  plantar  surface  of 
the  feet  and  toes,  and  around  the  nipple,  they  are  long,  of  large  size,  closely 
aggregated  together,  and  arranged  in  parallel  curved  lines,  forming  the  elevated 
ridges  seen  on  the  free  surface  of  the  epidermis."  "Tn  these  ridges,  the  larger 
papillae  are  arranged  in  a  double  row,  with  smaller  papillae  between  them ;  and 
these  rows  are  subdivided  into  small  square- shaped  masses  by  short  transverse 
furrows,  regularly  disposed,  in  the  centre  of  each  of  .which  is  the  minute  orifice 
of  the  duct  of  a  sweat-gland.  No  papillae  exist  in  the  grooves  between  the 
ridges.  In  strtlcture,  the  papillae  resemble  the  superficial  layer  of  the  cutis ; 
consisting  of  a  homogeneous  tissue,  faintly  fibrillated,  and  containing  a  few  fine 
elastic  fibres.  The  smaller  papillae  contain  a  single  capillary  loop ;  but  in  the 
larger  the  vessels  are  convoluted  to  a  greater  or  less  degree ;  each  papilla  also 
contains  one  or  more  nerve- fibres,  but  the  mode  in  which  these  terminate  is  un- 
certain. In  those  parts  in  which  the  sense  of  touch  is  highly  developed,  as  in 
the  lips  and  palm  of  the  hand,  the  nerve-fibres  are  connected  with  the  "tactile 
corpuscles,"  Kolliker  considers  that  the  central  part  of  the  papillae  generally 
consists  ~bf  a  connective  tissue  more  homogeneous  than  that  of  the  outer  part, 
surrounded  by  a  sort  of  sheath  of  elastic  fibres,  and  he  believes  that  these  cor- 
puscles are  merely  a  variety  of  this  structure.  The  corpuscles,  and  their  con- 
nection with  the  nerves,  have  been  described  above. 

The  epidermis,  or  cuticle  (scarf-skin),  is  an  epithelial  Structure,  accurately 
moulded  on  the  papillary  layer  of  the  derma.  It  forms  a  defensive  covering  to 
the  surface  of  the  true  skin,  and  limits  the  evaporation  of  watery  vapor  from  its 
free  surface.  It  varies  hi  tjiickness  in  different  parts.  Where  it  is  exposed  to 
pressure  and  the  influence  of  thelitrnosphere,  as  upon  the  palms  of  the  hands 
and  soles  of  the  feet,  it  js  thick,  hard4  and  horny  in  texture ;  wTnlst  that  which 
lies  in  contact  with  the  resfoniie  body  is  soft  and  cellular  in  structure.  The 
deeper  and  softer  layers  have  been  called  the  retemiicosiim.  the  term  rete  being 
used  from  the  deepest  layers  presenting,  when  isolated,  numerous  depressions, 
or  complete  apertures,  which  have  been  occupied  by  the  projecting  papillae. 


86  GENERAL  ANATOMY. 

The  free  surface  of  the  epidermis  is  marked  by  a  network  of  linear  farrows  of 
variable  size,  marking  out  the  surface  into  a  number  of  spaces  of  polygonal  or 
lozenge-shaped  form.  Some  of  these  furrows'  are  large,  as  opposite  the  flexures 
of  the  joints,  and  correspond  to  the  folds  in  the  derma  produced  by  their  move- 
ments. In  other  situations,  as  upon  the  back  of  the  hand,  they  are  exceedingly 
fine,  and  intersect  one  another  at  various  angles  ":"~updiT the  palmar  surface  of 
the  hand  and  fingers,  and  upon  the  sole,  these  lines  are  very  distinct,  "and  are 
disposed  in  curves.  They  depend  upon  the  large  sTze"anTpecuIiaf  ^arrangement 
of  thejmpiUgo.  upon  which  the  epidermis  is  placed.  "The  deep  surface  of  the 
epidermis  is  accurately  moulded  upon  the  papillary  layer  of  tne  derma,  each 
papilla  being  invested  by  its  epidermic  sheath ;  so  that  when  this  layer  is  re- 
moved by  maceration,  it  presents  a  number  of  pits  or  depressions  corresponding 
to  the  elevations  of  the  papilla,  as  well  as  the  furrows  left  in  the  intervals  be- 
tween them.  Fine  tubular  prolongations  from  this  layer  are  continued  into  the 
ducts  of  the  sudoriferous  and  sebaceous  glands.  In  structure,  the  epidermis 
consists  of  flattened  cells,  agglutinated  together,  and  having  a  laminated  arrange- 
ment.  In  the  deeper  layers  the  cells  are  large,  rounded  or  columnar,  and  filled 
with  soft  opaque  contents.  In  the  superficial  layers  the  cells  are  flattened, 
transparent,  dry,  and  firm,  and  their  contents  converted  into  a  kind  of  horny 
matter."  The  difference  in  the  structure  of  these  layers  is  dependent  upon  the 
mode  of  growth  of  the  epidermis.  As  the  external  layers  desquamate  from 
their  being  constantly  subjected  to  attrition,  they  are  reproduced  from  beneath, 
successive  layers  gradually  approaching  towards  the  free  surface,  wJiich,  in  their 
jurn,  die  ana  are  cast  off. 

These  cells  are  developed  in  the  liquor  sanguinis,  which  is  poured  out  on  the 
free  surface  of  the  derma ;  they  contain  nuclei,  and  form  a  thin  stratum  of 
closely-aggregated  nucleated  cells,  which  cover  the  entire  extent  of  the  papil- 
\lary  layer.  The  deepest  layers  of  cells,  according  to  Kolliker,  are  of  a  columnar 
lorm,  and  are  arranged  perpendicularly  to  the  free  surface  of  tlie  derma,  iorm- 
ing  either  a  single  or  a  double,  or  even  triple,  layer ;  the  lamin®  succeeding 
these  are  composed  of  cells  of  a  more  rounded  form,  the  contents  of  which  are 
soft,  opaque,  granular,  and  soluble  in  acetic  acid.  As  these  cells  succesively 
approach  the  surface  by  the  development  of  fresh  layers  ""EbmTBeneath,  they 
assume  a  flattened  form  "from  the  evaporation  of  their  fluid  contents,  and  finally 
form  a  transparent,  dry,  membranous  scale,  lose  their  nuclei,  and  apparently 
become  changed  in  their  chemical  composition,  as  they  are  unaffected  now  by 
acetic  acid. 

The  black  color  of  the  skin  in  the  negro,  and  the  tawny  color  among  some  of 
the  white  races,  is  due  tcTthe  presence  of  pigment  in  the  cells  of  the  cuticle. 
This  pigment  is  more  especially  distinct  in  the  cells  of  the  deeper  layer,  or  ^rete 
mucpsum,  and  is  similar  to  that  found  in  the  choroid.  As  the  cells  approach 
tEe  "surface  and  desiccate,  the  color  becomes  partially  lost. 

The  arteries  which  supply  the  skin  divide  into  numerous  branches  in  the  sub- 
cutaneousTftsue ;  they  then  pass  through  the  areolae  of  the  corium,  and  divide 
into  a  dense  capillary  plexus,  which  supplies  the  sudoriferous  and  sebaceous 
glands  and  the  hair-follicles,  terminating  in  the  superficial  layers  of  tEe  corium, 
by  forming  a  capillary  network,  from  which  numerous  fine  branches  ascend  to 

the  papillae. 

The  lymphatic  vessels  are  arranged  in  a  minute  plexiform  network  in  the 
superficial  layers  oT'the  corium,  where  they  become  interwoven  with  the  capil- 
lary and  nervous  plexuses ;  they  are  especially  abundant  in  the  scrotum  and 
around  the  nipple. 

The  nerves  which  supply  the  skin  ascend  with  the  vessels  through  the  areolae 
of  the  deep  layers  of  the  corium  to  the  more  superficial  layers,  where  they  form 
a  minute  plexiform  mesh.  From  this  plexus,  the  primitive  nerve-fibres  pass  to 
be  distfiMteOb  thcTpapillae.  The  nerves  are  most  numerous  in  those  parts 
which  are  provided  with  the  greatest  sensibility. 
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The  appendages  of  the  skin  are,  the  nails,  the  hairs,  the  sudoriferous  and 
sebaceous  glands,  and  their  ducts.  The  nails  and  hairs  are  peculiar  modifica- 
tions  oi  the  epidermis,  consisting  essentially  of  the  same  cellular  structure  as 
that  membrane. 

The  Nail*  are  flattened  elastic  structures  of  a  horny  texture,  placed  upon  the 
dorsal  surface  of  the  terminal  phalanges  of  the  fingers  and  toes.  Each  nail  is 
convex  on  its  outer  surface,  concave  within,  and  is  implanted  by  a  portion  called 
the  root  into  a  groove  of  the  skin ;  the  exposed  portion  is  called  the  body,  and  the 
anterior  extremity  the  free  edge.  The  nail  has  a  very  firm  adhesion  to  the  cutis, 
being  accurately  moulded  upon  its  surface,  as  the  epidermis  is  in  other  parts. 
The  part  of  the  cutis  beneath  the  body  and  root  of  the  nail,  is  called  the  matrix, 
because  it  is  the  part  from  which  the  nail  is  produced.  Corresponding  to  the 
bodjr  of  the  nail,  tne  matrix  is  thick,  and  covered  with  large,  highly  vascular 
papillae,  arranged  in  longitudinal  rows,  the  color  of  which  is  seen  through  the 
transparent  tissue.  Behind  this,  near  the  root  of  the  nail,  the  papillae  are  small, 
less  vascular,  and  have  no  regular  arrangement ;  hence,  the  portion  of  the  nail 
corresponding  to  this  part  is  of  a  whiter  color,  and  called  lunula*  from  its  form. 

The  cuticle,  as  it  passes  forwards  on  the  dorsal  surface  of  the  finger,  is  attached 
to  the  surface  of  the  nail,  a  little  in  advance  of  its  root :  at  the  extremity  of  the 
finger,  it  is  connected  with  the  under  surface  of  the  nail,  a  little  behind  its  free 
edge.  The  cuticle  and  horny  structure  of  the  nail  (both  epidermic  structures) 
are  thus  directly  continuous  with  each  other.  The  nails,  in  structure,  consist  of  t 
cells  having  a  laminated  arrangement,  and  these  are  essentially  similar  to  those  . 
composing  the  epidermis.  The  cells  of  the  deepest  layer  which  lie  in  contact 
with  the  papillae  at  the  root  and  under  surface  of  the  nail,  are  of  elongated  form, 
arranged  perpendicularly  to  the  surface,  and  provided  with  nuclei ;  those  which 
succeed  these  are  of  a  rounded  or  polygonal  form,  the  more  superficial  ones 
becoming  broad,  thin,  and  flattened,  and  so  closely  compacted  together  as  to 
make  the  limits  of  each  cell  very  indistinct. 

It  is  by  the  successive  growth  of  new  cells  at  the  root  and  under  surface  of 
the  body  of  the  nail,  that  it  advances  forwards,  and  maintains  a  due  thickness, 
whilst,  at  the  same  time,  the  growth  of  the  nail  in  the  proper  direction  is  secured. 
As  these  cells  in  their  turn  become  displaced  by  the  growth  of  new  cells,  they 
assume  a  flattened  form,  lose  their  nuclei,  and  finally  become  closely  compacted 
together  into  a  firm,  dense  horny  texture.  In  chemical  composition,  the  nails 
resemble  the  epidermis.  According  to  Mulder,  they  contain  a  somewhat  larger 
proportion  of  carbon  and  sulphur. 

The  Hairs  are  peculiar  modifications  of  the  epidermis,  and  consist  essentially 
of  the  same  structure  as  that  membrane.     They  are  found  on  nearly  every  part 
of  the  surface  of  the  body,  excepting  the  palms  of  the  hands  and  soles  of  the 
feet,  and  vary  much  in  length,  thickness,  and  color  in  different  parts  of  the  body  ■ 
and  in  different  races  of  mankind.     In  some  parts  they  are  so  short  as  not  to 
project  beyond  the  follicles  containing  them ;  in  other  parts,  as  upon  the  scalp,  I 
they  are  of  considerable  length ;  along  the  margin  of  the  eyelids  and  upon  the  ; 
face,  thev  are  remarkable  for  their  thickness.     A  hair  consists  of  a  root  the 
part  implanted  in  the  skin ;  the  shaft*  the  portion  projecting  from  its  surface,    ; 
and  the  pqijtf.    They  generally  present  a  cylindrical  or  more  or  less  flattened 
form,  and  a  reniform  outline  upon  a  transverse  section  (Fig.  54). 

The  root  of  the  hair  presents  at  its  extremity  a  bulbous  enlargement,  which  is 
whiter  in  color,  and  softer  in  texture,  than  the  stem,  and  is  lodged  in  a  follicular 
involution  of  the  epidermis,  called  the  hair-follicle.     When  the  hair  is  of  con- 
siderable length,  the  follicle  extends  into  tlie  subcutaneous  cellular  tissue.     The 
hair  follicle  is  bulbous  at  its  deep  extremity,  like  the  hair  which  it  contains,  and 
has  opening  into  it,  near  its  free  extremity,  the  orifices  of  the  ducts  of  one  or  \ 
more  sebaceous  glands.     In  structure,  the  hair-follicle  consists  of  two  coats :  an   \ 
outer  or  dermic,  and  an  inner  or  cuticular.    The  outer  coat  is  formed  mainly  of     \ 
areolar  tissue  ;  it  is  continuous  with  the  corium,  is  highly  vascular,  and  supplied     « 
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[Fig.  54  by  numerous   minute   nervous   filaments.     The 

^^L^  inner  or  cuticular  lining  is  continuous  with  the 

(|nPK)  epidermis,  and,  at  the  bottom  of  the  hair-follicle, 

^M^  with  the  root  of  the  hair ;  this  cuticular  lining 

,  resembles  the  epidermis  in  the  peculiar  rounded 

•  form  and  soft  character  of  those  cells  which  lie 

in  contact  with  the  outer  coat  of  the  hair- follicle, 

and  the  thin,  dry,  and  scaly  character  of  those 

which  lie  near  the  surface  of  the  hair,  to  which 

they  are  closely  adherent.     When   the  hair  is 

plucked   from   its   follicle,  the  cuticular   lining 

most  commonly  adheres  to  it,  and  forms  what  is 

called  the  root-sheath.     At  the  bottom  of  each 

hair-follicle  is~a  small  conical  vascular  eminence 

or  papilla,  similar  in  every  respect  to  those  found 

upon  the  surface  of  the  skin;  it  is  continuous 

XMngmn  of  itnuture  of  bur,  h*ir    with  the  dermic  layer  of  the  follicle,  is  highly 

rouble,  »n<]  lebdMoinKiJiiidH  (KAiiikerj.     vascular,  and  probably  supplied  with  nervous 

mucoiii  injn,  bom  sipping  >DlD  *•">'  ^s  supplied  for  the  production  and  constant 
™  BCuiifcortmeikiD.  i.  scbnMom  growth  of  the  hair.  The  root  of  the  hair  rests 
'rhur  T'wsiliof hnw"  **^  PmfwA  uPon  this  conical-shaped  eminence,  and  is  con- 
on  which  hnii  growi.  6.  Liirger  view  tinuous  with  the  cuticular  lining  of  the  follicle 
nf  lower  end  of  root  of  hnir,  «nd  botiom  at  this  part.  It  consists  of  nucleated  cells,  simi- 
■>f  bnir  mm.  a.  H»ir»«c,ihowingouier  ]ar  jn  eVerv  respect  to  those  which   in  other 

and  inner  root-ehe»lh,  latter  adhering        -,       .-  K  L,-i  ■.  ■  mi  n 

to  hmr.  t.  Vo»cuiFir  pupiiin  on  which  situations  lorm  the  epidermis.  lhese  cells 
hMr  grow..  The  h*ir  it>eif  (how*  it*  gradually  enlarge  as  they  are  pushed  upwards 
nbroui  •trueture,  Its  dark  medulla,  and  jnto  the  soft  bulb,  and  some  of  them  contain 
r*Tr»n™er»en«Vct';on  of  *"**  ^hoMoi  pigment -granules,  which  either  exist  in  separated 
iti  outer  covering,  ft«  flhrau.'purt,  «nd  cells,  or  are  separate,  or  aggregated  round  the 
central  softer  mc.iuiid  or  pith.]  nucleus ;  it  is  these  granules  which  give  rise  to 

the  color  of  the  hair.     It  occasionally  happens 
that  these  pigment-granules  completely  fill  the  cells  in  the  centre  of  the  bulb, 
which  gives  rise  to  the  dark  tract  of  pigment  often  found,  of  greater  or  less  length, 
in  the  axis  of  the  hair. 
.       The  shaft  of  the  hair  consists  of  a  central  part  or  medulla,  the  fibrous  part  of 
I  the  hair,  and  the  cortex  externally.     The  medulla  occupies  the  centre  of  the 
1  shaft,  and  ceases  towards  the  point  of  the  bair.s    II  is  usually  wanting  in  the  fine 
hairs  covering  the  surface  of  the  body,  and  commonly  in  those  of  the  head.     It 
is  more  opaque  and  deeper  colored  than  the  fibrous  part,  and  consists  of  cells 
containing  pigment-  or  fat-granules.     The  fibrous  portion  of  the  hair  constitutes 
the  chief  part  of  the  stem  ;  its  cells  are  elongated,  and  unite  to  form  flattened 
fusiform  fibres.     These  also  contain  pigment -granules,  which  assume  a  linear 
arrangement.     The  cells  which  form  the  cortex  of  the  hair  consist  of  a  single 
layer  which  surrounds  those  of  the  fibrous  part;  they  are  converted  into  thin 
flat  scales,  having  an  imbricated  arrangement. 
The  Sehacemts   GJaruh  are  small,  sacculated,  glandular  organs,  lodged  in  the 
■    substance  of  the  corium,  or  subdermoid  tissue.     They  are  found  in  most  parts 
i    of  the  skin,  but  arc  most  abundant  in  the  scalp  and  face;  they  arc  also  very 
\   numerous  around  the  apertures  or.tha  ajiiis^uosc,  mouth,  and  external  ear ;  but 
.  are  wanting  in  the  palms  of  the  hands  and  soles  of  the  feet.     Each  gland  consiBth 
of  a  single  duct,  more  or  less  capacious,  which  terminates  in  a  lobulated  pouch- 
like extremity.     The  basement  membrane  forming  the  wall  of  the  sac,  as  well 
as  the  duct,  is  lined  by  epithelium,  which  is  filled  with  particles  of  sebaceous 
matter ;  and  this  becoming  detached  into  the  cavity  of  the  sac,  as  its  growth  is 
renewed,  constitutes  the  secretion.     The  sacculi  connected  with  each  duct  vary 
in  number  from  two  to  five,  or  even  twenty.     The  orifices  of  the  ducts  open 
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most  frequently  into  the  hair-follicles,  but  occasionally  upon  the  general  surface. 
On  the  nose  and  face,  the  glands  are  of  large  size,  distinctly  tabulated,  and  often 
become  much  enlarged  from  the  accumulation  of  pent-up  secretion.  The 
largest  sebaceous  glands  are  those  found  in  the  eyelids,  the  Meibomian  glands. 

The  Sudoriferous  or  Sweat-ylajids  are  the  organs  by  which  a  large  portion  of 
the  aqueous  and  gaseous  materials  are  excreted  by  the  skin.     They  are  found  in 
almost  every  part  of  the  skin,  and  are  situated  in 
small  pita  in  the  deep  parts  of  the  corium,  or,  more  [F'£-  65- 

frequently,  in  the  subcutaneous  areolar  tissue,  sur-  ■* 

rounded  by  a  quantity  of  adipose  tissue.  They 
are  small,  lobular,  reddish  bodies,  consisting  of  one 
or  more  convoluted  tubuli,  from  which  the  efferent 
duet  proceeds  upwards  through  the  corium  and 
cuticle,  and  opens  upon  the  surface  by  a  slightly 
enlarged  orifice.  The  efferent  duct,  as  it  passes 
through  the  corium,  pursues  for  a  short  distance, 
a  spiral  course :  it  becomes  straight  in  the  more 
superficial  part  of  this  layer,  and  opens  on  the  sur- 
face of  the  cuticle  by  an  oblique  valve- like  aperture. 
In  the  parts  where  the  epidermis  is  thin,  the  ducts 
are  finer,  and  almost  Straight,  in  their  miirap ;  but 
where  the  epidermis  is  thicker,  they  assume  again 
a  spiral  arrangement,  the  separate  windings  of  the 
tube  being  as  close  and  as  regular  as  those  of  a 
common  screw.  The  spiral  course  of  these  ducts  is 
especially  distinct  in  the  thick  cuticle  of  the  palni 
of  the  hand  and  sole  of  the  foot.  (Fig.  55.)  The 
size  of  the  glands  varies.  They  are  especially  largo 
in  those  regions  where  the  amount  of  perspiration 
is  great,  as  in  the  axilla?,  where  they  form  a  thin 
mammillated  layer  of  a  reddish  color,  which  corre- 
sponds exactly  to  the  situation  of  the  hair  in  this 
region ;  they  are  large,  also,  in  the  groin.  Their 
number  varies.  They  are  most  numerous  on  the 
palm  of  the  hand,  p?(!5EnTlllg,  according  to  Krausc, 
2300  orifices  on  a  square  inch  of  the  integument, 

fllldnaTC  ntllrer  ltJWJ  numerous  on  the  sole  of  the  foot.  * 

In  both  of  these  situations,  the  orifices  of  the  ducts     1 
are  exceedingly   regular,    and    correspond    to  the 
small  transverse  grooves  which  intersect  the  ridges 

of  papillae.  In  other  situations  they  are  more  Budortfrroni  mmi  (ram  tn* 
irregularly  scattered,  but  in  nearly  equal  numbers,  pmm  of  iho  hand,  mwoHH  « 
over  parts  including  the  same  extent  of  surface.  In  M*m- !  jji  '■  <™»'»"«d  tub™  «om- 
the  neck  and  back  they  are  least  numerous,  their  ntrefw'SiW^V  "whioii "■*" 
number  affioTrnTtng  To  417  on  the  square  inch  into  one  ipitmc»nni  thatpnfmtaa 
(Krause).  Their  total  number  is  estimated  by  the  tn«  epidermii 
same  writer  at  2,331,248  ;  and,  supposing  the  apcr-  '  '"" 
tore  of  each  gland  to  represent  a  surface  of  Atq  of 
a  line  in  diameter,  he  calculates  that  the  whole  of 
these  glands  would  present  an  evaporating  surface  of  about  eight  square  inches. 
Each  gland  consists  of  a  single  tube  intricately  convoluted,  terminating  at  'me 
end  by  a  blind  extremity,  and  opening  at  the  other  end  upon  the  surface  of  the 
skin.  In  the  larger  glands  this  single  duct  usually  divides  and  subdivides 
dicbotomously ;  the  smaller  ducts  ultimately  terminating  in  short  ciccal 
pouches,  rarely  anastomosing.  The  wall  ofjhedjicMs.  thick;  the  width  of  the 
canal  rarely  exceeding  one-third  oFTtVdiameter.  The  tube,  both  in  the  gland 
and  where  it  forms  the  excretory  duct,  consists  of  two  layers :  an  outer,  formed 


the  gland  In  li 
bedded    In    fat-ventd™    which    a 
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by  fine  areolar  tissue ;  and  anjnner  layer  of  epithelium.  The  external,  or  fibro- 
cellular  NCOftt,  IS  thin,  continuous  with  the  superficial  layer  of  the  corium,  and 
extends  onljF  as  high  as  the  surface  of  the  true  skin.  The  epithelial  lining  is 
much  thicker,  continuous  with  the  epidermis,  and  alone  forms  the  spiral  portion 
of  the  tube.  When  the  cuticle  is  carefully  removed  from  the  surface  of  the 
cutis,  these  convoluted  tubes  of  epidermis  may  be  drawn  out,  and  form  nipple- 
shaped  projections  on  its  under  surface.  According  to  Kolliker,  a  layer  of  non- 
striated  muscular  fibres,  arranged  longitudinally,  is  found  between  the  areolar 
and  epithelial  coilLs  of  the  duels  oTllig*  larger  sweat-glands,  as  in  the  axilla,  root 
of  the  penis,  on  the  labia  majora,  and  round  the  anus. 

The  contents  of  the  smaller  sweat-glands  are  quite  fluid;  but  in  the  larger 
glands,  the  contents  are  semi-fluid  and  opaque,  and  contain  a  number  of  colored 
granules,  and  cells  which  appear  analogous  to  epithelial  cells. 


THE  EPITHELIUM. 

All  the  surfaces  of  the  body,  the  external  surface  of  the  skin,  the  internal  sur- 
face of  the  digestive  and  respiratory  tracts,  the  closed  serous  cavities,  the  inner 
coat  of  the  vessels,  and  the  ducts  of  all  glands,  are  covered  by  one  or  more  layers 
of  simple  cells,  called  epithelium  or  epithelial  cells,  which  serve  various  pur- 
poses, both  as  a  protective  layer,  and  as  an  agent  in  secretion.  Thus,  in  the 
skin,  the  main  purpose  served  by  the  epithelium  (here  called  the  epidermis)  is 
that  of  protection.  As  the  surface  is  worn  away  by  the  agency  of  friction  or 
change  of  temperature,  new  cells  are  supplied,  and  thus  the  surface  of  the  true 
.  skin,  and  the  vessels  and  nerves  which  it  contains,  are  defended  from  damage. 
In  the  gastro-intestinal  mucous  membrane  and  in  the  glands,  the  epithelial  cells 
appear  to  be  the  principal  agents  in  separating  the  secretion  from  the  blood  or 
from  the  alimentary  fluids.  In  other  situations  (as  the  nose,  fauces,  and  respira- 
tory passages)  the  chief  office  of  the  epithelial  cells  appears  to  be  to  maintain  an 
equable  temperature  by  the  moisture  with  which  they  keep  the  surface  always 
slightly  lubricated.  In  the  serous  cavities  they  also  keep  the  opposed  layers 
moist,  and  thus  facilitate  their  movements  on  each  other.  Finally,  in  all  internal 
parts  they  ensure  a  perfectly  smooth  surface. 


Fig.  56. 


Epithelial  cells  in  the  oral  cavity  of  man.    at  lar^e.    6,  middle-sized,    c,  the  same  with  two  nuclei.    (Magni- 
fied 860  timet.) 

The  epithelium  is  usually  spoken  of  as  tesselated  or  pavement,  columnar, 
spheroidal  or  glandular,  and  ciliated. 

The  pavement-epithelium  is  composed  of  flat  nucleated  scales  of  various  shapes, 
usually  polygonal,  and  varying  in  size.  These  scales  often  contain  granules,  as 
in  Fig.  56.  This  kind  of  epithelium  is  found  on  the  surface  of  jhe  skin  (epi- 
dermis),  on  all  the  serous  surfaces  (unless  the  ventricles  of  the  brain  be  an  ex- 


THE   EPITHELIUM.  91 

ception),  on  the  lining  membranes  of  the  bloodvessels,1  on  many  of  the  raucous 
membranes,  and  in  the  ducts.  The  nails,  hairs,  and  in  animals  the  horns,  are  a 
variety  of  this  kind  of  epithelium. 

[Fig.  57.  Fig.  ftb. 


Troellated  epithelium  from  the  abdominal  surface  Epithelium  of  tt 

ol  centrum  lendlnum  of  rabbit,  atrooglf  colored  with  a,  baiement-memb 

nitrate  of  Hirer  :  e,  dark  alitor  line,  of  the  Interstitial 
■ubatasM  of  tbe  euduthella]  eelli ;  6,  crll-aubstanee  ;  c, 
nucleua.  The  amaller  ealli  lie  o»er  a  capillary  lym- 
phatlc] 

The  columnar  epithelium  (Fig.  58)  is  formed  of  cylindrical  or  rod-shaped  cells, 
each  containing  a  nucleus,  and  set  together,  so  as  to  form  a  complete  membrane. 

This  form  of  epithelium  covers  the  mucous  membrane  of  the  whoje^gastro- 
intestinal  tract  and  the  glands  of  that  part,  the  greater  part  of  the  urethra,  the 
vas  deferens,  the  prostate,  Cowper's  glands,  Bartholine's  glands,  and  a  portion 
of  the  uterine  mucous  membrane. 

The  spheroidal  or  glandular  epithelium  (Fig.  69)  is  composed  of  circular  cells, 
with  granular  contents  and  a  small  nucleus. 

This  form  is  found  in  the  kidney,  ureters,  and  bladder,  and  in  the  secreting 
glands. 

Fig.  59.  Fig.  60. 


id-  Ciliated  epithelium  from  tha  human  traebe*.    (Magnl- 

fled  SM  tlmea.)  a,  Jonermnat  layer*  of  the  elastic  longi- 
tudinal fibre*,  b,  homogeneous  lnnermoit  layers  of  the 
mueoui  membrane,  c,  deepeat  round  sella,  d,  middle 
elongated,    t,  luperBcial,  bearing  cilia. 

07i''7feci_eTjithelium  (Fig.  60)  may  be  of  anv  of  the  preceding  forms,  but 
usually  inclines  to  the  columnar  shape.  It  is  distinguished  by  the  presence  of 
minute  processes,  like  hairs  or  eyelashes  (cilia),  standing  up  from  the  free  sur- 
face.    If  the  cells  be  examined  during  life,  or  immediately  on  removal  from  the 

1  As  already  stated,  the  epithelinra  lining  the  hlondvewels.  lymphatics,  and  sirring  membranes    \ 
is  modified  in  shape,  and  iU  cells  vary  mnch  in  sixe.     It  is  usually  spoken  or  in  Ueiraau  work*  aa 
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living  body  (for  which  in  the  human  subject  the  removal  of  a  nasal  polypus 
offers  a  frequent  opportunity),  in  tepid  water,  the  cilia  will  be  seen  in  active 
lashing  motion ;  and  if  the  cells  be  separate,  they  will  often  be  moved  about  in 
the  field  by  that  motion. 

The  situations  in  which  ciliated  epithelium  is  found  in  the  human  body  are :  the 
respiratory .  tract  from  the  nosejlown wards,  the  tympanum  and  Eustachian  tube, 
the  Fallopian  tube  and"uppeFportion  of  the  uterus,  and  theTentricles  oftfae  brain. 

SEROUS,  SYNOVIAL,  AND  MUCOUS  MEMBRANES. 

These  membranes  consist  of  a  layer  of  epithelium  supported  on  a  structure- 
less membrane,  called  the  basement-membrane,  beneath  which  lies  a  tract  of 
connective  or  areolar  tissue,  which  in  the  mucous  membranes  lodges  glands  of 
various  kinds,  and  contains  unstriped  muscle,  or  contractile  muscular  fibre-cells, 
and  in  both  serous  and  mucous  membranes  conveys  the  bloodvessels  out  of  which 
the  secretion  is  to  be  eliminated. 

The  serous  membranes  are  the  simplest  of  the  three,  and  will  therefore  be  first 
described. 

They  form  shut  sacs,  sometimes  arranged  quite  simply,  as  the  tunica  vagi- 
nalis testis,  at  others  with  numerous  involutions  and  recesses,  as  the  peritoneum, 
but  which  can  always  be  traced  continuously  around  the  whole  circumference. 
The  sac  is  completely  closed,  so  that  no  communication  exists  between  the  serous 
cavity  and  the  parts  in  its  neighborhood.  An  apparent  exception  exists  in  the 
peritoneum  of  the  female ;  for  the  Fallopian  tube  opens  freely  info  the  peritoneal 
cavity  in  the  dead  subject,  so  that  a  bristle  can  be  passed  from  the  one  into  the 

\  other.  But  this  communication  is  closed  during  life,  except  at  the  moment  of 
the  passage  of  the  ovum  out  of  the  ovary  into  the  tube,  as  is  proved  by  the  fact 
that  no  interchange  of  fluids  ever  takes  place  between  the  two  cavities  in  dropsy 
of  the  peritoneum,  or  in  accumulation  of  fluid  in  the  Fallopian  tubes.  The 
serous  membrane  is  often  supported  by  a  firm  fibrous  layer,  as  is  the  case  with 
the  pericardium,  and  such  membranes  are  sometimes  spoken  of  as  "  fibro-serous." 
In  the  parietal  portion  of  the  arachnoid  there  is,  according  to  many  anatomists, 
no  serous  membrane  in  th'e'propcT  sense  of  the  term ;  but  the  dura  mater  is 
merely  lined  with  a  layer  of  epithelium,  the  basement-membrane  being  here  indis- 
tinguishable. In  other  situations,  the  following  parts  may  be  recognized  as 
constituting  a  serous  membrane : — 1.  The  epithelium,  a  single  layer  of  polygonal 
or  pavement-epithelial  cells.  2.  A  structureless  basement-membrane.  3.  The 
connective  tissue  and  vessels  which  support  the  latter,  connect  it  with  the  parts 
below,  and  supply  blood  to  its  deep  surface.  Some  of  the  serous  portion  of  the 
blood  is  secreted,  or  transudes,  through  the  basement-membrane  to  furnish  the 
special  secretion.  This  latter  is,  in  most  cases,  only  in  sufficient  quantity  to 
moisten  the  membrane,  but  not  to  furnish  any  appreciable  quantity  of  fluid. 
When  a  small  quantity  can  be  collected,  it  appears  to  resemble  in  many  respects 
the  lymph,  and  like  that  fluid  coagulates  spontaneously ;  but  when  secreted  in 
large  quantities,  as  in  dropsy,  it  is  a  watery  fluid  containing  usually  sufficient 
albumen  to  gelatinize  with  heat. 

Lately  the  interesting  discovery  has  been  made  that  fluids  with  colored  parti- 
cles transude  through  the  serous  membrane  into  the  lymphatic  vessels,  and 
stomata  or  openings  have  been  seen  between  the  cells  of  the  epithelium,  which  are 
believed  to  be  opened  and  closed  by  the  movements  of  the  serous  surface.  These 
stomata  have  been  demonstrated  at  present  only  in  the  peritoneum  and  pleura. 

,      The  mucotts^memhranes  are  more  complex  in  their  structure  than  the  serous. 

|  Their  epitTielium  is  of  various  forms,  including  the  spheroidal,  columnar,  and 
cijjftted,  and  is  often  arranged  in  several  layers  (see  Fig.  60)."  This  epithelial  layer 
is  supported  by  the  conww,  which  is  analogous  to  the  derma  of  the  skin,  and  is 
in  fact  continuous  withuat  the  orifices  of  the  body.     The  corium  consists,  as  it 
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is  usually  described,  of  a  transparent  structureless  basement-membrane  next  to 
the  epithelium,  supported  by  a  fibro- vascular  layer  of  variable  thickness  below 
it,  and  this  merging  into  the  submucous  areolar  tissue.  It  is  only  in  some  situa- 
tions that  the  basement-membrane  can  be  demonstrated. 

The  fibro- vascular  layer  of  the  corium  contains,  besides  the  white  and  yellow 
fibrous  tissue  and  the  vessels,  muscular  fibre-cells,  forming,  in  many  situations, 
a  definiteTayer,  called  the  mwtmlarisrnitcosaej  nerves,  and  lymphatics  in  various 
proportions.  Embedded  in  it  are  found  numerous  glands,  and  projecting  out  of 
it  are  processes  (villi  and  papillae)  analogous  to  the  papillsB  of  the  skin.  These 
glands  and  processes,  however,  exist  only  at  certain  parts,  and  it  will  be  more 
convenient  to  refer  for  their  description  to  the  sequel,  where  the  parts  are 
described  in  which  they  occur.  Thus  the  mucous  glands  arc  described  in  the 
account  of  the  mouth,  the  stomach,  the  intestines,  &c,  the  papillae  and  villi  with 
that  of  the  tongue. 

The  synovial  membranes  are  analogous  in  structure  to  the  serous,  but  differ 
from  them  uf  the  nature  of  their  secretion,  which  rather  resembles  mucus.  They 
will  be  described  hereafter. 
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The  Secreting  Glands  are  organs  in  which  the  blood  circulating  in  capillary 
vessels  is  brought  into  contact  with  the  epithelial  cells  of  a  mucous  membrane, 
whereby  certain  elements  are  separated  ("  secreted")  out  of  the  blood,  and  are 
poured  into  the  mucous  cavity.  This  cavity  is  arranged  in  the  form  of  a  ramify- 
ing duct,  the  secreting  cells  lying  in,  or  touching,  the  terminal  ramifications  (or 
more  correctly  the  commencing  radicles)  of  the  duct. 

In  size  the  glands  vary  extremely :  thus  the  liver  weighs  nearly  four  pounds, 
while  many  of  the  mucous  glands  are  only  visible  to  the  naked  eye  when  dis- 
tended with  secretion :  and  they  vary  not  less  in  structure.  Thus  the  structure 
of  the  liver  is  so  complex  that  it  can  hardly  yet  be  regarded  as  known  with  abso-  J 
lute  certainty ;  while  there  are  a  great  many  glands  which  consist  either  of  a  I 
single  tube  lined  with  epithelium,  on  the  outer  side  of  which  the  blood  circulates, 
or  even  a  simple  closea  sac  which  opens  when  it  becomes  charged  with  secretion. 

The  great  majority  of  glands,  however,  can  be  reduced  ideally  to  a  very  simple 
form,  viz.,  to  an  involution  more  or  less  complex  of  the  basement-membrane, 
carrying  of  course  its  epithelium  with  it,  and  having  the  capillary  vessels  distri- 
buted on  its  attached  surface.  If  this  involution  be  perfectly  simple,  an  open 
tube  results,  as  in  the  stomach  (see  Fig.  436J"or  tTTe  common  mucous  crypts  of 
the  urethra;  and  should  the  mouth  of  such  a  tube  become  closed^  a  simple 
follicle  is  formed,  as  in  the  intestine  (Figs.  443,  447).  Branches  projecting  out 
from  the  bottom  of  this  tube  constitute  the  simplest  form  of  racemose  gland. 
The  most  rudimentary  condition  of  such  a  gland  is  shown  in  the  branched  tubes 
of  the  gastric  mucous  membrane  (see  Fig.  436).  If  such  a  tube  be  conceived  of 
as  divided  into  branches  as  well  as  branching  out  at  its  extremity,  we  have  a 
compound  racemose  gland  consisting  of  a  single  lobule  terminating  in  its  duct 
(such  as  Brunner's  glands),  and  an  aggregation  of  such  lobules  may  all  open 
into  a  common  duct,  or  may  have  a  great  number  of  separate  ducts.  Instances 
of  such  glands  will  be  found  in  the  salivary  glands,  the  pancreas,  &c.  Or  the 
necessary  extent  of  epithelial  surface  may  be  obtained  by  the  duct  being  coiled 
on  itself,  as  in  the  sweat-glands  (Fig.  53)/or  the  extremity:  of  the  duct  only  may 
be  thus  arranged  (see  Fig. "499).  In  other  glands,  as  in  the  kidney,  the  mucous 
duct  is  undivided  from  the  beginning,  and  the  capillaries  from  which  the  "secre- 
tion is  to  be  etiminated  are  distributed  upon  its  walls  or  project  into  its  ampul- 
lated  commencement  (Fig.  483). 

(For  the  description  of  the  Ductless  or  Blood  Glands,  we  must  refer  to  the 
sections  in  the  text  relating  to  the  Anatomy  of  the  Spleen,  Suprarenal  Capsules, 
Thyroid,  and  Thymus.) 


Growth  and  Development  of  the  Body. 

The  whole  body  is  developed  out  of  the  ovum  (Fig.  61)  when  fertilized  by 
the  spermatozoa.  The  ovum  is  merely  a  simple  nucleated  cell,  or  collection  of 
protoplasm,  and  the  spermatozoa  disappear  wnen  they  have  accomplished  their 
mysterious  function.  All  the  complicated  changes  by  which  the  various  intricate 
organs  of  the  whole  body  are  formed  from  one  simple  cell  may  be  reduced  to 
two  general  processes — viz.,  the  segmentation  or 
Fig.  61.  cleavage  of  cells,  and  their  differentiation.     The  for- 

mer process  consists  in  the  splitting  of  the  nucleus 
,     and  its  investing  cell-wall,  whereby  the  original 
cell  is  represented  by  two.     The  differentiation  of 
c"*u'  cells  is  a  term  used  to  describe  that  unknown  power 

or  tendency  impressed  on  cells  which,  to  all  methods 
of  examination  now  known,  seem  absolutely  iden- 
tical, whereby  they  grow  into  different  forms;  so 
ovum  of  Hie  sow.  that  (to  take  the  first  instance  which  occurs  in  the 

growth  of  the  embryo)  the  indifferent  cells  of  the 
vascular  area  are  differentiated,  some  of  them  into  blood-globules,  others  into 
the  solid  tissue  which  forms  the  bloodvessels. 

The  extreme  complexity  of  the  process  of  development  renders  it  at  all  times 
difficult  to  describe  it  intelligibly,  and  still  more  so  in  a  work  like  this,  where 
adequate  space  and  illustration  can  hardly  be  afforded,  having  respect  to  the 
main  purpose  of  the  book.  I  can  only  hope  to  render  the  leading  features  of 
the  process  tolerably  plain,  and  must  refer  the  reader  who  wishes  to  follow  the 
various  changes  more  minutely  to  the  special  works  on  the  subject,  and  especially 
the  work  of  Foster  and  Balfour. 

Many  of  the  statements  which  are  accepted  in  human  embryology  are  made 
only  on  the  strength  of  experiments  on  lower  animals,  direct  observation  in  the 
human  subject  being  impossible. 

The  ovum  is  a  small  spheroidal  body  situated  in  immature  Graafian  vesicles 
near  their  centre,  but  in  the  mature  ones  in  contact  with  the  membrana  granu- 
losa1 at  that  part  of  the  vesicle  which  projects 
F'gr-  62  from  the  surface  of  the  ovary.     The  cells  of  the 

membrana  granulosa  are  accumulated  round  the 
i  ovum  in  greater  number  than  at  any  other  part 

of  the  vesicle,  forming  a  kind  of  granular  zone, 
the  discus  proligerus. 

The  human  ovum  (Fig.  62)  is  extremely  minute, 

measuring  from  jjuth  to  yljth  of  an  inch  in 

hu,m»  ovUm,  rro*  .  .Mdu-riMd  m.    diameter,    it  is  a  cell,  consisting  externally  of  a 

iieie (ugniBcd  3*0  tim«).  o.  vitelline    transparent  envelope,  the  zona  pellucida  or  vitel- 

membrun  or  »n«  ]wiiMtf*i.  »•  Ext*rn»i    line  membrane.     Within  this,  and  in  close  con- 

th.rttiwiutrm?irb1r»nrerrlo«™i«t  tflct  with  **•  is  the  Jolk  or  vitel!us ;  embedded 
veiisie and  ge™i "."pot.  "*"  "  in  the  substance  of  the  yolk  is  a  small  vesicular 
body,  the  germinal  vesicle  (vesicle  of  Purkinje) — 
the  nucleus  of  the  cell;  and  this  contains  as  its  nucleolus  a  small  spot — the 
macula  germinativa,  or  the  spot  of  Wagner. 

The  zona  pellucida,  or  vitelline  membrane,  is  a  thick,  colorless,  transparent 
membrane,  which  appears  under  the  microscope  as  a  bright  ring,  bounded  ex- 

1  See  the  description  or  tbe  0  vary  in  the  body  of  the  work. 

(M) 
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temally  and  internally  by  a  dark  outline.  It  corresponds  to  the  chorion  of  the 
impregnated  ovum. 

The  yolk  consists  of  granular  protoplasm — i.e.  granules  or  globules  of  various 
sizes,  embedded  in  a  more  or  less  viscid  fluid.  The  smaller  granules  resemble 
pigment ;  the  larger  granules,  which  are  in  greatest  number  at  the  periphery  of 
the  yolk,  resemble  fat-globules.  In  the  human  ovum,  the  number  of  granules 
is  comparatively  small. 

The  germinal  vesicle  consists  of  a  fine,  transparent,  structureless  membrane, 
containing  a  watery  fluid,  in  which  are  occasionally  found  a  few  granules.  It 
is  about  TJ„th  of  an  inch  in  diameter,  and  in  immature  ova  lies  nearly  in  the 
centre  of  the  yolk ;  but,  as  the  ovum  becomes  developed,  it  approaches  the  sur- 
face, and  enlarges  much  less  rapidly  than  the  yolk. 

The  germinal  spot  occupies  that  part  of  the  periphery  of  the  germinal  vesicle 
which  is  nearest  to  the  periphery  of  the  yolk.  It  is  opaque,  of  a  yellow  color, 
and  finely  granular  in  structure,  measuring  from  ,eVe  to  jTimth  of  an  inch. 

The  phenomena  attending  the  discharge  of  the  ova  from  the  Graafian  vesicles, 
since  they  belong  as  much  or  more  to  the  ordinary  function  of  the  ovary  than 
to  the  general  subject  of  the  growth  of  the  body,  are  described  with  the  anatomy 
of  the  ovaries  in  the  body  of  the  work. 

It  should  be  added  that  in  the  mature  ovarian  ovum  the  germinal  vesicle  has 
disappeared.  Some  cells  belonging  to  the  membrana  granulosa  adhere  for  a 
time  to  the  surface  of  the  ovum,  but  these  also  soon  disappear. 

The  first  changes  in  the  ovum  which  take  place  upon  conception,  appear  to 
be  as  follows : — The  spermatozoon  penetrates  the  ovum,1  the  effect  of  which  is 
to  bring  it  into  contact  with  the  yolk,  and  with  the  germinal  vesicle  contained 
in  the  yolk.  It  seems  as  if  this  normally  occurs  in  the  Fallopian  tube,1  and  ab- 
normally it  may  even  take  place  in  the  peritoneal  cavity.  The  first  effect  is  to 
produce  a  cleavage  and  multiplication  of  the  yolk,  which  becomes  first  cleft  into 
two  masses,  then  into  four,  and  so  on,  until  at  length  a  mulberry-like  agglomera- 
tion of  nucleated  cells  results  (Fig.  63).    Ova  in  which  this  segmentation  extends 


Fig.  63. 


Four  diagram!  to  show  the  dlvltlou  or  the  yolk.    The  ovum 
ptuclea  (polar  globule*  of  Robin)  are  aeon  Id  the  Drat  two. 


ided  by  ■permntoi 


over  the  whole  yolk  (which  is  the  ease  with  the  mammalia)  are  called  hohhlastic 
ova;  those  in  which  only  a  portion  of  the  yolk  is  segmented  are  called  mero- 
blastic. 

There  are  also  found  within  the  vitelline  membrane  one  or  more  clear  glob- 
ules, called  "  polar  globules"  by  Eobin,  because  they  lie  near  one  of  the  poles  of 
segmentation.  The  nature,  origin,  and  uses  of  these  bodies  are  not  known.  They 
seem  to  be  usually  regarded  as  produced  by  the  liquefaction  of  the  yolk,  and 
as  not  being  essential  to  the  process  of  fructification. 

The  globules  of  which  the  yolk  is  now  composed  soon  arrange  themselves 
into  the  form  of  a  membrane  lined  with  pavement-epithelium.  As  the  yolk- 
mass  softens,  fluid  accumulates  in  the  interior  of  this  membrane,  spreading  it 

1  See  Newport.  Phil.  Tram.  1853,  vol.  ii.  p.  233.  Thin  has  been  since  confirmed  by  other  ob- 
servers on  various  lower  animals,  and  may  be  assumed  to  be  general] y  true. 

'  Many  physiologists,  as  BischotTand  Dr.  M.  Barry,  taught  that  the  ovum  in  fpcnndated  in 
the  ovary,  bnt  the  reasoning  or  Dr.  Allen  Thomson  appears  very  cogent  in  proving  that  the  usual 
spot  at  which  the  spermatozoon  meets  with  the  ovum  is  in  the  lube. 
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out  on  the  internal  surface  of  the  vitelline  membrane.     The  latter  (external) 
membrane  (Fig.  66)  soon   becomes  covered  with  granulations  or  vegetations, 
which  give  it  a  shaggy  appearance,  and  it  then 
Fig.  64.  takeB   the   name  of  the  "  primitive   chorion ;" 

whilst  the  internal  membrane,  produced  by  the 
cleavage  of  the  yolk,  is  called  the  "  blastodermic 
membrane  or  vesicle." 

The  ovum  increases  in  size  during  the  whole 
of  this  time,  by  the  absorption  of  albuminous 
fluid  which  coats  it  during  its  descent  along  the 
Fallopian  tube,  and  which  is  secreted  by  the 
mucous  membrane  lining  that  tube. 

The  first  stage  towards  the  formation  of  the 
embryo  is  the  cleavage  or  splitting  of  the  blasto- 
derm. This  process  has  been  accurately  fol- 
lowed out  in  birds,  in  whose  ova  (mcroblastic) 
the  blastoderm  only  covers  a  portion  of  the 
yolk,  and  is  divided  orieinally  into  two  layers, 
where  the  Mnttodermujuit  divided  ioto  the  lower  oi  which  soon  splits  again  into  two, 
iti  two  invert,  so  that  three  separate  layers  of  cells  result.     In 

the  human  embryo  also  the  three  layers  of 
which  the  blastoderm  is  ultimately  composed  are  believed  to  originate  in  a  simi- 
lar manner,  though  no  direct  observations  have  hitherto  been  made  in  mamma- 
lia which  cover  the  whole  period  of  the  formation  of  the  blastodermic  membranes. 
But  in  both  classes  of  ova  they  consist  ultimately  of  three — the  external,  which 
used  to  be  called  the  serous  layer,  but  to  which  the  term  epillast  is  now  more 
commonly  applied ;  the  internal,  the  mucous  layer,  or  hypoblast ;  and  the  middle, 
which  is  believed  by  most  writers  to  be  originally  developed  by  cleavage  from 
the  hypoblast,  and  which  is  now  usually  called  the  mesoblast,  formerly  the  vas- 
cular layer.  The  precise  mode  of  formation  of  this  middle  layer  is,  however,  by 
no  means  exactly  made  out.  All  the  layers  consist  hitherto  of  nucleated  cells, 
in  which  up  to  this  time  no  special  arrangement  or  differentiation  is  jKrceptible. 
Observations  on  the  fowl's  egg,  however,  have  led  Foster  and  Balfour  to  the 
conclusion  that  the  cells  of  the  epiblast  are  the  direct  results  of  segmentation 
from  the  original  germ-cell,  while  those  of  the  hypoblast  and  mesoblast  are  de- 
rived from  certain  "formative  cells"  which  make  their  appearance  in  the  yolk 
cavity,  migrating  into  it  by  the  help  of  amceboid  movements  after  the  fashion 
of  white  blood -corpuscles. 

Fig.  65. 


Section  of  ahl*»loderm  at  right  anglea  to  th«  longnxlior  ' 
incubntlon  (from  Faittr  and  Balfour).  A,  epiblnit  formed  ol 
below  the  primitive  groove  ,  c,  hypoblaet  formed  of  one  layer  of  flattened  cella  |  pr,  primitive  groove  (  m* . 
m*>obl»»t  cell  [  M,  formative  crlla  In  the  «o-c*n«]  aegmentatlon  or  >iibgennlnal  eavlty.  (The  line  of  aeparn- 
tlon  between  the  cplblmt  and  meaoblaat  below  the  primitive  groove  la  too  itrongly  marked  In  the  figure.! 

The  epiblast  is  mainly  concerned  in  the  formation  of  the  external  cuticle  and 
of  the  nervous  centres.     From  it  proceed  all  the  epidermis  of  the  body  and  all 
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Fig.  66.1 


Diagrams  to  show  the  development  of  the  three  layers  of  the  blastodermic  membrane  on  transverse  sections. 
A,  portion  of  the  ovum  with  the  zona  pellucid*  and  the  germinal  area.  BCDEFO,  different  stages  of 
development,  o,  umbilical  vesicle,  a,  amnion,  i,  intestine,  j>,  peritoneal  cavity,  bounded  by  the  splanchno- 
plenral  and  somatopleural  layers  of  mesohlast.  1,  vitelline  membrane.  2,  external  blastodermic  layer.  3, 
middle  layer.  4,  internal  layer.  6,  medullary  laminae  and  groove.  5',  medullary  canal.  6,  epidermic  laminae. 
7,  lateral  flexures  of  the  amnion.  7',  the  same  almost  in  contact.  8,  internal  epithelial  layer  of  the  amnion. 
9,  epidermis  of  the  embryo.  10,  chorda  dorsalis.  11,  vertebral  laminae.  12,  protovertebrse  proper.  13,  mus- 
cular laminae.  14.  lateral  laminae.  16,  flbro-intestinal  laminae.  16,  cutaneous  laminae.  17,  internal  fibrous 
layer  of  the  umbilical  vesicle.  18,  musculnr  laminae  extending  to  meet  the  cutaneous.  19,  external  layer  of 
the  cutaneous  laminae.    20,  internal  layer  of  the  same.    21,  mesentery.    22,  fibrous  layer  of  the  intestine. 


1  The  dotted  lines  indicate  the  parts  belonging  to  the  internal  blastodermic  layer ;  the  plain 
lines  those  belonging  to  the  middle  ;  the  interrupted  lines  those  belonging  to  the  external.  The 
embryo  has  been  represented,  in  this  and  the  following  diagram,  lying  on" its  back.  The  natural 
position  is  generally  assumed  to  be  the  reverse. 
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the  involutions  of  the  epidermis  in  the  ducts  of  the  glands  and  of  the  mammae, 
the  brain,  the  spinal  cord,  and  the  portions  of  the  nose,  eye,  and  ear  which  are 
directly  formed  from  the  brain.  The  external  layer  of  the  amnion  is  also  formed 
from  the  epiblast,  and  probably  a  portion  of  the  chorion. 

The  hypoblast  ig  mainly  concerned  in  forming  the  internal  epithelium,  viz., 
that  of  the  whole  alimentary  passages,  except  the  mouth  and  a  small  portion  of 
the  rectum  near  the  anus  (which  are  formed  by  an  involution  of  the  integu- 
ment) ;  that  of  the  respiratory  tract,  which  is  originally  an  offset  from  the  ali- 
mentary canal ;  and  the  epithelium  of  all  the  glandular  organs  which  open  into 
the  internal  tract.  The  hypoblast  forms  also  the  deeper  layer  of  the  umbilical 
vesicle  and  allantois. 

All  the  rest  of  the  embryo  is  formed  from  the  mesoblast,  viz.,  all  the  vascular 
and  locomotive  system,  the  cutis,  all  the  connective  tissues,  the  nerves,1  and  the 
genito-urinary  organs,  through  the  Wolffian  bodies  and  other  temporary  foetal 
structures.  The  vascular  system  of  the  foetus  extends  to  the  yolk  and  the 
maternal  parts  along  the  umbilical  vesicle  and  allantois,  so  that  the  greater  part 
of  these  bodies  and  the  outer  layer  of  the  amnion  are  also  formed  out  of  the 
mesoblast.  The  foetal  portion  of  the  placenta,  being  essentially  a  vascular 
structure,  is  also  developed  from  the  mesoblast. 

The  method  of  formation  of  these  various  parts,  and  especially  the  mode  of 
conversion  of  the  mesoblast,  is,  however,  very  complicated. 

Germinal  area. — In  the  mass  of  nucleated  cells  into  which  the  yolk  becomes 
converted  during  the  formation  of  the  blastodermic  vehicle,  a  small  agglome- 
ration is  formed,  which  then  spreads  out  into  an  area  of  nucleated  cells,  from 
which  the  embryo  is  to  be  formed,  and  which  has  accordingly  received  the  name 
of  germinal  disk  or  area  gemiinativa.  In  this  portion  of  the  ovum  the  first  trace 
of  the  embryo  appears  as  a  faint  streak,  which  is  called  the  primitive  trace  or 
primitive  groove  (Fig.  65).  This  groove  first  deepens  into  a  furrow,  bounded  by  two 
plates — the  laminae  dorsales,  beneath  which  a  delicate  fibril  appears — the  chorda 
dorsalis  or  notochord — in  which  cartilage  can  very  early  be  recognized. 

The  chorda  dorsalis  and  the  laminae  dorsales  are  the  rudiments  of  the  vertebral 
column  and  canal. 

The  first  approaches  towards  a  definite  form  in  the  embryo  are  made  (1)  by 
the  development  of  the  rudimentary  spinal  column,  (2)  by  the  cleavage  of  the 
middle  layer  of  the  blastodermic  membrane,  from  which  a  part  of  that  column 
is  derived,  and  (3)  by  the  incurvation  of  the  column  at  its  cephalic  end  to  form 
the  brain  and  brain-case. 

The  heaping  up  of  the  epiblast  in  the  germinal  area  gives  rise  to  a  distinct 
longitudinal  streak,  which,  when  looked  at  from  above,  is  seen  to  be  constricted 
in  the  middle.  Soon  this  heaped-up  epiblast  constitutes  a  distinct  groove,  the 
sides  and  base  of  which  are  formed  of  epiblastic  cells  (Fig.  68  a).  The  margins 
of  the  groove  then  coalesce,  first  in  the  middle  of  the  embryo,  then  towards  the 
cephalic  end,  which  is  soon  seen  to  be  more  dilated  than  the  rest  and  to  pre 
sent  constrictions  dividing  it  imperfectly  into  three  chambers,  and  lastly  at  the 
caudal  extremity.  Thus  a  closed  tube  is  formed  lined  with  epiblast  and  having 
a  covering  of  the  same  membrane  (Fig.  68  b).  The  lining  of  the  tube  is  developed 
into  the  nervous  centres,  the  covering  into  the  epidermis  of  the  back  and  head. 
Below  this  primitive  cerebro-spinal  canal  lies  the  mesoblast,  and  from  this  are 
developed  (1)  a  continuous  rod-shaped  body  lying  below  the  primitive  groove, 
and  called  the  notochord]  (2)  on  either  side  a  substance  divided  into  a  number  of 
square  segments  (the  protovertebrse),  which  first  make  their  appearance  in  the 
region  which  afterwards  becomes  the  neck,  then  further  forwards  towards  the 
head,  and  afterwards  extend  along  the  body.  These  protovertebrre,  as  will  be 
explained  hereafter,  are  not  the  same  as  the  permanent  vertebras ;  but  they  arc 

1  In  the  spinal  nerves  the  part  which  is  in  connection  with  the  cord,  including  the  ganglia,  is 
formed  from  the  mesohlast,  according  to  the  most  recent  observations. 


BLASTODERM. 

Fig.  67.' 


Dlagnme  to  lhnw  the  derelopment  of  the  three  blaatodermle  layera  on  anteroposterior  aeetloni.  A.  per 
loo  of  ovum  with  (he  vitelline  membrane  nod  germlnM  an*.  BODEf,  Tarfoua  stages  or  development. 
Q,  ornm  la  the  uterus  and  formation  or  dtcldun.  1,  rltelllne  membrane.  9,  external  blaatodermle-  Infer,  f. 
reaknln  aeroaa.  t,  middle  blaatoderalo  layer.  4,  Internal  layer,  fi,  Teatige  or  the  future  embryo,  a,  cephalic 
Rexureofthe  amnion.  T,  sandal  flexure.  8,  (pot  where  the  amnion  and  re*  leu  la  senna  are  continuous.  I', 
pMterlor  nmblllcua.  », cardlao cavity.  10,  external  fibrous  I  aver  of  the  umbilical  vesicle.  11, external  flhroue 
layerof  the  amnion.  II,  Internal  layer  of  the  MaitodeMn  forming  the  Inteetlne.  IS,  14  external  layer  of  the 
■Una tola  extending  to  the  Inner  surface  of  the  vealeute  aeroaa.  IE,  the  name  now  completely  applied  to  the 
inner  surface  of  thevesloula  serosa.  16,  umbilical  oord.  IT,  umbilical  vepaela.  IS,  amnion.  IB,  chorion.  SO, 
fatal  placenta,    l),  mneoni  mambraneof  utarua.    S3,  maternal  placenta.   28,  deoldua  reBexa,    4.  muscular  wall 


1  The  siime  note  applies  to  this  as  to  the  preceding  diagram. 
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differentiated  partly  into  the  vertebras,  partly  into  the  muscles  and  true  skin, 
and  partly  into  the  roots 'and  ganglia  of  tin 


Tranaverae  lection  throngb  the  embryo«hick  before  and  some  time  after  tlie  cloture  of  the  medullary  canal, 
to  ihow  the  upward  and  downward  Inflection!  of  the  blaitoderm  (after  Renxk).  A,  at  tbeend  of  the  firetday- 
1,  notochord  ;  3,  primitive  groove  la  tbe  medullary  canal ;  3,  edge  of  the  doreal  lamina  ;  4  corncoua  layer  oi 
eplblaat;  6,  ntaoMut  divided  In  its  Inner  part  ;  a,  bypoblaM  or  epithelial  layer  i  7,  lection  orprotoTertebral 
plate.  B,  on  thethlrd  day  In  tbe  lumbar  region.  I,  notochord  In  Ita  ■heath  ;  *,  medullary  canal  now  eloaed 
tn  j  3,  icctlon  of  the  medullary  aubatanee  of  tbe  apinal  cord  ;  4,  eorneoui  layer;  b,  aonatopleure  of  tbe  meeo- 
blaat ;  {',  aplanchnopleure  (one  figure  la  placed  la  tbe  pleuro-pcrttoneal  cavity) ;  s,  hypoblaat  layer  In  tbe 
lateatlne  and  apreadlng  over  tbe  yolk ;  1X5,  part  of  the  fold  of  the  amnion  formed  by  eplblaat  and  somatopleure. 

On  cither  side  of  the  protovertcbra?,  the  myoblast  splits  into  two  layers,  the 
upper  of  which,  or  that  lined  by  epiblast,  is  called  somatopleure,  and  the  lower 
(lined  by  hypoblast)  splanchnopleure  (Fig.  68,  B,  5,  5').  From  the  former  the 
skeleton,  muscles,  and  true  skin  of  the  external  parts  of  the  body  are  derived  ; 
from  the  latter,  the  muscular  and  other  mesoblastie  portions  of  the  viscera. 
The  space  between  them  is  the  common  pleuro- peritoneal  cavity.  Whilst  the 
parictes  of  the  body  ore  still  unclosed,  this  common  peritoneal  cavity  is  con- 
tinuous with  the  space  between  the  amnion  and  chorion  as  seen  in  Fig.  66,  P. 

The  embryo,  which  at  first  Beems  to  be  a  mere  streak,  extends  longitudinally 
and  laterally.  As  it  grows  forwards  it  becomes  remarkably  curved  on  itself 
(cephalic  flexure),  and  a  smaller  but  distinct  flexure  takes  place  at  the  binder 
end  (caudal  flexure).  At  the  same  time  the  sides  of  the  embryo  grow  and 
curve  towards  each  other,  so  that  the  embryo  is  aptly  compared  to  a  canoe 
turned  over  (see  Fig.  69).  The  well  of  the  canoe  opens  freely  into  the  cavity 
of  the  yolk-sac.  Its  walls  are  of  course  formed  by  the  three  blastodermic 
membranes,  and  at  the  point  where  the  well  commences  (the  future  umbilicus) 
the  outer  (epiblast),  lined  by  the  somatopleural  layer  of  mesoblast,  turns  back 
over  the  canoe  on  all  sides  till  the  folds  meet  at  the  point  opposite  the  umbilicus: 
then  the  two  sides  communicate  with  each  other,  and  thus  a  closed  serous  sac, 
the  amnion,  is  formed  (Fig.  69).  Meanwhile  the  yolk-sac  communicates  freely 
with  the  interior  of  the  embryo,  through  the  large  opening  which  afterwards 
becomes  the  umbilicus,  and  which  we  have  likened  to  the  well  of  the  ennoe 
(Fig.  66,  b,  c);1  and  through  this  opening  the  internal  blastodermic  membrane 
and  the  internal  or  splanclmopleural  division  of  the  mesoblast  pass  out.  In 
those  animals  which  have  no  amnion,  all  three  layers  pass  over  the  yolk-sac; 
but  where  the  amnion  exists  it  separates  the  external  blastodermic  layer  from 
the  yolk-sac  or  umbilical  vesicle,  as  shown  in  the  figures.  This  umbilical  vesicle 
is  therefore  at  first  a  mere  part  of  the  general  cavity  of  the  yolk,  partly  enclosed 
by  the  embryo;  but  as  the  latter  grows  round  on  all  sides  towards  the  umbilical 
aperture,  the  yolk-sac  becomes  distinguished  into  two  portions,  one  lying  inside 
the  embryo  and  forming  a  portion  of  the  intestinal  cavity  (out  of  which  the 
student  must  remember  the  bladder  is  also  formed),  and  therefore  forming  a 
part  of  the  body  of  the  foetus,  and  the  other  lying  external  to  the  body,  and 

1  The  stndeni  wijl  remember  thnt  in  Fiji*.  66,  61.  the  embryo  is  rppreftfmted  M  lying:  on  its 
hack  :  bat  the  position  in  which  the  spinal  column  is  highest  is  'usually  described  as  the  natural 
one,  as  in  Fig.  69. 
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remaining  therefore  as  a  part  of  what  is,  in  a  more  restricted  sense,  the  ovum. 
The  two  parts  communicate  by  a  passage — the  omphalomesenteric  duct — the 
destination  of  which  will  be  pointed  out  presently.  The  extraembryonic  portion 
of  the  umbilical  vesicle  is  of  small  importance  and  very  temporary  duration  in 
the  human  subject.  It  is  the  seat  of  the  earliest  circulation,  but  is  early  replaced 
in  that  capacity  by  the  allantois,  which  becomes  the  great  bond  of  vascular 
■  connection  between  the  embryo  and  the  uterine  tissues,  as  will  be  explained 
presently.  As  the  arteries  developed  in  the  middle  blastodermic  layer  grow, 
"they  cover  the  umbilical  vesicle,  forming  the  vascular  area,  the  chief  vessels  of 
which  are'  the  omphalomesenteric,  two  in  number.  The  vessels  of  this  area 
appear  to  absorb  the  fluid  of  the  umbilical  vesicle,  which  dries  up  into  a  disk- 
like  body  attached  to  the  amnion,  and  having  no  further  function.  The  activity 
of  the  umbilical  vesicle  ceases  about  the  same  time  {fifth  or  sixth  week)  aa  the 
allantois  is  formed.  In  fact,  the  umbilical  vesicle  provides  nutrition  to  the 
ftetus  from  the  ovum  itself,  while  the  allantois  is  the  channel  whereby  nutrition 
is  conveyed  to  it  from  the  uterine  tissues.  The  umbilical  vesicle,  however,  is 
visible,  containing  fluid,  up  to  the  fourth  or  fifth  month,  between  the  amnion 
and  the  chorion,  with  its  pedicle  and  the  omphalomesenteric  vessels.  The  latter 
vessels  then  become  atrophied,  as  the  functional  activity  of  the  body  with  which 
they  are  connected  ceases. 

The  Amnion.  The  first  step  towards  a  clear  understanding  of  the  development 
of  the  embryo  is  to  have  a  proper  conception  of  the  method  and  the  object  of 
the  formation  of  the  amnion  and  of  the  cleavage  of  the  blastoderm  (its  middle 
layer)  into  two  portions  at  the  unclosed  portion  of  the  embryo.  The  object  of 
this  cleavage  is  to  form  the  common  pleuro-peritoneal  cavity,  and  to  conduct 
out,  along  the  umbilical  vesicle  and  the  allantois,  the  vessels  by  which  the  vital 
vascular  connection  between  the  fcetus  and  the  ovum  or  the  mother  is  to  be 
established. 

Fig.  69. 
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The  amnion  is  the  membrane  which  immediately  surrounds  the  embryo.  It 
B  of  small  size  at  first,  but  increases  considerably  towards  the  middle  of  preg- 
nancy, as  the  fcetus  acquires  the  power  of  independent  movement.  Its  cavity 
ia  occupied  by  a  clear  serous  fluid,  the  liquor  amnii,  which  contains  about  1  per 
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cent,  of  solid  matter,  albumen  with  traces  of  urea.  The  quantity  of  this  fluid 
increases  up  to  about  the  sixth  month  of  pregnancy,  after  which  it  diminishes 
somewhat.  The  use  of  the  amnion  is  believed  to  be  chiefly  to  allow  of  the 
movements  of  the  foetus  in  the  later  stages  of  pregnancy,  though  it  serves  no 
doubt  other  purposes  also.  Its  external  layer,  derived  from  the  mesoblast,  is 
now  described  as  being  muscular,  at  least  as  displaying  rhythmic  contractions 
during  life.     The  internal  layer  is  derived  from  the  epiblast. 

The  amnion  is  thus  formea.  As  the  embryo  grows  it  becomes  curved  in  front 
and  behind — the  cephalic  and  caudal  flexures;  and  as  these  flexures  increase 
they  pucker  up  the  embryo  towards  a  wide  opening  or  dehiscence  below,  the 
situation  of  the  future  umbilicus.  The  embryo  also  curves  over  laterally  towards 
the  same  point.  The  external  blastodermic  layer  (epiblast)  is  reflected  at  the 
flexures  01  the  embryo,  in  the  manner  shown  in  Fig.  67,  from  the  body  of  the 
embryo  on  to  the  umbilical  vesicle  and  allantois.  As  the  allantois,  at  least  its 
vascular  portion,  extends  over  the  whole  yolk-sac,  to  line  the  chorion  internally, 
it  carries  the  amnion  with  it  until  its  caudal  and  cephalic  portions  come  into 
contact  (at  a',  Fig.  69),  meet,  and  coalesce,  forming  a  simple  closed  cavity.  This 
internal  or  epithelial  lining  of  the  amnion  derived  from  the  epiblast  is  coated 
over  by  a  fibrous  (or  muscular?)  layer,  which  is  furnished  by  the  somatopleural 
part  oi  the  mesoblast,  as  above  explained  and  figured. 

The  amnion  is  destitute  of  vessels.  It  is  exclusively  a  foetal  structure,  and 
in  no  obvious  connection  with  the  parts  which  are  truly  uterine. 

The  part  of  the  amnion  which  was  at  first  in  contact  with  the  chorion  (and 
which  is  shown  in  Fig.  69  by  the  dotted  line  on  either  side  of  a!)  is  called  the 
"  false  amnion,"  or  vesicula  serosa.  When  the  amniotic  folds  come  together  and 
communicate,  this  is  entirely  separated  from  the  amnion  proper,  and  is  either 
obliterated  or  takes  a  share  in  the  development  of  the  chorion.  In  mammals  the 
epiblast  only  is  believed  to  be  concerned  in  the  formation  of  the  false  amnion. 

The  Allantois  is  the  chief  agent  of  the  early  circulation,  i.  e.,  the  duct  or  tract 
along  which  the  vessels  extend  which  convey  the  blood  of  the  embryo  to  the 
foetal  chorion,  where  it  is  exposed  to  the  influence  of  the  maternal  blood  circu- 
lating in  the  decidua  or  uterine  portion  of  the  chorion,  from  which  it  imbibes 
the  materials  of  nutrition,  and  to  which  it  gives  up  those  matters  which  are 
necessary  for  its  purification.  The  alantois  is  formed  by  a  projection  of  the 
internal  germinal  layer  (hypoblast),  taking  with  it  the  splanchnopleural  layer 
of  the  mesoblast,  in  which  latter  the  vessels  are  formea  which  constitute  its 
most  important  part.  It  is  at  first  a  mere  hollow  projection  out  of  the  common 
intestinal  cavity  (Fig.  67  c),  but  it  soon  extends  into  and  through  the  pleuro- 
peritoneal  space  till  it  meets  with  the  primitive  chorion,  and  to  this  it  contributes 
its  essential  foetal  portion,  the  fibrous  or  vascular  layer  of  the  allantois.  The 
epithelial  or  internal  portion  of  the  allantois,  formed  by  the  hypoblast,  is  hollow, 
and  is  usually  stylea  the  allantoic  vesicle.  The  part  of  the  allantoic  vesicle 
outside  the  embryo  soon  withers  and  disappears  in  the  human  foetus,  while  the 
vascular  part  grows  and  develops  into  the  umbilical  cord.  The  part  of  the 
allantois  internal  to  the  embryo  forms,  or  contributes  to  form,  the  bladder  below, 
while  its  upper  portion  becomes  impervious,  and  is  called  the  urachus. 

In  the  embryos  of  those  animals  in  which  the  whole  yolk-sac  is  taken  up  into 
the  body  of  the  embryo,  there  is  no  amnion  and  no  allantois ;  but  whenever 
the  amnion  is  formed  an  allantois  is  also  formed.  In  the  former  case  the  embryo 
is  nourished  directly  by  transudation  into  the  yolk.  In  the  latter  the  yolk  is 
of  subordinate  importance ;  the  foetus  deriving  its  nourishment  from  the  uterus 
through  the  vascular  connection  established  between  the  allantois  and  decidua, 
or  later  between  the  foetal  elements  of  the  placenta,  derived  from  the  allantois, 
and  the  maternal,  derived  from  the  decidua. 

The  Chorion.  At  the  time  we  have  just  been  speaking  of,  the  envelope  of 
the  ovum  consists  externally  of  the  vitelline  membrane,  lined  internally  by  the 
amnion.  The  allantois,  or  rather  the  fibro-vascular  portion  of  the  allantois, 
grows  in  between  these  two  membranes,  applies  itself  to  the  vitelline  membrane, 
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and  forms  with  it  the  fcetal  portion  of  the  chorion.1  Between  this  membrane 
and  the  amnion  there  is  a  space  (Fig.  67)  which  is  described  by  Dalton  as  occu- 
pied by  a  semi-fluid  gelatinous  material,  somewhat  similar  to  that  of  the  vitreous 
body  of  the  eye,  and  a  similar  material  forma  the  bulk  of  the  umbilical  cord.  The 
umbilical  vesicle,  as  is  seen  in  the  figures,  lies  in  this  space,  which  is  the  primitive 
pie urc- peritoneal  cavity,  or  interval  between  the  sornato-pleural,  and  splanchno- 
pleural  layers  of  the  mesoblast.  Soon  the  surface  of  the  fcetal  chorion  shows 
villous  processes,  from  which  circumstance  it  is  known  as  the  "  shaggy  chorion." 

Pig.  70. 


Magnified  view  of  tha  human  embryo  of  four  nrki  with  the  memhranee  opened  (from  Lelahman  after 
Uotte).  y,  the  umbilical  reticle  with  tha  omphalomesenteric  » eaielB,  c,  and  Iti  Ion);  tubular  attachment  to 
the  Inteettne ;  c,  the  villi  of  the  chorion  ;  m,  the  amnion  opened  ;  u,  cul-de-aac  of  the  allantol*.  and  on  each 
tide  or  thla  the  umbilical  veaaeli  panlng  nut  to  the  chorion  [  a,  tn  the  embryo,  the  eye  ;  e.  the  par  vealcle;  a, 
er  limb ;  w,  Wolffian  body.  In  front  of  which  the  meer ntery  and 

These  villi  are  projections  formed  to  receive  the  outgrowths  of  the  fcetal 
vessels ;  but  the  villi  are  formed  before  they  receive  any  vessels,  and  are  at  first, 
as  figured  by  Dalton,*  mere  cellular  fingers  or  processes,  likened  by  him  to  the 


it  m  believed  by  others  to  be  developed  from  the  epiblast  reflected  over  that  membrane.  A 
reference  to  figs,  66, 69,  will  show  the  atudent  how  easily  Ihe  vitelline  membrane  may  receive  a 
coming  of  epiblagt  in  an  early  period  ;  and  the  point  can  hardly  be  settled  Tor  the  human  ovum, 
eacept  by  inference  from  observations  on  lower  animals,  and  such  observations  are  rendered 
uncertain  in  consequence  of  the  immature  condition  of  the  ovnm  at  this  period.  Foster  and 
Btlfnnr  say  on  this  point,  "The  false  amnion  either  coalesces  with  the  vitelline  membrane,  in 
contact  with  which  it  lies,  or  else  replaces  it.  and  in  the  later  days  of  incubation  is  known  as  the 
chorion."  These  authors  therefore  trace  epiblaatic  elemeuts  into  the  chorion,  and  possibly  meso- 
blutic  also,  in  the  chick. 
1  Dillon's  "  Physiology,"  5th  ed  p.  630. 
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tufts  of  seaweed.  Into  these  tufts  the  growing  vessels  of  the  allantois  with  their 
connective-tissue  envelope  project.  These  villi  cover  at  first  the  whole  surface 
of  the  chorion ;  but  as  development  progresses  and  the  placenta  is  about  to  be 
formed,  by  which  the  extent  of  the  attachment  of  the  ovum  to  the  uterine  walls 
is  to  be  limited  (whilst  the  energy  of  its  nutrition  is  no  doubt  to  be  indefinitely 
increased),  the  villi  disappear  over  the  rest  of  the  chorion,  and  are  confined  to 
that  part  only  which  is  to  form  the  foetal  portion  of  the  placenta. 

The  Decidua.  The  growth  of  the  chorion  and  placenta  can  only  be  under- 
stood by  tracing  the  formation  of  the  decidua. 

The  decidua  (Figs.  67,  71)  is  formed  from  the  mucous  membrane  of  the  uterus. 
Even  before  the  arrival  of  the  fecundated  ovum  in  the  uterus,  the  mucous  mem- 
brane of  the  latter  becomes  vascular  and  tumid,  and  when  the  ovum  has  reached 
the  uterus,  it  is  embedded  in  the  folds  of  the  mucous  membrane,  which  overlap, 
and  finally  completely  encircle  the  ovum.  Thus  two  portions  of  the  uterine 
mucous  membrane  (decidua)  are  formed — viz.  that  which  coats  the  muscular 
wall  of  the  uterus,  decidua  vera,  and  that  which  is  in  contact  with  the  ovum, 
decidua  reflexa.  The  decidua  does  not  extend  into  the  neck  of  the  uterus,  which 
after  conception  is  closed  by  a  plug  of  mucus.  The  decidua  vera  is  perforated 
by  the  openings  formed  by  the  enlarged  uterine  glands,  which  become  much 
hypertrophied  and  developed  into  tortuous  tubes.  It  contains  at  a  later  period 
numerous  arteries  and  venous  channels,  continuous  with  the  uterine  sinuses,  and 
it  is  from  it  that  the  uterine  part  of  the  placenta  is  developed.  The  portion  of 
the  decidua  vera  which  takes  part  in  tne  formation  of  the  placenta  is  called 
"decidua  serotina." 

The  decidua  reflexa  is  shaggy  on  its  outer  aspect,  but  smooth  within.  The 
vessels  which  it  contains  at  first  disappear  after  about  the  third  month ;  about 
the  fifth  or  sixth  month  the  space  between  the  two  layers  of  the  decidua  dis- 
appears, and  towards  the  end  of  pregnancy  the  decidua  is  transformed  into  a 
thin  yellowish  membrane,  which  constitutes  the  external  envelope  of  the  ovum. 

Much  additional  interest  has  been  given  to  the  physiology  of  the  decidua  by 
the  fact,  which  seems  to  be  now  established  by  the  researches  of  Dr.  John  Williams, 
that  every  discharge  of  ova  is,  as  a  rule,  accompanied  by  the  formation  of  a 
decidua,  and  that  the  essence  of  menstruation  consists  in  the  separation  of  a 
decidual  layer  of  mucous  membrane  from  the  uterus. 

The  Placenta  is  the  organ  by  which  the  connection  between  the  foetus  and 
mother  is  maintained,  and  through  which  blood  reaches  the  foetus  and  is  returned 
to  the  uterus.  It  therefore  subserves  the  purposes  both  of  circulation  and  respi- 
ration. It  is  formed  of  two  parts,  as  already  shown — viz.,  the  maternal  portion 
which  is  developed  out  of  the  decidua  vera  (serotina),  and  the  foetal  placenta 
formed  by  the  villous  chorion.  Its  shape  in  the  human  subject  is  that  of  a  disk, 
one  side  of  which  adheres  to  the  uterine  walls,  while  the  other  is  covered  by 
the  amnion.  The  villi  of  the  chorion  (or  foetal  placenta)  gradually  enlarge, 
forming  large  projections — "  cotyledons" — which  each  contain  the  ramifications 
of  vessels  communicating  with  the  umbilical  arteries  and  veins  of  the  foetus. 
These  vascular  tufts  are  covered  with  epithelium,  and  project  into  corresponding 
depressions  in  the  mucous  membrane  of  the  uterine  walls.  The  maternal  portion 
of  the  placenta  consists  of  a  large  number  of  cells  formed  by  an  enlargement 
of  the  vessels  of  the  uterine  wall,  and  conveying  the  uterine  blood  into  close 
proximity  to  the  villi  of  the  foetal  placenta,  which  dip  into  these  cells.  The 
interchange  of  fluids,  necessary  for  the  growth  of  the  foetus,  and  for  the  depura- 
tion of  the  blood,  takes  place  through  the  walls  of  these  villi,  but  there  is  no 
direct  continuity  between  the  maternal  and  foetal  vessels.  The  arteries  open 
into  the  placental  cells  somewhat  after  the  manner  of  the  erectile  tissue.  The 
veins  anastomose  freely  with  one  another,  and  give  rise  at  the  edge  of  the 
placenta,  to  a  venous  channel  which  runs  around  its  whole  circumference — the 
placental  sinus. 

The  Umbilical  Cord  appears  about  the  end  of  the  fifth  month  after  pregnancy. 
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It  consists  of  the  coils  of  two  arteries  Fig 

(umbilical)  and  a  single  vein,  united 
together  by  a  gelatinous  mass  (gelatin 
of  Wharton)  contained  in  the  cells  of 
an  areolar  structure.  There  are  origi- 
nally two  umbilical  veins,  but  one  of 
these  vessels  becomes  obliterated,  as 
.  do  also  the  two  omphalomesenteric 
arteries  and  veins,  and  the  duct  of  the 
umbilical  vesicle,  all  of  which  are 
originally  contained  in  the  rudimentary 
cord.  The  permanent  structures  of  the 
cord  are  therefore  those  furnished  by 
the  allantois. 

Growthofthe  Embryo.  Theyoungest 
human  embryos  which  have  been  met 
with  are  two  described  by  Dr.  A.  Thom- 
son in  the  "  Edin.  Med.  and  Surg. 
Journal,"  1839,  and  in  his  paper  refer- 
ences to  the  other  extant  descriptions 
of  early  ova  will  be  found.  The  ova  in 
question  were  believed  to  be  of  the  ages 
resp3ctively  of  twelve  to  fourteen  days, 
and  about  fifteen  days.1  The  figures 
are  here  reproduced.  The  earliest 
ovum  (Fig.  72)  was  ^„  of  an  inch  in 
diameter,  when  freed  from  some  adhe- 
rent decidua.  The  chorion  presented 
a  slightly  villous  appearance,  and  con-  ta  ^'°J 
sisted  only  of  one  layer  of  membrane,  neck  of 
On  opening  it  the  umbilical  vesicle  and  ™«i  <• 
embryo  were  found  not  to  fill  its  cavity  ^'"JJ?,* 
completely.  The  embryo  was  a  line  in  wflwiio' 
length,  and  nearly  j*„  of  an  inch  in  deeidu* 
thickness.  The  chorion  was  united  to  ",erlne» 
the  embryo  and  umbilical  vesicle  by  ^,th  ,h) 
a  thin  tenacious  web  of  albuminous  decidual 
filaments,  formed  probably  by  coagu- 
lation in  the  spirit  in  which  it  had  been  kept.  There  were  no  vessels  on  the 
umbilical  vesicle.  The  abdomen  of  the  embryo  presented  no  appearance  of 
intestine,  but  merely  a  long  shallow  groove,  forming  a  common  cavity  with  the 
yolk-sac.  Around  this  intestinal  groove  the  germinal  membrane  was  continuous 
with  that  on  the  surface  of  the  yolk-sac.  One  extremity  of  the  embryo, 
probably  the  cephalic,  wa3  enlarged,  but  this  the  author  believed  to  be  acci- 
dental. A  more  opaque  and  expanded  portion  between  the  cephalic  extremity 
and  the  surface  of  the  yolk-sac  appeared  to  him  to  indicate  the  rudimentary  heart. 

The  second  embryo  (Figs.  73,  74)  was  in  a  slightly  more  advanced  condition. 
In  it,  as  in  the  former,  the  amnion  and  allantois  were  not  found,  though  the 
adhesion  of  the  embryo  by  its  dorsal  aspect  to  the  inner  side  of  the  chorion 
renders  it  probable  that  the  amnion  was  formed.  The  cephalic  and  caudal  ex- 
tremities could  be  easily  distinguished ;  the  vertebral  groove  appeared  to  be 
open  in  its  whole  extent ;  there  was  a  more  perfect  intestinal  groove  than  in  the 
former  case,  and  there  was  an  irregular -shaped  mass  between  the  yolk  and  the 

1  For  the  data  on  which  these  calculations  are  founded,  the  reader  is  referred  to  the  original 
paper. 
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Development  of  the  Palate.  The  buccal  cavity  is  at  first  common  to  the  mouth 
and  nose.  Then  a  lamella  is  given  oft'  from  the  superior  maxillary  tuberosity 
on  either  side,  which  is  directed  horizontally  inwards.  These  two  palatine 
lamellae  meet  in  the  median  line,  in  front,  about  the  eighth  week,  and  by  the 
ninth  week  the  septum  should  be  complete.  The  superior  maxillary  bones  pro- 
per and  the  soft  parts  covering  them,  unite  at  an  early  period  with  the  incisive 
bone,  and  the  median  portion  of  the  lower  lip.  The  olfactory  fossae  open  into 
the  upper  (respiratory)  portion  of  the  cavity,  forming  the  nostrils.  The  student 
will  notice  that  the  various  forms  of  hare-lip  correspond  to  various  interruptions 
of  the  process  of  union ;  thus  the  ordinary  single  hare-lip  on  one  side  of  the 
median  line  results  from  the  mere  absence  of  union  on  that  side  between  the  soft 
parts  which  cover  the  incisive  bone  and  those  connected  with  the  proper  supe- 
rior maxillary ;  if  this  occurs  on  both  sides,  we  have  the  simplest  form  of  double 
hare-lip ;  if,  besides  this,  the  intermaxillary  bone  remains  ununited,  it  usually  is 
carried  forward  at  the  end  of  the  vomer,  forming  the  double  hare-lip,  compli- 
cated with  projection  of  the  intermaxillary  bone  ;  if,  added  to  this,  the  palatine 
lamellae  also  remain  ununited,  we  have  the  complete  degree  of  fissured  palate 
and  hare-lip.  Fissure  of  the  soft  palate  only,  or  of  the  soft  and  a  portion  of  the 
hard,  represent  various  degrees  of  non-union  of  the  palatine  lamellae. 

Development  of  the  Nervous  Centres.  The  medullary  groove  already  described 
(p.  98)  presents  about  the  third  week  three  dilatations  at  its  upper  part,  sepa- 
rated by  two  constrictions,  and  at  its  posterior  part 
another  dilatation  called  the  rhomboidal  sinus.  Soon 
afterwards  the  groove  becomes  a  closed  canal  (medul- 
lary canal),  and  a  soft  blastema  is  deposited  in  it, 
which  lines  it,  corresponding  to  its  dilatations,  and, 
like  it,  assuming  a  tubular  form.  This  is  the  rudiment 
of  the  cerebro-spinal  axis.  As  the  embryo  grows,  its 
cephalic  part  becomes  more  curved,  and  the  three  dila- 
tations in  the  anterior  end  of  the  primitive  cerebro- 
spinal axis  become  vesicles  distinctly  separated  from 
each  other  (Fig.  79).  These  are  the  cerebral  vesicles 
L  JM    ,     Al      m  3  — anterior,  middle,  and  posterior.     The  anterior  cere- 

Lonirttudinal  section  of  the  head     i       i  •   i     /  «A       A i      A    xi_  •  •    j  *A      i_   i  a-l 

of  an  embryo  four  weeks  old,  seen  br.al  vesicle  (situated  at  this  period  quite  below  the 
from  the  inside.  i,  ocular  vesicle,  middle  vesicle)  is  the  rudiment  of  the  lateral  and  third 
a,  optic  nerve  flattened  out.  s,  fore    ventricles,  and  of  the  parts  surrounding  them — viz., 

^£T7££E£  t.  ihe.    0Brebn'1    kemispW    optic    thalami    corpora 

after  brain.  8f  anterior  portion  of  striata,  corpus  callosum,  fornix,   and  all  the  parts 

the  tentorium  cerebeiii.  »,  its  late-  which  form  the  floor  of  the  third  ventricle.     The 

rai  portion  intervening  between  m\^\e  vesicle  represents  the  aq ueduct  of  Sylvius  with 

Nob.  4  and  6.    10,  the  pharyngeal       ,  j    •  •  j\i  J  i_    •       mi 

curve,  bent  into  a  cui-de«oc.  n,the  the  corpora  quadngemma,  and  the  crura  cerebri.  The 
auditory  vesicle.  posterior  vesicle  is  developed  into  the  fourth  ventricle, 

and  its  walls  form  the  cerebellum,  pons  Varolii,  me- 
dulla oblongata,  and  parts  in  the  floor  of  the  fourth  ventricle.  The  anteropos- 
terior fissure  which  indicates  the  division  of  the  brain  into  two  halves  appears 
early,  and  the  primary  anterior  and  posterior  cerebral  vesicles  are  also  soon 
divided  by  a  transverse  fissure  into  two  parts,  so  as  to  constitute  five  permanent 
rudiments  of  the  brain  and  medulla  oblongata.  The  middle  primary  vesicle  re- 
mains undivided. 

The  anterior  part  of  the  anterior  cerebral  vesicle  (Vorderhirn,  fore-brain,  pros- 
goes  by  its  lingual  portion  to  the  hyoid  arch,  while  its  pharyngeal  partis  distributed  to  the  thyro- 
hyoid. 

The  theory  is  a  beautiful  one,  and  the  method  of  inquiry  most  fruitful  in  promise  for  the  higher 
anatomy,  which  aims  at  uniting  into  one  plan  all  the  various  forms  of  ova  and  the  animals  devel- 
oped from  them  ;  hut  as  yet  it  is  hardly  sufficiently  established  in  fact  to  be  made  a  necessary 
part  of  scholastic  teaching. 
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encephalon)  constitutes  the  cerebral  hemispheres,  corpus  callosum,  corpora 
striata,  fornix,  lateral  ventricles,  and  olfactory  nerves.  These  parts  lie  at  first 
quite  covered  and  concealed  by  those  formed  from  the  middle  vesicle,  and  by 
tne  optic  thalami,  which,  with  the  optic  nerves,  the  third  ventricle,  and  the  parts 
in  its  floor,  are  furnished  by  the  posterior  portion  of  the  anterior  vesicle  (Zwisch- 
enhirn,  intermediary  brain,  thalamencephalon).  By  the  third  month,  how- 
ever, the  hemispheres  have  risen  above  the  optic  thalami,  and  by  the  sixth 
month  above  the  cerebellum.  Fissures  are  seen  on  the  surface  of  the  hemi- 
sphere at  the  third  month,  but  all  except  one  disappear.  This  one  persists,  and 
forms  the  fissure  of  Sylvius.  The  permanent  fissures  for  the  convolutions  do 
not  form  till  about  the  seventh  or  eighth  month.  The  middle  cerebral  vesicle 
(Mittelhirn,  middle  brain,  mesencephalon)  is  at  first  situated  at  the  summit  of 
the  angle  shown  on  Fig.  79.  Its  surface,  at  first  smooth,  is  soon  divided  by  a 
median  and  transverse  groove  into  four  tubercles  (tubercula  quadrigemina), 
which  are  gradually  covered  in  by  the  growth  of  the  cerebral  hemispheres.  The 
cavity  diminishes  as  its  walls  thicken,  and  contracts  to  form  the  aqueduct  of 
Sylvius.  The  crura  cerebri  are  also  formed  from  this  vesicle.  The  third  pri- 
mary cerebral  vesicle  is  divided  at  an  early  period  (between  the  ninth  and 
twelfth  week)  into  two,  the  anterior  part  (Hinterhirn,  hinder  brain,  epcncephalon) 
forming  the  cerebellum,  and  a  membrane  (membrana  obturatrix),  which  closes 
the  upper  part  of  the  fourth  ventricle,  and  which  disappears  as  development 
progresses ;  its  posterior  part  (Nachhirn,  after-brain,  metencephalon)  forms  the 
medulla  oblongata,  with  the  restiform  bodies  and  auditory  nerves.1 

The  development  of  the  pituitary  body  has  of  late  received  much  attention,  and 
important  questions  of  morphology  are  connected  with  this  body.  The  descrip- 
tion which  is  now  accepted  regards  the  pituitary  body  as  the  place  of  meeting  of 
the  epiblast,  hypoblast,  and  mesoblast  at  the  extremity  of  the  notochord  and  as 
containing  ruaiments  from  each  of  these  sources,  or  at  least  from  the  epiblast 
and  hypoblast,  for  the  mesoblastio  elements  derived  from  the  chorda  dorsalis  are 
now  said  early  to  become  displaced  and  to  disappear. 

At  the  point  where  the  notochord  terminates  anteriorly  the  medullary  layer 
of  the  epiblast  is  reflected  downwards  to  form  a  little  pouch  (t/,  Fig.  80)  of  nervous 
substance,  the  infundibulum.  At  the  same  time  the  hypoblast  passes  upwards  from 
the  pharynx,  or  upper  end  of  the  primitive  intestine,  to  form,  along  with  the 
corneous  layer  of  the  epiblast,  a  similar  pouch,  which  becomes  closed  and  con- 
verted into  a  closed  glandular  body,  the  glandular  part  of  the  pituitary  body,  or 
hypophysis.  The  end  of  the  notochord  would  lie  at  first  between  these  two  parts 
of  the  pituitary  body;  but  it  is  believed  that,  as  the  hopophysis  becomes  closed 
off  ana  separated  from  the  pharynx,  the  two  parts  of  the  pituitary  body  are 
carried  backwards  and  upwards  from  oft*  the  end  of  the  notochord,  so  as  to  leave 
the  latter  stranded  as  it  were  below  the  pituitary  fossa.     Others  refer  the  hypo- 

1  The  above  forms  a  short  abstract  of  the  facts  hitherto  observed  relative  to  the  development 
of  the  brain.  But  a  very  interesting  series  of  lectures  recently  delivered  by  Mr.  Callender  at  the 
College  of  Surgeons  gives  a  different  account  of  the  subject  in  some  important  particulars.  Thus 
Mr.  Callender  lays  very  great  stress  on  the  pineal  and  pituitary  bodies  in  the  course  of -the 
development  of  the  brain,  classing  them  as  the  great  centres  uround  which  the  organs  are  grouped, 
and  by  which  their  position  is  determined.  The  pituitary  body  is  anchored,  as  it  were,  at  the 
base  of  the  brain,  just  in  front  of  the  spot  where  tne  notochord  terminates  anteriorly,  while  the 
pineal  body  in  anchored  origiually  at  the  upper  part  of  the  future  brain,  near  the  bend  of  the  head 
(about  No.  9,  Fig.  79).  The  two  are  connected  together  by  a  tract  of  tissue,  and  tne  pineal  centre 
gets  covered  in  by  the  "mantles"  or  embryonal  hemispheres,  while  the  pituitary  centre  retain* 
nearly  its  relative  position.  Another  important  difference  in  Mr.  Callender's  from  the  previous 
accounts  is  that  he  describes  the  permanent  fissures  in  the  lower  part  of  the  brain  as  appearing 
much  earlier  than  has  been  previously  believed  (as  early  as  ten  to  twelve  weeks),  and  says  that 
the  obliteration  of  these  figures  is  apparent  only,  and  due  to  their  being  covered  in  and  concealed 
by  the  tissue  which  is  growing  up  to  form  the  convoluted  surface  of  the  upper  portion  of  the 
hemispheres,  but  -that  they  are  really  permanent,  and  that  their  identity  with  the  fissures  in  the 
base  of  the  adult  brain  can  be  verified.  For  many  interesting  details  as  to  the  growth  of  various 
parts  of  the  brain  we  must  refer  to  the  published  lectures  in  Brit.  Med.  Journ.,  June,  1874. 
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physal  port  of  the  pituitary  body  to  epiblastic  elements  derived  from  the  buccal 
part  of  tlie  epiblast  only,  and  bo  connect  its  development,  not  with  the  pharynx, 
but  with  the  mouth  and  the  anterior  portion  of  the  skull.  The  question  is  an 
obscure  one,  but  its  main  interest  is  to  remind  the  student  that  this  peculiar 
appendage  to  the  brain  forms,  in  an  early  condition  of  the  fcetus,  the  meeting- 
point  of  the  portions  of  the  ovum  from  which  the  nervous  centres,  the  alimentary 
canal,  the  mouth,  and  the  base  of  the  skull  arc  developed ;  and  that  its  develop- 
ment has  some  connection,  as  yet  imperfectly  understood,  with  that  of  these,  or 
some  of  these,  great  sections  of  the  body. 

Pig.  80. 
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il  section  of  the  head  la  early  embryos  of  the  rabbit.  Magnified  (from  Mlhaltorlcs).  A,  from  an 
ibryo  of  six  millimetres  long.  V,  vertical  section  of  tho 
fee,  from  an  embryo  sixteen  millimetres  long.  In  A,  the 
-.anterior  cerebral  vesicle  [  mc,  meso-cerebrutn  i  sto,  mr- 
iry  layeri  (/",  Infundlbulumi  am,  amnion  ;  Mpt,  spheno 
no-occlnltal  parts  of  the  bMlscranil;  ft,  heart)  /.anterior 
log  (later)  of  the  fauces ;  i,  cephalic  portion  of  primitive 
e  Involuted  part  of  the  pituitary  body  (jijr) ;  cn.notoclionl ; 
pa.  pharym. 

When  the  medullary  groove  is  closed,  the  fcctal  spinal  marrow  at  first  occu- 
pies the  whole  of  the  canal  so  formed.  It  presents  at  first  a  large  central  canal, 
which  gradually  contracts,  and  in  after  life  is  no  longer  perceptible  to  the 
eye,  though  it  is  still  visible  on  microscopic  sections  (p.  08).  After  the  fourth 
month  the  spinal  column  begins  to  grow  in  length  more  rapidly  than  the 
medulla,  so  that  the  latter  no  longer  occupies  the  whole  canal.  The  ganglia  and 
anterior  roots  of  the  nerves  are  perceptible  at  the  fourth  week,  the  posterior 
roots  at  the  sixth.     The  cord  is  composed  at  first  entirely  of  uniform-looking 
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cells,  which  soon  separate  into  two  layers,  the  inner  of  which  forms  the  epithe- 
lium of  the  central  canal,  while  the  outer  forms  the  central  gray  substance  of 
the  cord.  The  white  columns  are  formed  later ;  their  rudiments  can  be  detected 
about  the  fourth  week,  and  some  embryologists  believe  that  they  are  developed 
from  the  mesoblast.  The  central  canal  of  the  spinal  cord  is  at  first  unclosed 
behind,  except  by  the  epithelial  layer,  but  at  the  age  of  nine  weeks  the  medul- 
lary substance  is  united  here  also.  The  ganglia  appear  to  be  developed  from 
the'  protovertebral  disks,  and  it  is  possible  that  the  posterior  root3  also  arc ;  the 
anterior  roots  proceed  from  the  medulla  itself.1  The  development  of  the  nerves 
has  not  yet  been  followed.  The  sympathetic  can  be  seen  as  a  knotted  cord  at 
the  end  of  the  second  month. 

The  cerebral  and  spinal  membranes  are  also,  according  to  Kolliker,  a  produc- 
tion from  the  protovertebral  disks,  and  are  recognizable  about  the  sixth  week. 
As  the  fissures  separating  the  parts  of  the  cerebro- 
spinal axis  appear,  the  membranes  extend  down  them,  F'g-  81. 
and  the  pia  mater  passes  into  the  cerebral  ventricles.  & 
Bischoff,  however,  describes  the  pia  mater  and  arach- 
noid  as   developed   from   the   cerebral  vesicles,   and 
formed  in  the  position  which  they  permanently  occupy. 

Development  of  the  Eye.  The  &ervous  elements  and 
the  non-  vascular  parts  of  the  eye  are  developed  from 
the  epiblast,  and  the  vascular  portions  from  the  meso- 
blast, but  the  method  of  development  is  somewhat 
complicated.  The  essential  portions  of  the  eye — i.  e. 
the  retina  and  the  parts  immediately  connected  with 
it-^are  an  outgrowth  from  the  rudimentary  brain 
(primitive  ocular  vesicle),  and  this  outgrowth  is  met 
bv  an  ingrowth  or  covering  from  the  common  epider-       section  of  the  meduiM  m  the 

°  ,  .  <?,  .,,      ,  ,       -   r,.   ,        cervical  region,  at   tix  weekf, 

mic  or  corneous  layer  of  the  epiblast,  out  of  which  magnified  m  dumcten.  1,  «D. 
the  lens,  conjunctiva,  and  corneal  epithelium  are  de-    *™i  ••■•J.  3,  iti  epithelium,  s, 

Veloped.  >n!erlor  grav  nutter.    4.  poite- 

The  primitive  ocular  vesicle  is  at  first  an  open  cavity  „?,',„«*  ""poeterioVporHonot 
communicating  by  a  hollow  stalk  with  the  general  the  eanm,  cio»«t  by  the  epitne- 
cavity  of  the  Zwischenhirn,  or  intermediary  brain —  llum  0D]f-  >>  "tenor  eoiumn. 
the  posterior  division  of  the  anterior  cerebral  vesicle.  JliumaT  M,»ntwiw ™oU-  "• 
As  development  advances  the  hollow  stalk  becomes  p0>terior  toot*, 
solid,  and  thus  the  optic  nerve  is  formed,  receiving, 

however,  in  a  way  to  be  presently  explained,  mesoblastic  elements  for  the  forma- 
tion of  its  central  artery  and  connective  tissue. 

The  lens  is  formed  by  a  thickening  of  the  epidermic  layer,  opposite  to  the 
primitive  ocular  vesicle,  by  which  that  vesicle  is  at  first  depressed,  and  then 
reversed  in  the  manner  indicated  by  the  annexed  figures ;  so  that  the  cavity  of 
the  primitive  ocular  vesicle  i3  finally  obliterated.  As  this  process  takes  place, 
a  secondary  cavity  (secondary  ocular  vesicle)  is  formed  between  the  rudimentary 
lens  and  the  coats  of  the  reversed  primitive  vesicle,  and  in  this  space  the  vitreous 
humor  is  secreted. 

The  lens  is  at  first  a  mere  depression  in  the  epidermic  layer.  "When  this  is 
closed  the  lens  becomes  a  vesicle,  formed  of  epithelial  cells,  which  grow  and  fill 
its  cavity,  becoming  gradually  transformed  into  fibres.  It  is  at  first  surrounded 
by  a  vascular  membrane — the  vascular  capsule  of  the  lens — which  is  connected 
with  the  termination  of  the  temporary  artery  (hyaloid)  that  forms  the  continua- 

1  It  ii  now  believed,  chiefly  on  the  authority  of  Mr.  Balfour's  researches  on  the  development  of 
the  elasmobrnnch  fishes  {Joum.  of  Anat.  and  Pfcys.).  that  the  whole  of  these  parts  are  probably 
developed  from  the  medullary  groove,  i.  e.  from  the  epiblast,  though  it  is  possible  that  the  proto- 
vertebral disk*  {>'.  e.  the  mesoblast)  may  furnish  the  vessels  and  cellular  tissue  which  are  in 
connection  with  them. 
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tion  of  the  central  artery  of  the  retina  through  the  vitreous  chamber.  This 
vascular  capsule  of  the  crystalline  lens  forms  the  membrana  pupillaris  (to  be 
described  hereafter),  and  also  attaches  the  borders  of  the  iris  to  the  capsule  of 
the  lens.     It  disappears  about  the  seventh  month. 


Fig.  82. 


Diagram  of  development  of  the  lens.  ABO,  different  stages  of  development.  1,  epidermis  layer.  2,  thick- 
ening of  this  layer.  8,  crystalline  depression.  4,  primitive  ocular  vesicle,  its  anterior  part  pushed  back  by  the 
crystalline  depression.  6,  posterior  part  of  the  primitive  ocular  vesicle,  forming  the  external  layer  of  the 
secondary  ocular  vesicle.  6,  point  of  separation  between  the  lens  and  the  epidermio  layer.  7,  cavity  of  the 
secondary  ocular  vesicle,  occupied  by  the  vitreous. 

These  vascular  elements  are  introduced  into  the  globe  of  the  eye  from  the 
mesoblast,  through  a  fissure  which  exists  around  the  growing  lens — the  choroidal 
fissure,  or  ocular  cleft.  The  fold  of  mesoblast  which  projects  through  this  fissure 
is  thus  introduced  behind  the  lens  into  the  cavity  of  the  secondary  ocular  vesicle 
(or  ocular  cup  as  it  is  now  called  after  Foster  and  Balfour),  and  it  here  furnishes 
the  vascular  and  fibrous  elements  of  the  iris  and  choroid,  while  its  extremity  is 
believed  to  extend  down  the  stalk  of  the  primitive  ocular  vesicle  and  furnish 
the  arteria  centralis  retinae  with  the  sheath  and  connective  tissue  of  the  optic 
nerve. 

The  two  layers  of  the  primitive  ocular  vesicle  are  at  first  separated  bv  a 
space  continuous  with  that  of  the  original  medullary  cavity  (or  foetal  ventricle), 

but  this  space  is  afterwards  obliterated.  The 
outer  layer  of  the  vesicle  is  chiefly  pigmentary. 
It  lines  the  mesoblastic  elements  which  are  to 
furnish  the  vascular  choroid,  and  is  developed 
into  the  hexagonal  pigment-layer,  which  func- 
tionally forms  part  of  the  choroid,  but  is  now 
often  described  as  belonging  to  the  retina,  on 
account  of  this  method  of  development.  The 
sclerotic  and  the  fibrous  or  true  cornea  are  also 
developed  out  of  this  layer,  though  probably 
with  admixture  of  mesoblastic  elements.  In 
fact,  the  mesoblast  is  now  described  by  the  most 
recent  authorities  as  the  source  of  both  mem- 
branes. The  inner  layer  gives  origin  to  the 
retina. 

The  eyelids  are  formed  at  the  end  of  the  third 
month,  as  small  cutaneous  folds,  which  come 

tlon  is  a  little  to  the  side,  so  as  to  avoid  to      ther    in    fr(mt    of    th          ]obe    ftnd     coL 
passing  through  the  ooular  cleft,    c,  the  ©.                      .                                       j     i               v  j 
cuticle,  where  it  becomes  later  the  cornea;  lnlS  Union  IS  broken  Up,  and  the  eyelids  sepa- 
ls the  lens;  op,  optic  nerve  formed  by  the  rate  before  the  end  of  foetal  life, 
pedicle  of  the  primary  optic  vesicle;  vpt  Tllc  lachrymal  canal  appears  to  result  from 

primary  medullary  cavity  of  the  optic  vesi-       .  .^  j?         n  v  •   i_  •   a      v 

cle;  p,  the   pigment-layer   of   the  outer     the    non-ClOSUre    OI    a    IlSSUre    WniCn    exists    be- 
wail ;  r,  the  inner  waii  forming  the  retina;    tween   the    external    nasal    process    and    the 

w,  secondary  optic  vesicle  containing  the     maxiUary  process  (p.  109). 
rudiment  of  the  vitreous  humor.  J   r  vr  ' 

Development  of  the  Ear.  The  first  rudiment  of  the  ear  appears  about  the  same 
time  as  that  of  the  eye,  in  the  form  of  a  vesicle  (primitive  auditory  vesicle, 


Diagrammatic  sketch  of  a  vertical  longi- 
tudinal section  through  the  eyeball  of  a 
human  foetus  of  four  weeks  (after  KO Hi- 
ker).   (Magnified  100  diameters.)    The  sec- 
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Figs.  78,  79?  11)  situated  close  on  the  outside  of  the  third  cerebral  vesicle,  though 
not  communicating  with  it.  It  is  formed  by  a  depression  of  the  epithelium  over 
the  second  pharyngeal  arch,  which  becomes  converted  into  a  closed  sac.  From 
this  vesicle  the  internal  ear  is  developed.  The  auditory  nerve  is  described 
either  as  a  projection  from  the  third  cerebral  vesicle,  or  as  an  independent 
formation  from  the  mesoblast  which  unites  with  both,  and  thus  establishes  a 
communication  between  the  cerebral  and  the  auditory  vesicles.  The  middle 
ear  and  Eustachian  tube  constitute  the  remains  of  the  first  pharyngeal  or  bran- 
chial cleft.  The  formation  of  the  ossicles  of  the  tympanum  has  been  already 
pointed  out,  viz.,  the  incus  and  malleus  from  Meckel's  cartilage,  and  the  stapes, 
with  its  muscle,  from  the  second  pharyngeal  arch.  These  parts  project  into  the 
first  pharyngeal  cleft,  which  remains  occupied  by  connective  tissue  during  the 
whole  of  foetal  life,  according  to  Kolliker.  The  membrana  tympani  forms  across 
the  cleft,  dividing  it  into  an  inner  and  outer  portion.  The  pinna,  or  external 
ear,  is  developed  from  the  soft  parts  covering  the  first  pharyngeal  arch. 

Development  of  the  Nose.  Two  fossae  (olfactory  fossae)  have  been  already 
spoken  of,  which  are  found  below  and  in  front  of  the  ocular  vesicles  and  the 
upper  maxillary  projection  (Fig.  78,  2,  3).  They  appear  about  the  fourth  week. 
Their  borders  become  prominent,  and  the  fossae  deepen,  except  at  the  lower 
part,  where  they  lead  by  a  groove  (olfactory  groove)  into  the  buccal  cavity. 
This  groove  is  bounded  by  the  internal  and  external  nasal  process.  As  the 
superior  maxillary  projection  increases,  the  olfactory  groove  is  transformed  into 
a  deep  canal,  the  rudiment  of  the  two  superior  meatus  of  the  nose.  As  the 
palatine  septum  is  formed,  the  buccal  cavity  is  divided  into  two  parts,  the  upper 
of  which  represents  the  inferior  meatus  of  the  nose,  while  the  lower  forms  the 
mouth.  The  soft  parts  of  the  nose  are  formed  from  the  coverings  of  the  frontal 
projection,  and  of  the  olfactory  fossae.  The  nose  is  perceptible  about  the  end  of 
the  second  month.  The  nostrils  are  at  first  closed  by  epithelium,  but  this  dis- 
appears about  the  fifth  month. 

The  olfactory  nerve,  as  above  pointed  out,  is  a  prolongation,  at  first  in  the 
form  of  a  hollow  stalk,  from  the  anterior  cerebral  vesicle. 

Development  of  the  Teeth.     This  will  be  described  in  the  body  of  the  work. 

Development  of  the  Skin,  Glands,  and  Soft  Parts.  The  epidermis  is  produced 
from  the  external,  the  true  skin  from  the  middle,  blastodermic  layer  (Fig.  66, 
19,  20).  About  the  fifth  week  the  epidermis  presents  two  layers,  the  deeper 
one  corresponding  to  the  rete  mucosum.  The  subcutaneous  fat  forms  about  the 
fourth  month,  and  the  papillae  of  the  true  skin  about  the  sixth.  A  considerable 
desquamation  of  epidermis  takes  place  during  foetal  life,  and  this  desquamated 
epidermis  mixed  with  a  sebaceous  secretion  constitutes  the  vernix  caseosa,  with 
which  the  skin  is  smeared  during  the  last  three  months  of  foetal  life.  The  nails 
are  formed  at  the  third  month,  and  begin  to  project  from  the  epidermis  about 
the  sixth.  The  hairs  appear  between  the  third  and  fourth  month  in  the  form 
of  a  depression  of  the  deeper  layer  of  the  epithelium,  which  then  becomes  in- 
verted by  a  projection  from  the  papillary  layer  of  the  skin.  The  papilla  grows 
into  the  interior  of  the  epithelial  layer,  and  finally,  about  the  fifth  month,  the 
foetal  hairs  (lanugo)  appear  first  on  the  head  and  then  on  the  other  parts.  These 
hairs  drop  off  after  birth,  and  give  place  to  the  permanent  hairs.  The  sudo- 
riferous and  sebaceous  glands  are  also  formed  from  the  epithelial  layer  about 
the  fifth  and  sixth  month  respectively.  The  mammary  gland  is  also  formed 
from  the  deeper  layer  of  the  epithelium.  Its  first  rudiment  is  seen  about  the 
third  month,  in  the  form  of  a  small  projection,  from  which  others  radiate,  and 
which  then  give  rise  to  the  glandular  follicles  and  ducts.  The  development  of 
the  former,  however,  remains  imperfect,  except  in  the  adult  female,  and  espe- 
cially after  pregnancy.  In  all  tnese  glands  the  vessels,  and  probably  also  the 
connective  tissue,  are  furnished  from  the  mesoblast. 
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Development  of  the  Limbs.  The  upper  and  lower  limbs  begin  to  project,  as 
buds,  from  the  anterior  and  posterior  part  of  the  embryo  about  the  fourth  week. 
These  buds  are  formed  by  a  projection  of  the  somatopleure  covered  by  the  epi- 
blast.  The  division  of  the  terminal  portion  of  the  bud  into  fingers  or  toes  is 
early  indicated,  and  soon  a  notch  or  constriction  marks  the  future  separation  of 
the  hand  or  foot  from  the  forearm.  Next  a  similar  groove  appears  at  the  site 
of  the  elbow  or  knee.  The  indifferent  tissue,  or  blastema,  of  which  the  whole 
projection  is  at  first  composed,  is  differentiated  into  muscle  and  cartilage  before 
the  appearance  of  any  internal  cleft  for  the  joints  between  the  chief  bones. 

The  muscles  become  visible  about  the  seventh  or  eighth  week.  The  source  of 
their  development  is  not  completely  determined  for  the  muscles  of  the  limbs. 
The  vertebral  muscles  appear  to  be  developed  from  the  "  muscular  laminae"  of 
the  primitive  vertebral  disks  (Fig.  66,  13),  and  the  muscles  of  the  neck  and  jaws, 
as  well  as  those  which  inclose  the  cavities  of  the  thorax  and  abdomen,  are  also 
formed  from  the  same  source.  They  do  not  meet  in  the  middle  line  of  the  body 
till  about  the  fourth  month.  The  cutaneous  muscles  are  developed  from  the 
cutaneous  portion  of  the  middle  blastodermic  layer. 

Development  of  the  Heart.  The  first  trace  of  the  heart  is  found  about  the  tenth 
or  twelfth  day,  in  the  form  of  a  mass  of  cells  proceeding  from  the  middle  layer 
of  the  blastodermic  vesicle  and  the  anterior  wall  of  the  intestinal  cavity.  It 
soon  forms  a  bent  tube  lying  in  front  of  the  embryo,  and  only  connected  to  it 
by  its  vessels  (Figs.  70,  75).  The  heart  is  situated  at  first  at  the  anterior  end  of 
the  embryo,  lying  opposite  the  two  last  cerebral  vesicles.  As  the  head  is 
developed,  the  heart  falls,  as  it  were,  backwards  to  the  lower  part  of  the  neck, 
and  then  to  the  thorax.  It  fills  the  whole  thoracic  cavity  about  the  second 
month.  As  the  lungs  and  thoracic  parietes  form,  the  heart  assumes  its  perma- 
nent position.  The  tube  is  soon  curved  into  the  shape  of  the  letter  S,  the 
arterial  part  being  situated  above,  in  front  and  to  the  right,  the  venous  below, 
behind  and  to  the  left.  Traces  of  the  auricular  appendages  are  early  perceptible 
on  the  venous  part.  Then  the  walls  of  the  ventricular  portion  begin  to  thicken 
in  regard  to  the  auricular  part.     The  ventricle  is  separated  by  a  constriction 

from  the  dilated  part  above,  which  corre- 


Fig.  84. 


Various  forms  of  mother-cells  undergoing  de- 
velopment into  bloodvessels,  from  the  middle 
layer  of  the  chick's  blastoderm  (Klein),  a,  Urge 
mother-cell  vacuolated,  forming  the  rudimentary 
vessel.  6,  the  wall  of  this  cell  formed  of  proto- 
plasm! with  nuclei  embedded,  and  in  some  cases 
more  or  less  detached  and  projecting,  r,  processes 
connected  with  neighboring  cells,  formed  of  the 
common  cellular  substance  of  the  germinal  area. 
d,  blood-oorpuscles.  /,  small  mother-cells— vacuo- 
lation  commencing.  J?,  mother-cell  in  which  only 
obscure  granular  matter  is  found. 


sponds  to  the  aortic  sinus  or  bulb  (Fig.  85, 
A,  1),  and  from  the  posterior  or  auricular 
dilatation.  Then  each  of  these  three  parts 
becomes  subdivided  by  a  septum.  After 
the  completion  of  the  ventricular  septum 
the  auricular  is  commenced.  The  septum 
ventriculorum  is  at  first  almost  transverse, 
and  divides  off  a  smaller  portion  (the  right 
ventricle)  from  the  common  cavity.  This 
septum  is  complete  about  the  eighth  week, 
and  then  the  interauricular  begins  to  grow, 
commencing  from  above  and  behind,  and 
coalescing  with  the  edge  of  the  interven- 
tricular septum  so  as  to  leave  an  orifice 
(auriculo- ventricular)  on  either  side.  The 
auricular  septum,  however,  is  not  com- 
plete during  foetal  life,  but  leaves  an  aper- 
ture (foramen  ovale)  by  which  the  two 
auricles  communicate. 

The  heart  is  at  first  composed  of  a 
mass  of  foetal  cells,  but  its  rhythmic  con- 
tractions can  be  observed  even  in  this 
condition  before  the  development  of  any 
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muscular  fibres,  and  even,  according  to  some  authors,  before  it  is  in  connection 
with  any  vessels. 

Development  of  Blood  Corpuscles  and  Vessels.  The  earliest  bloodvessels  are 
observed,  as  stated  above,  in  the  vascular  area  of  the  germinal  membrane, 
external  to  the  body  of  the  embryo.  The  indifferent  cells  of  which  the  sub- 
stance is  composed  are,  according  to  Klein,  "  vacuolated,"  t.  e.,  they  become 
enlarged,  their  nuclei  multiply,  and,  as  they  do  so,  an  empty  space  is  formed  in 
them,  in  which  the  nuclei  become  free  and  are  converted  into  the  blood-disks, 
while  the  neighboring  vacuolated  bodies  communicate  together  by  processes  in 
which  similar  cells  are  either  inclosed  or  formed,  and  thus  a  continuous  branch- 
ing tube  is  produced.  The  blood-globules  are  at  first  nucleated,  and  are  larger 
than  the  mature  red  globules,  and  in  this  and  other  respects  more  resemble  the 
white  corpuscles ;  but  a  red  color  is  very  early  visible  in  them.  After  the  liver 
is  formed,  it  seems  the  chief  source  from  which  immature  blood-corpuscles  are 
furnished  to  the  circulation,  and  later  on  the  spleen  and  lymphatic  glands  take 
up  this  function,  and  continue  it  after  birth.  The  nucleated  condition  of  the 
red  globules  ceases  before  birth.  The  precise  mode  in  which  the  nucleated  white 
corpuscle  is  converted  into  the  non-nucleated  red  blood-globule,  whether  by  a 
change  in  the  whole  cell,  or  by  the  disappearance  of  the  cell  and  persistence  of 
its  nucleus,  is  not  yet  ascertained. 

The  vessels  which  are  in  communication  with  the  festal  heart  are  as  follows: 
In  its  earliest  state  the  circulation  is  external  to  the  embryo.  This  primitive 
circulation  appears  about  the  fifteenth  day,  and  lasts  till  the  fifth  week.  It 
consists  of  two  arteries,  the  first  aortic  arches,  which  unite  into  a  single  artery, 

Fig.  85. 


HhiI  at  the  Bflh  week.  A  Opened  from  the  abdominal  aspect.  1.  Arterial  slnua.  1.  Aortic  arches  uniting 
behind  to  form  the  descending  aorta.  3.  Auricle.  4.  A uriculo -ventricular  orifice.  8.  Commencing  leptum 
Tentrirulorum.  &  Ventricle.  T.  Inferior  Tena  cava.  D.  Poiterlor  view  of  the  umt.  1.  Trachea.  3.  Lunga. 
&  Ventricle*,    1,6.  Auricle*,    b.  Diaphragm.    I.  Dncend lag  aorta.    8,  »,  10.  Pneumogaalrlc  nertea  and  thelr 

running  down  in  front  of  the  primitive  vertebras  and  in  the  walls  of  the  intes- 
tinal cavity,  and  joining  in  a  single  artery,  which  again  divides  into  two  primi- 
tive aorta  or  verte/iral  arteries,  and  these  give  off  five  or  six  omphalomesenteric 
arteries,  which  ramify  in  the  germinal  area,  forming  with  their  parent  trunks  a 
close  network,  terminating  in  veins  which  converge  towards  a  venous  trunk, 
the  terminal  sinus.  This  vessel  surrounds  the  vascular  portion  of  the  germinal 
area,  but  does  not  extend  up  to  the  anterior  end  of  the  embryo.  It  terminates 
on  either  side  in  a  vein  called  omphalomesenteric.  The  two  omphalomesenteric 
veins  open  into  the  auricular  extremity  of  the  heart.  This  primitive  circulation 
extends  gradually  from  the  germinal  area  over  the  whole  of  the  umbilical  vesicle, 
and  disappears  as  the  latter  becomes  atrophied.  In  a  more  advanced  state  of 
the  embryo,  the  position  of  this  first  pair  of  aortic  arches  corresponds  to  the 
first  pharyngeal  arch.  Next  in  succession,  other  pairs  of  arches  are  formed 
behind  the  first'  (Fig.  86).     The  total  number  is  five,  but  the  whole  five  pairs 

1  The  position  of  the  first  fonr  of  these  aortic  arches  is  behind  the  corresponding  pharyngeal 
archei,  mid  that  of  the  fifth  behind  the  fourth  pharyngeal  cleft 
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not  exist  together,  for  tLe  drr:  :tt  >  lave  disappeared  before  the  otL-rrs  ar- 

ed.     These  two  have  no  r-.:rv5^^:a:ives  in  the  permanent  structure?.     TL-r 

pair  gives  origin  to  tLe  air'-ii-is.  tie  fourth  pair  forms  the  innomicata  ai_i 

~fc>olavian  on  the  right,  the  arch  ■•:  tie  aorta  and  subclavian  on  the  left.     T--? 

forms  on  the  left  side  tie  rul^-iuiry  artery,  the  ductus  arteriosus  and  :!♦_- 

seconding  portion  of  the  thoracic  a«.«r:a.     Its  right  branch  disappears.1 
The  ascending  portion  of  the  aroh  ...f  the  aorta,  and  the  root  of  the  pulmoriarT 
sry,  are  at  tirst  blendoi  t«».re:Ler  in  the  common  dilatation  (aortic  sin1!.— . 
r\xiuii  has  been  above  spoken  of  as  connected  with  the  ventricular  end  k>(  i°l\ 


alimentary  heart  l^Fig.  60,  a.  1».     The  septum  which  divides  this  coinjn^jn 
i.r-'tory  into  two  begins  to  appear  very  early,  even  before  the  interventricular 
!♦«•*>  turn.     The  formation  of  the  permanent  vessels  is  shown  by  the  following 

ViU*grum:— 


1ri**r*m  of  the  formation  of  the  aortic  arches  and  the  large  arteries.  I.  II.  III.  IV.  V.  First,  second,  third, 
fs^trtUt  *n<1  AN*  Aortio  arches.  A.  Common  trunk  from  which  the  first  pair  spring;  the  place  where  the  eue- 
a++A\u9{  pairs  are  formed  is  indicated  by  dotted  lines.  B,  Common  trunk,  with  four  arches  and  a  trace  of  the 
!\fu.  f'.  (*ommon  trunk,  with  the  three  last  pairs,  the  first  two  having  been  obliterated.  D.  The  persistent 
„  ,**rt*«,  Hi  one  which  have  disappeared  being  indicated  by  dotted  lines.    L  Common  arterial  trunk.    X  Tho- 

#*/•..'  *"'**'    9.  Right  branch  of  the  common  trunk,  which  is  only  temporary.    4.  Left  branch,  permanent.    &. 

A, /.>  rry  *rtrry,    0.  Vertebral.    7, 8.  Subclavian.    0.  Common  carotid.    10.  External ;  and  11.  Internal  carotid. 

,?   A //ft*.    13,  Pulmonary  artery.    14,  16.  Bight  and  left  pulmonary  arteries. 

'I  ,.*-.  'h'^^nding  aorta  appears  to  be  the  remnant  of  the  artery  formed  by  the 
.  ../,r»  of  tin?  two  primitive  aortsB  (Fig.  86).     The  omphalomesenteric  arteries 
■»...', h  spring  from  these  latter,  all  disappear  except  one,  which  remains  as  the 
.•.,vrf.'yr  m«;*:riteric  artery.     When  the  activity  of  the  umbilical  vesicle  and 
'.  .....H.htftWiuioyiG  duct  ceases,  the  allantois  takes  up  the  function  of  conducting 

-  .«:  y"**:I*  which  are  to  nourish  the  cmbrvo,  and  now  the  umbilical  arteries 
*  /  v.vi  H>ou%  the  allantois  to  the  chorion, and  grow  in  size  as  the  umbilical  cord 
*■..;  ',.i%f:*'t\Xii  arc  formed.     The  umbilical  arteries  are  at  first  the  terminations 
vr  v.<?  v«n  principal  aortae,  but  when  these  vessels  are  united  into  one,  the 
,.7. •.„.'&!.  arteries  appear  as  branches,  and  the  aorta  itself  ends  in  a  caudal 
\y..r.w.h\u  which  afterwards  becomes  the  middle  sacral.     The  common  and 
\\\i-.r./A.  >.an  arteries  are  the  only  permanent  remains  of  the  umbilical  arteries 
'•»•:/:  I;.N:r:.a!  iliac  artery). 

i'*-/**.    T..e  primitive  venous  circulation  has  been  described  above,  the  two 
'.-:.  ...;*.',.\v:*-ri#eric  veins  opening  by  a  common  trunk  into  the  lower  end  of  the 

*.v:  *•;..".%  r'-r-resents  the  heart.  The  next  state  of  the  venous  circulation  is, 
:..'*>•  &:  av/i:  f«»nr  weeks  there  is  found  a  single  vein  lying  behind  the  intestinal 
'.aw/  ■':.'/<:  :s.  fr«»nt  of  it,  as  the  temporary  omphalomesenteric  veins  do),  and 
t-.'ji'..m>\:.'£  the  trunk  vein  from  the  intestine  ^mesenteric).  Two  umbilical  veins 
WU-.  *.'*:.'*  f  ,r:..»_*J,  and  ojhui  together  into  the  common  trunk  of  the  omphalo- 

1  TV  r*l**l---a*  of  the  recurrent  branch  of  tho  |MwmnoiraMric  norvo  lire  of  interest  in  reference 
•/,  »r*  f/*a  a*  rt.c.  or  branch  ml  arvh.  If  *t>  a*«mno  that  in  the  fortus  the  recurrent  nerve  is  do- 
*a/*.*'A  frcra  its  Tarsal  trunk  by  tho  piyhvhon  of  tho  flnh  arvh.  this  would  account  for  it*  situation 
/n%  v.*  ifii  *,«!•>  :.n  the  adult,  vumtnt  ««»  \\  dov«  ivumt  thv  dm* tun  arteriosus,  which  is  the  remnant 
*f  •r.it  arch.  On  tin*  rcM  Mdo  thv  dw*p|v«mo»v  vl  thv  fifth  arch  brings  it  into  relation  with 
tv>  fourth,  and  acwrvi^cty  in  \\w  adult  w  \-m\v*  round  the  subclavian,  which  ie  the  remnant  of 
tn*t  ar«:h. 
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mesenteric  vein.  They  receive  branches  from  the  allantois  and  anterior  surface 
of  the  embryo.  The  right  vein  soon  disappears;  the  left  umbilical  vein,  on  the 
contrary,  grows  till  it  becomes  the  trunk  vessel  into  which  the  omphalomesen- 
teric vein  and  its  mesenteric  branch  appear  to  open.  Next  the  liver  begins  to 
lie  formed  around  the  umbilical  vein,  and  then  this  vein  sends  branches  into 
that  gland  (afferent  veins)  which  afterwards  become  the  portal  veins  in  the 
interior  of  the  liver,  and  which  give  origin  to  other  veins  (efferent),  which  return 
the  blood  from  the  liver,  and  form  afterwards  the  hepatic  veins.  The  portion 
of  the  umbilical  vein  between  the  giving  off  of  the  future  portal  vessels  and  the 
reception  of  the  hepatic,  forms  the  ductus  venosus.  The  mesenteric  vein  com- 
municates at  first  with  the  omphalomesenteric;  when  the  veins  of  the  liver  are 
formed,  the  omphalomesenteric  is  transferred  from  the  umbilical  vein  to  the  right 
afferent  hepatic.  A  portion  of  it  persists  and  forms  the  trunk  of  the  portal  vein. 
The  systemic  veins  are  developed  from  four  trunk  veins,  two  on  either  side, 
above  and  below,  which  appear  before  the  formation  of  the  allantois  or  the  um- 
bilical vessels.  These  unite  into  one  canal  on  either  side  (sinuses  of  Cuvier), 
which  open  into  the  common  trunk  of  the  omphalomesenteric  veins,  and  so  into 
the  auricular  portion  of  the  rudimentary  heart.  These  four  primitive  veins  lie, 
two  of  them  in  front,  the  anterior  cardinal,  or  jugular  veins,  and  the  other  two 
behind,  the  posterior  cardinal  veins.  As  the  umbilical  vein  increases,  and  the 
omphalomesenteric  diminishes  in  volume,  the  sinuses  of  Cuvier  are  transferred 
to  the  former  vein,  and  when  the  inferior  cava  is  formed  and  the  umbilical  vein 
becomes  merely  its  tributary,  the  sinuses  of  Cuvier  open  into  the  inferior  vena 

Fig.  87. 
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cava.  At  a  later  period  the  portion  of  the  vena  cava  inferior,  between  the 
opening  of  the  sinuses  of  Cuvier  and  the  auricle,  disappears,  and  then  the  auricle 
receives  three  veins — viz.,  the  inferior  cava,  and  the  two  sinuses  of  Cuvier,  which 
are  now  called  right  and  left  superior  vena  cava  (Fig.  87).    The  superior  car- 
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do  not  exist  together,  for  the  first  two  have  disappeared  before  the  others  are 
formed.  These  two  have  no  representatives  in  the  permanent  structures.  The 
third  pair  give3  origin  to  the  carotids,  the  fourth  pair  forms  the  innominata  and 
subclavian  on  the  right,  the  arch  of  the  aorta  and  subclavian  on  the  left.  The 
fifth  forms  on  the  left  side  the  pulmonary  artery,  the  ductus  arteriosus,  and  the 
descending  portion  of  the  thoracic  aorta.     Its  right  brancli  disappears.1 

The  ascending  portion  of  the  arch  of  the  aorta,  and  the  root  of  the  pulmonary 
artery,  are  at  first  blended  together  in  the  common  dilatation  (aortic  sinus), 
which  has  been  above  spoken  of  as  connected  with  the  ventricular  end  of  the 
rudimentary  heart  (Fig.  85,  a,  1).  The  septum  which  divides  this  common 
artery  into  two  begins  to  appear  very  early,  even  before  the  interventricular 
septum.  The  formation  of  the  permanent  vessels  is  shown  by  the  following 
diagram : — 


Diagram  of  the  formation  of  the  aortic  arches  and  the  large  arteries.  I.  II.  III.  FV.  V.  first,  second,  third, 
fourth,  and  fifth  aortio  arches.  A.  Common  trunk  from  which  Ihe  first  pair  spring ;  the  place  where  the  suc- 
ceeding pairs  are  formed  Is  Indicated  by  dotted  lines.  R  Common  trunk,  with  four  arches  and  a  trace  of  the 
fifth.  C.  Common  trunk,  with  the  three  last  pairs,  the  first  two  having  been  obliterated.  D.  The  perslatent 
arteries,  those  which  have  dlsappesred  being  Indicated  by  dotted  linea.    1.  Common  arterial  trunk.    1  Tho- 

Aiillary  artery,    o.  Vertebral.    T,  a.  Subclavian.    9.  Common  carotid.    ID.  External;  and  11.  Internal  carotid. 
13.  Aorta.    13.  Pulmonary  artery.    14,  it.  Right  and  left  pulmonary  arteries. 

The  descending  aorta  appears  to  be  the  remnant  of  the  artery  formed  by  the 
union  of  the  two  primitive  aortas  (Fig.  86).  The  omphalomesenteric  arteries 
which  spring  from  these  latter,  all  disappear  except  one,  which  remains  as  the 
superior  mesenteric  artery.  When  the  activity  of  the  umbilical  vesicle  and 
omphalomesenteric  duct  ceases,  the  allantois  takes  up  the  function  of  conducting 
the  vessels  which  are  to  nourish  the  embryo,  and  now  the  umbilical  arteries 
extend  along  the  allantois  to  the  chorion,  and  grow  in  size  as  the  umbilical  cord 
and  placenta  are  formed.  The  umbilical  arteries  are  at  first  the  terminations 
of  the  two  principal  aort®,  but  when  these  vessels  are  united  into  one,  the 
umbilical  arteries  appear  as  branches,  and  the  aorta  itself  ends  in  a  caudal 
prolongation,  which  afterwards  becomes  the  middle  sacral.  The  common  and 
internal  iliac  arteries  are  the  only  permanent  remains  of  the  umbilical  arteries 
(see  Internal  iliac  artery). 

Veins.  The  primitive  venous  circulation  has  been  described  above,  the  two 
omphalomesenteric  veins  opening  by  a  common  trunk  into  the  lower  end  of  the 
tube  which  represents  the  heart.  The  next  state  of  the  venous  circulation  is, 
that  at  about  four  weeks  there  is  found  a  single  vein  lying  behind  the  intestinal 
cavity  (not  in  front  of  it,  as  the  temporary  omphalomesenteric  veins  do),  and 
receiving  the  trunk  vein  from  the  intestine  (mesenteric).  Two  umbilical  veins 
are  early  formed,  and  open  together  into  the  common  trunk  of  the  omphalo- 

1  The  relations  of  the  reenrrent  branch  of  the  pti  en  mo  gastric  nerve  are  of  interest  in  reference 
to  the  fifth  aortic,  or  branchial  arch.  If  we  assume  that  in  the  fretuR  the  recurrent  nerve  is  de- 
tached from  its  parent  tronk  by  the  projection  of  the  fifth  arch,  this  would  account  for  its  situation 
on  the  left  side  in  the  adult,  curving  as  it  does  round  the  ductus  arteriosus,  which  is  the  remnant 
of  that  arch.  On  the  right  side  the  disappearance  of  the  fifth  arch  hrinjrs  it  inlo  relation  with 
the  fourth,  and  accordingly  in  the  adult  it  curves  round  the  subclavian,  which  is  the  remnant  of 
that  arch. 
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mesenteric  vein.  They  receive  branches  from  the  allantois  and  anterior  surface 
of  the  embryo.  The  right  vein  soon  disappears;  the  left  umbilical  vein,  on  the 
contrary,  grows  till  it  becomes  the  trunk  vessel  into  which  the  omphalomesen- 
teric vein  and  its  mesenteric  branch  appear  to  open.  Next  the  liver  begins  to 
be  formed  around  the  umbilical  vein,  and  then  this  vein  sends  branches  into 
that  gland  (afferent  veins)  which  afterwards  become  the  portal  veins  in  the 
interior  of  the  liver,  and  which  give  origin  to  other  veins  (efferent),  which  return 
the  blood  from  the  liver,  and  form  afterwards  the  hepatic  veins.  The  portion 
of  the  umbilical  vein  between  the  giving  off  of  the  future  portal  vessels  and  the 
reception  of  the  hepatic,  forms  the  dnctus  venosus.  The  mesenteric  vein  com- 
municates at  first  with  the  omphalomesenteric;  when  the  veins  of  the  liver  are 
formed,  the  omphalomesenteric  is  transferred  from  the  umbilical  vein  to  the  right 
afferent  hepatic.  A  portion  of  it  persists  and  forms  the  trunk  of  the  portal  vein. 
The  systemic  veins  are  developed  from  four  trunk  veins,  two  on  either  side, 
above  and  below,  which  appear  before  the  formation  of  the  allantois  or  the  um- 
bilical vessels.  These  unite  into  one  canal  on  either  side  (sinuses  of  Cuvier), 
which  open  into  the  common  trunk  of  the  omphalomesenteric  veins,  and  so  into 
the  auricular  portion  of  the  rudimentary  heart.  These  four  primitive  veins  lie, 
two  of  them  in  front,  the  anterior  cardinal,  or  jugular  veins,  and  the  other  two 
behind,  the  posterior  cardinal  veins.  As  the  umbilical  vein  increases,  and  the 
omphalomesenteric  diminishes  in  volume,  the  sinuses  of  Cuvier  are  transferred 
to  the  former  vein,  and  when  the  inferior  cava  is  formed  and  the  umbilical  vein 
becomes  merely  its  tributary,  the  sinuses  of  Cuvier  open  into  the  inferior  vena 

Pig.  87. 
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cava.  At  a  later  period  the  portion  of  the  vena  cava  inferior,  between  the 
opening  of  the  sinuses  of  Cuvier  and  the  auricle,  disappears,  and  then  the  auricle 
receives  three  veins — viz.,  the  inferior  cava,  and  the  two  sinuses  of  Cuvier,  which 
are  now  called  right  and  left  superior  vena  cava  (Fig.  87).     The  superior  car- 
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dinal,  or  jugular  veins,  which  form  the  upper  branches  of  the  sinuses  of  Cuvier 
on  either  side,  unite  about  the  second  month  by  a  transverse  anastomosing 
branch.  The  left  superior  vena  cava  assumes  an  oblique  position,  and  empties 
itself  into  the  lower  and  left  end  of  the  auricle.  Finally,  its  trunk  disappears, 
while  its  orifice  is  transformed  into  the  coronary  sinus,  in  whicn  the  great  cardiac 
vein  opens.1  The  right  sinus  of  Cuvier,  or  superior  vena  cava,  persists ;  the 
transverse  anastomosing  branch  between  the  two  jugulars  becomes  the  left 
innominate  vein,  and  the  end  of  the  right  jugular  the  right  innominate.  The 
venous  circulation  in  the  lower  part  of  the  embryo  is  at  first  carried  on  by  the 
inferior  cardinal  veins,  which  return  the  blood  from  the  Wolffian  bodies,  and 
receive  branches  corresponding  to  the  intercostal,  lumbar,  and  crural  veins. 

Between  the  fourth  and  fifth  week,  the  inferior  vena  cava  begins  to  appear  in 
the  form  of  a  vessel  which  passes  upwards  behind  the  liver  and  between  the  two 
Wolffian  bodies.  It  anastomoses  below  with  the  two  cardinal  veins,  and  with 
the  crural  veins,  which  gradually  come  to  open  into  it. 

The  middle  part  of  the  cardinal  veins  disappears;  their  distal  extremities 
persist  as  the  hypogastric  veins,  which  open  along  with  the  crural  into  the  vena 
cava,  forming  the  iliac  and  other  veins  of  the  lower  extremities.  The  termina- 
tion of  each  cardinal  vein  above,  in  the  sinus  of  Cuvier,  or  superior  cava,  also 
persists.  The  central  atrophied  portion  of  the  cardinal  veins  is  replaced  by  a 
vein  on  either  side,  called  posterior  vertebral,  which  receive  the  intercostal  and 
lumbar  veins,  and  are  soon  united  by  an  oblique  anastomosing  branch.  The 
right  vertebral  vein,  together  with  the  persistent  termination  of  the  right  car- 
dinal vein,  forms  the  great  azygos  vein.  The  distal  portion  of  the  left  vertebral 
vein,  with  the  oblique  anastomosing  branch,  forms  the  small  azygos;  and  the 
upper  part  of  the  left  vertebral,  with  the  persistent  termination  of  the  left  car- 
dinal, forms  the  left  superior  intercostal  vein. 

The  "  Foetal  Circulation"  will  be  described  hereafter.     See  Fig.  464. 

Development  of  the  Alimentary  Canal.  The  development  of  the  intestinal  cavity 
is,  as  shown  above  (p.  100),  one  of  the  earliest  phenomena  of  embryonic  life. 
This  original  intestine  is  closed  at  either  end,  all  the  three  blastodermic  layers 
being  here  in  contact,  and  is  at  first  in  free  communication  with  the  umbilical 
vesicle  (Fig.  88).  It  is  divided  into  three  parts:  the  anterior  or  cephalic  portion 
of  the  primitive  intestine,  the  middle  or  abdominal,  and  the  posterior  or  pelvic. 
From  the  first  are  formed  the  pharynx  and  oesophagus,  with  the  trachea  and 
lungs;  from  the  second,  the  stomach,  small  intestine  and  large  intestine,  as  far 
as  the  upper  part  of  the  rectum ;  from  the  third,  the  middle  third  of  the  rectum. 
The  buccal  cavity  on  the  one  hand,  and  the  lower  portion  of  the  rectum  on  the 
other,  are  separate  productions  from  the  middle  and  external  layers  of  the  blas- 
todermic membrane,  and  do  not  communicate  with  the  common  cavitv  till  a 
later  period.  The  permanence  of  the  foetal  septum  in  either  case  constitutes  a 
well-known  deformity — imperforate  oesophagus  or  imperforate  rectum,  as  the 
case  may  be.  The  anal  cavity  is  at  first  common  to  the  urogenital  and  the 
digestive  organs. 

The  development  of  the  palate  has  been  spoken  of  above. 

The  tongue  appears  about  the  fifth  week  as  a  small  elevation,  behind  the 

1  Mr.  Marshall  has  pointed  out  that  in  the  adult  the  remains  of  the  obliterated  left  superior 
cava  can  bo  distinguished  as  a  cord,  or  sometimes  a  small  vein  which  passes  down  in  front  of  the 
right  auricle  to  the  coronary  sinus,  and  that  the  projection  of  this  cord  forms  a  fold  of  the  serous 
pericardium  over  the  root  of  the  left  lung,  which  rrom  that  circumstance  he  has  named  "  the  vesti- 
gial fold."  And  he  has  figured  a  case  in  which  the  left  superior  vena  cava  remained  pervious, 
forming  an  anastomosis  between  the  united  left  subclavian  and  internal  jugnlar  veins,  and  the 
coronary  sinus,  the  left  brachiocephalic  being  reduced  to  a  small  anastomosing  branch.  The 
abnormal  vein  ran  along  the  vestigial  fold,  receiving  the  left  superior  intercostal  vein  (see  the 
figure  in  Quain's  "  Anatomy,"  vol.  ii.  p.  798). 
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inferior  maxillary  arch,  to  which  is  united  another  projection  from  the  second 
pharyngeal  arch.  The  epithelial  layer  ia  furnished  by  the  external  blastodermic 
membrane. 

The  tonsils  appear  about  the  fourth  month. 

The  middle  portion  of  the  primitive  intestine  is  at  first  a  groove  communi- 
cating freely  with  the  umbilical  vesicle.  The  groove  is  early  converted  into  a 
straight  tube,  which,  however,  is  still  open  where  it  communicates  with  the 
umbilical  vesicle.  This  opening  contracts  more  and  more  as  the  embryo 
advances  in  development,  and  as  the  importance  of  the  vitelline  duct  and  yolk- 
sac  diminishes,  until  at  length  all  traces  of  the  latter  structures  disappear  in  the 
normal  condition.     Abnormally,  however,  a  diverticulum  is  sometimes  formed 

Pig.  88. 


Early  form  of  the  illijirnlmr  ennui  (from  Kolllker  nftnr  Blichoff) .     In  A  a  front  flew,  *nd  In  B  mi  nntero- 

lunga;  d,  the  .tomsth  ;  /,/,  the  eUvitNcuU  connected  with  the  formation  of  the  liver;  a,  I  be  yolk-ti 
which  toe  middle  lnt»  linn  I  groove  opena  i  A,  the  posterior  purl  of  the  Inteetine. 


from  the  small  intestine  near  the  crecum,  which  is  regarded  with  great  proba- 
bility as  a  pervious  portion  of  the  omphalomesenteric  duct,  and  which  has  been 
found  passing  into  the  umbilical  cord.  The  peritoneal  folds  are  furnished  by  the 
splanchnopleural  layer  of  the  mesoblast,  coated  by  the  epithelial  layer  of  hypo- 
blast. In  the  cephalic  portion  of  the  primitive  intestine  these  folds  remain  sepa- 
rate on  the  two  sides  to  form  the  pleurae,  and  a  central  portion  is  divided  off  from 
them  to  cover  the  heart  and  form  the  pericardium.  While  the  abdominal  intes- 
tine is  in  the  grooved  condition,  the  two  peritoneal  cavities  are  also  separate,  but 
they  early  communicate  together. 

As  the  tube  of  the  abdominal  intestine  grows  in  length,  it  leaves  the  vertebral 
column  in  the  middle,  and  forms  a  curve  attached  to  that  column  by  the  mesen- 
tery. A  portion  of  the  intestine  above  this  mesentery  dilates  into  the  stomach, 
which  gradually  also  acquires  a  mesentery  of  its  own ;  the  rest  remains  attached 
to  the  spine,  and  forms  the  duodenum.  The  curve  of  the  intestine  appears  as  it 
were  drawn  out  from  the  body  by  its  attachment  to  the  vitelline  duct,  and  lies 
external  to  the  parietes,  and  in  the  umbilical  cord,  until  the  end  of  the  third 
month,  when  it  passes  back  again  into  the  abdomen.  While  still  forming  a 
portion  of  the  cord,  the  intestine  begins  to  be  distinguished  intolarge  and  small ;  for 
the  anterior  or  upper  part,  corresponding  to  the  small  intestine,  begins  to  assume 
a  convoluted  arrangement  about  the  eighth  week,  whilst  the  lower  part,  which 
had  been  posterior,  passes  to  the  front  and  right  side  of  the  other,  and  becomes 
dilated  at  a  short  distance  from  the  insertion  of  the  vitelline  duct,  to  form  the 
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rudiment  of  the  caecum.  When  the  intestine  lies  wholly  in  the  belly,  the  curve 
of  the  large  intestine  begins  rapidly  to  form ;  but  the  caecum  lies  for  some  time 
in  the  middle  line,  and  the  ascending  colon  is  not  fully  formed  till  the  sixth. 
month. 

The  source  of  each  layer  of  the  intestine,  and  the  closure  of  the  omphalo- 
mesenteric or  vitelline  duct,  have  already  been  referred  to  (pp.  98,  100). 

The  liver  appears  after  the  Wolffian  bodies,  about  the  third  week,  in  the  form 
of  two  depressions  formed  by  the  epithelial  and  fibro-intestinal  layers  of  the  blasto- 
dermic membrane,  and  projecting  from  the  intestine  at  the  part  which  afterwards 
forms  the  duodenum.  These  depressions  are  developed  into  the  right  and  left 
lobes.  They  grow  very  rapidly  around  the  omphalomesenteric  vein,  from  which 
they  receive  the  branches  enumerated  on  p.  119,  and  about  the  third  month  the 
liver  almost  fills  the  abdominal  cavity.  From  this  period  the  relative  develop- 
ment of  the  liver  is  less  active,  more  especially  that  of  the  left  lobe,  which  now 
becomes  smaller  than  the  right;  but  the  liver  remains  up  to  the  end  of  foetal  life 
relatively  larger  than  in  the  adult. 

The  gall-bladder  appears  about  the  second  month,  and  bile  is  detected  in  the 
intestine  in  the  third  month. 

The  pancreas  is  also  an  early  formation,  being  far  advanced  in  the  second 
month.  It,  as  well  as  the  other  salivary  glands,  which  appear  about  the  same 
period,  originates  in  a  projection  from  the  epithelial  layer,  which  afterwards  forms 
a  cavity,  from  the  ramifications  of  which  the  lobules  of  the  gland  are  formed. 

In  the  development  both  of  the  liver  and  pancreas  it  seems  to  be  admitted 
that  the  epithelial  lining  of  the  duct-passages  is  furnished  by  the  hypoblast,  and 
the  vessels  by  the  mesoblast;  but  authorities  differ  as  to  the  mode  of  formation 
of  the  parenchyma  (cellular  tissue,  &c),  whether  this  is  entirely  mesoblastic  or 
is  contributed  by  both  membranes. 

The  spleen  is  regarded  as  formed  entirely  from  the  mesoblast,  proceeding, 
according  to  Miiller  (Strieker's  "  Handbook,"  vol.  i.),  in  all  vertebrata  from  a 
segment  of  the  peritoneum. 

Development  of  the  Respiratory  Organs.  The  lungs  appear  somewhat  later  than 
the  liver.  They  are  developed  from  a  small  cul-de-sac,  which  is  formed  on  either 
side  as  a  projection  from  the  epithelial  and  fibrous  laminae  of  the  intestine. 
During  the  fourth  week  these  depressions  are  found  on  either  side,  opening 
freely  into  the  pharynx,  and  from  the  original  pouches  other  secondary  pouches 
are  given  off,  so  that  by  the  eighth  week  the  form  of  the  lobes  of  the  lungs 
may  be  made  out.  The  two  primary  pouches  have  a  common  pedicle  of  com- 
munication with  the  pharynx.  This  is  developed  into  the  trachea  (Fig.  85),  the 
cartilaginous  rings  of  which  are  perceptible  about  the  seventh  week.  The  parts 
which  afterwards  form  the  larynx  are  recognized  as  early  as  the  sixth  week, 
viz. :  a  projection  on  either  side  of  the  pharyngeal  opening,  the  rudiment  of  the 
arytenoid  cartilages,  and  a  transverse  elevation  from  the  third  pharyngeal  arch, 
which  afterwards  becomes  the  epiglottis :  the  vocal  cords  and  ventricles  of  the 
larynx  are  seen  about  the  fourth  month.  The  traces  of  the  diaphragm  appear 
early,  in  the  form  of  a  fine  membrane,  separating  the  lungs  from  the  Wolffian 
bodies,  the  stomach  and  liver.  As  the  diaphragm  extends  forwards  from  the 
vertebral  column,  with  the  muscular  plates  of  which  its  development  is  proba- 
bly connected,  it  separates  the  common  pleuro-peritoneal  cavity  into  two  parts, 
a  thoracic  and  abdominal.  The  membrane  which  lines  this  common  cavity  has 
been  traced,  above,  as  derived  from  the  splanchnopleure,  with  an  epithelial 
lining  of  hypoblast. 

Development  of  the  Oenito-urinary  Organs.  The  internal  genito-urinary  organs 
appear  to  be  entirely  of  mesoblastic  origin,  and  perhaps  the  easiest  way  of 
rendering  their  formation  intelligible  is  to  commence  with  the  description  of  the 
Wolffian  body. 


WOLFFIAN   BODY. 


The  Wolffian  body,  or  primordial  kidney,  is  perceptible  about  the  third  week, 
forming  a  mass  of  cells  which  soon  give  rise  to  a  hollow  organ,  situated  on 


Enlarged  »lew  from  before  of  the  len  Wolffian  body  before  the  ea  tab]  lab  men  t  o: 
Farre  after  Kobell).  a,  a,  o,  A,  tubular  atrueture  of  the  Wolffian  body  ;  t,  Wolfflao  duct ;  /,  iu  upper  est  remit  y  ; 
S,  Hi  termination  In  x,  the  urogenital  alnua  ;  ft,  Ibe  duct  of  Mliller ;  I,  Itn  upper  (till  eloaed  catremity  ;  ft,  It* 
lower  end  terminating  Iu  the  urogenital  liana;  1,  the  maaa  of  blaatemn  for  thereproduetlTO  organ,  ovary  or 

either  side  of  the  primitive  vertebrre,  and  extending  from  the  heart  to  the  lower 
end  of  the  embryo,  terminating  above  in  a  cul-de-sac  and  opening  below  into 
the  urogenital  sinus.     The  structure  of  the 

Wolffian  body  is  in  many  respects  analogous  Fig.  90. 

to  that  of  the  permanent  kidney.  It  is  com- 
posed partly  of  an  excretory  canal  or  duct, 
into  which  open  numerous  "  conduits,"  recti- 
linear at  6rst,  but  afterwards  tortuous,  and 
partly  of  a  cellular  or  glandular  structure,  in 
which  Matpighian  tufts  are  found.  It  is 
fixed  to  the  diaphragm  by  a.  superior  liga- 
ment, and  to  the  spinal  column  by  an  inferior 
or  lumbar  ligament.  Its  office  is  the  same  as 
that  of  the  kidneys,  viz.,  to  secrete  fluid  con- 
taining urea,  which  accumulates  in  the 
bladder.  When  the  permanent  kidneys  are 
formed,  the  greater  part  of  the  Wolffian 
body  disappears.  The  rest  takes  part  in  the 
formation  of  the  genital  organs. 

The  activity  of  function  of  the  Wolffian 
bodies  is  very  transitory,  and  they  attain 
their  highest  development  by  the  sixth 
week,  after  which  time  they  begin  to  de- 
crease in  size,  and  have  nearly  disappeared 

bv  the  end  Of  the  third  month.  Diagram  of  the  primitive  urogenital  organ. 

"  The  duct  of  the  Wolffian  body  is  the  part    Jj^*  £ «^.^n°0wrt/i^pro"l«! ■  butnw 
first  formed,  and  it  makes  its  appearance  in    Muiieri*oandWoifflauduct>*rc>eeii'rromtfaB 

a    mass   of    blastema    which    lies    below    the      front.  S,ureter;4,nrinnryb]adder;»,uracbui; 

heart  and  behind  the  common  plero-nerito-    ?■  '„  ™'°  _*"!*"_*  r™m  ^h!c^^"fl°* 

,  j-         a.  ,/  '    11      j.      teatlele  la  afterward*  formed ;  W,  left  Wolffian 

neal  cavity,  proceeding  from  the  mesoblast    „„iy.  x,  a  part  »  the  apex  from  which  the 

at    the    point    of    the     separation    of    its    tWO      conlvaiculoalateafterwardideTelopedj  w.to, 

lavers.     As  this  mass  is  situated  below  the    right  .nd  left  woman  ducta(  »,™,  right  an,i 

-i,      .  /      n       .     i  i"  .1  i    n  •.    \      left  Miillerlan.  ducts  uniting  together  and  with 

epiblast  (reflected  from  the  medullary  cavity)  tbe  Wo,miin  duet,  ln  ^  ,„,  gl!nXM  eord ,  ,„, 
at  the  side  of  the  protovertebrae  and  above    noua  urogenital ;  i,  lower  part  of  the  inte*. 

the  common  pi  euro- peritoneal    cavity,  it  has      tine- td,c-ommon  opening  or  the  Inteatlno  and 

been  named  "the  intermediate   cell-mass."    "^lt",,l™\*1^V^^N*e*i'7r 

,         __   -  ,  .        elltoria  or  penis ;  H,  ridge  from  which  the  labia 

In     tblS    mass,     first    the      Wolffian     dUCt     IS      majora  or  acratum  are  formed. 

hollowed  out,  then  the  tubes  of  the  Wolf- 
fian body  begin  to  form  as  branches  of  the  duct,  next  occurs  a  thickening  or 
ridge — the   Wolffian  ridge  or  germ  epithelium — and  next  a  groove  which  is 


124  GENERAL   ANATOMY. 

converted  into  a  duct,  lying  internal  to  the  Wolffian  duct,  and  called  the  duct 
of  Muller.  The  Wolffian  and  Mlillerian  ducts  open  (along  with  the  ureter  when 
formed)  into  the  common  urogenital  sinus,  or  cloaca,  which  is  the  termination 
of  the  common  intestinal  cavity,  and  into  which  the  allantois  also  opens  in  front. 
As  the  allantois  expands  into  the  urinary  bladder  this  common  cavity  is  divided 
into  two  by  a  septum,  to  form  the  bladder  in  front  and  the  rectum  behind.  The 
Wolffian  and  Miillerian  ducts  are  soon  connected  by  cellular  substance  into  a 
single  mass — the  genital  cord — in  which  the  Wolffian  ducts  lie  side  by  side  in 
front,  and  the  ducts  of  Muller  behind,  at  first  separate,  but  later  on  coalescing. 

The  allantois  communicates  at  first  with  the  lower  part  of  the  primitive  intes- 
tine by  a  canal — the  urachus.  After  the  second  month  the  lower  part  of  the 
urachus  dilates,  so  as  to  form  the  bladder,  which  then  communicates  above  with 
the  cavity  of  the  urachus,  and  below  with  the  rectum,  by  a  canal  of  commu- 
nication which  is  afterwards  transformed  into  the  urethra.  The  urachus  is 
obliterated  before  the  termination  of  foetal  life ;  but  the  cord  formed  by  its 
obliteration  is  perceptible  throughout  life,  passing  from  the  upper  part  of  the 
bladder  to  the  umbilicus,  and  occasionally  remains  patent  during  life,  consti- 
tuting a  well-known  deformity.  The  permanent  kidneys  are  almost,  if  not 
entirely,  independent  of  the  Wolffian  bodies  or  primordial  kidneys  in  their 
development,  though  they  originate  in  the  same  mass  of  blastema,  the  interme- 
diate cell-mass  behind  the  Wolffian  body.  As  their  distance  from  the  bladder 
increases,  the  ureters  become  developed,  and  the  simple  culs-de-sac  in  which  the 
foetal  kidneys  commence  divide  and  subdivide  so  as  to  form  lobulated  organs 
provided  with  calices  in  their  interior.  This  lobulation  is  perceptible  for  some 
time  after  birth. 

The  mode  of  development  of  the  ureters  is  not  exaetlv  known.  Some  embry- 
ologists  describe  them  as  extending  gradually  from  the  allantois  upwards,  so 
that  the  proper  tissue  of  the  kidney  would  be  developed  upon  projections,  or 
buds,  out  of  the  upper  ends  of  the  ureters.  Others  describe  the  ureter  as  an 
offset  from  the  upper  part  of  the  Wolffian  duct.  Others  teach  that  the  kidney 
tissue  is  formed  before  the  ureter,  and  that  the  ducts  of  the  former  are  hollowed 
out  and  open  into  the  latter.  Others,  again,  believe  that  the  whole  organ 
(kidney  and  ureter)  is  laid  down  in  the  same  mass  of  blastema,  which  is  at  first 
solid,  and  that  the  various  ducts  or  hollow  spaces  are  formed  in  each  part  simul- 
taneously. What  is  admitted  is  that  the  solid  blastema  in  which  the  kidney 
commences  comes  to  be  arranged  in  a  series  of  club-shaped  bodies,  which  have 
their  larger  ends  directed  towards  the  hilum,  and  that  these  afterwards  become 
hollow  and  open  into  the  ureter,  which  has  then  also  assumed  the  condition  of 
a  tube,  communicating  with  the  part  of  the  allantois  afterwards  converted  into 
the  bladder.  As  the  future  uriniferous  tubes  grow,  they  become  convoluted,  so 
that  the  whole  substance  of  the  kidney  seems  at  first  to  consist  of  cortical  sub- 
stance. Then  the  ends  of  the  tubes  become  straight,  and  the  pyramidal  struc- 
ture is  developed. 

The  suprarenal  bodies  are  developed  from  the  same  mass  as  the  kidney,  and 
are  said  at  first  to  form  a  single  organ  in  the  middle  line.  "Kolliker  has 
observed  them  in  close  connection  with  the  substance  in  which  the  large  sym- 

Eathetic  plexus  of  the  abdomen  is  produced,  but  it  is  not  ascertained  that  they 
ave  a  common  origin."  They  are  at  first  larger  than  the  kidneys,  but  become 
equal  in  size  about  the  tenth  week,  and  from  that  time  decrease  relatively  to 
the  kidney,  though  they  remain  throughout  foetal  life  much  larger  in  proportion 
than  in  the  adult.  Meckel  gives  the  proportion  as  1  to  3  at  birth,  and  1  to  22 
in  mature  life. 

We  must  now  follow  the  development  of  the  genital  organs  in  each  sex. 

Female  Organs.  The  ovaries  take  their  origin  in  the  ridge  of  germ  epithe- 
lium which  has  been  spoken  of  above  as  making  its  appearance  in  the  interme- 
diate cell-mass;  from  the  cells  of  which  epithelium,  according  to  the  most  recent 
observations,  the  ova  take  their  origin.     These  ova  are  inclosed  or  encapsuled  in 
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a  fibrous  stroma,  developed  from  the  deeper  blastema  of  the  same  cell-mass,  or, 
according  to  earlier  observers,  from  a  part  of  the  Wolffian  body.  According  to 
the  latest  account  the  only  remains  of  the  Wolffian  body  in  the  complete  condi- 


Adult  ovary,  pa roi urinal,  and  Fallopian  lube  (from  Farre,  after  Kobelt).  a, a,  Epoophoron  (parovarium) 
formed  from  the  upper  part  of  the  Wolffian  body ;  »,  remains  of  the  uppermost  tubea  sometime*  forming  hyda- 
tid! ;  c,  middle  act  of  lubea  ;  d,  some  lower  atrophied  lubes  ;  *,  atrophied  rem  sins  of  the  Wolfflan  duct;/,  the 
terminal  bulb  or  hydatid)  a,  the  Fallopian  tube,  originally  the  duet  of  Miiller;  .hydatid  attached  to  the 
extremity ;  /,  the  ovary. 

tion  of  the  female  organs  are  two  rudimentary  or  vestigial  structures  which  can 
be  found  in  the  round  ligament  near  the  ovary  on  careful  search — the  parova- 
rium, or  organ  of  Rosenmiiller,  and  the  epoophoron.  The  organ  of  Rosenmuller 
consists  of  a  number  of  tubes  which  converge  to  a  transverse  portion  (the  epoo- 

Fig.  92. 


Female  genital  organ*  of  the  embryo,  with  the  remain*  or  the  Wolfflan  bodies 

(after  J.  Mull 

artal  aheep;  a,  thekldneya;  ft,  the  ureter*',  e,  the  ovarleai  d,  remalnaof  Wolffla 

,  their  abdominal  opening* ;  a,  their  union  in  the  body  of  the  uteru*.    B,  more 

advanced  iron 

body  of  the  uteru* ;  6,  corn u a ;  e,  tube*;  if,  ovaries ;  «,  remain*  of  Wolfflan  ho 

mm  the  human  EBtn*  of  three  month*;  a,  the  body  of  the  uteru*  i  fc,  the  roun 

ligament ;  e, 

iben  ;  d,  the  ovaries  :  t,  remain*  of  the  Wolfflan  bodlea. 

phoron),  and  this  is  sometimes  prolonged  into  a  distinct  duct  running  trans- 
versely— the  duct  of  Gacrtner — which  is  much  more  conspicuous  and  extends 
further  in  some  of  the  lower  animals.     This  is  the  remains  of  the  Wolffian  duct. 
The  Fallopian  tube  is  formed  by  the  portion  of  the  duct  of  Miiller,  which  lies 
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above  the  lumbar  ligament  of  the  Wolffian  body.  This  duct  is  at  first  com- 
pletely closed,  and  its  closed  extremity  remains  permanent,  forming  a  small 
cystic  body  attached  to  the  fimbriated  end  of  the  Fallopian  tube,  and  called  the 
"  hydatid  of  Morgagni."  Below  this,  a  cleft  forms  in  the  duct,  and  is  developed 
into  the  fimbriated  opening  of  the  Fallopian  tube. 

Below  this  portion  of  the  duct  of  Muller,  that  body  on  either  side,  and  the 
ducts  of  the  Wolffian  body,  are  united  together  in  a  structure  called  the  "genital 
cord,"  in  which  the  two  Mullerian  ducts  approach  each  other,  lying  side  by 
side  and  finally  coalescing  to  form  the  cavity  of  the  vagina  and  uterus.  This 
coalescence  commences  in  the  middle,  corresponding  to  the  body  of  the  uterus. 
The  upper  parts  of  the  Mullerian  ducts  in  the  genital  cord  constitute  the  cornua 
of  the  uterus,  little  developed  in  the  human  species.  The  only  remains  of  the 
Wolffian  body  consist  in  the  organ  of  Rosenmiiller. 

About  the  fifth  month  an  annular  constriction  marks  the  position  of  the  neck 
of  the  uterus,  and  after  the  sixth  month  the  walls  of  the  uterus  begin  to  thicken. 

The  round  ligament  is  derived  from  the  lumbar  ligament  of  the  Wolffian  body, 
the  peritoneum  constitutes  the  broad  ligaments,  the  superior  ligament  of  the 
Wolffian  body  disappears  with  that  structure. 

Male  Organs.  The  testicles  are  developed  from  the  intermediate  cell-mass 
(genital  gland  of  the  older  embryologists)  behind  and  to  the  inside  of  the  Wolffian 
bodies,  from  which  the  essential  parts  of  the  gland,  the  tubuli  seminiferi,  and 
their  contents  take  origin. 

The  tubuli  seminiferi  are  early  visible,  being  at  first  short  and  straight,  and 
then  gradually  assume  a  coiled  arrangement.  The  tunica  albuginea  is  formed 
about  the  third  month. 

The  Mullerian  ducts  disappear  in  the  male  sex,  with  the  exception  of  their 
lower  ends.  These  unite  in  the  middle  line,  and  open  by  a  common  orifice  into 
the  urogenital  sinus.  This  constitutes  the  utriculus  hominis  or  sinus  prostaticus. 
Occasionally,  however,  the  upper  end  of  the  duct  of  Muller  remains  visible  in 
the  male  as  it  does  in  the  female,  constituting  the  little  pedunculated  body, 
called  the  hydatid  of  Morgagni,  sometimes  found  in  the  neighborhood  of  the 
epididymis,1  between  the  testis  and  globus  major. 

The  head  of  the  epididymis,  its  canal,  the  vas  deferens  and  ejaculatory  duct, 
are  formed  from  the  canals  and  from  the  duct  of  the  Wolffian  body. 

The  remains  of  the  Wolffian  bodies  also  form  the  vas  aberrans  and  a  structure 
described  by  Giraktes,2  and  called  after  him  "the  organ  of  Giraldks,"  which  bears 
a  good  deal  of  resemblance  to  the  organ  of  Rosenmiiller  in  the  other  sex.  It 
consists  of  a  number  of  convoluted  tubules  lying  in  the  cellular  tissue  in  front 
of  the  cord  and  close  to  the  head  of  the  epididymis. 

The  descent  of  the  testis  and  the  formation  of  the  gubernaculum  are  described 
in  the  body  of  the  work. 

The  External  organs  of  generation,  like  the  internal,  pass  through  a  stage  in 
which  there  is  no  distinction  of  sex  (Fig.  93,  II.,  III.).  We  must  therefore  first 
describe  this  stage,  and  then  follow  the  development  of  the  female  and  male 
organs  respectively. 

As  stated  above,  the  anal  depression  at  an  early  period  is  formed  by  an  involu- 
tion of  the  external  epithelium  apart  from  the  intestine,  which  is  still  closed  at 
its  lower  end.  When  the  septum  between  the  two  opens,  which  is  about  the 
fourth  week,  the  urachus  in  front  and  the  intestine  behind  both  communicate 
with  the  cloaca.  About  the  second  month  a  transverse  division  (the  perineum) 
begins  to  form,  and  divides  the  cloaca  into  the  anal  cavity  behind,  and  the  uro- 
genital sinus  in  front.  In  the  sixth  week  a  tubercle,  the  genital  tuberch,  is  formed 
in  front  of  the  cloaca,  and  this  is  soon  surrounded  by  two  folds  of  skin,  the 

1  Mr.  Osborn,  in  the  St.  Thomas's  Hospital  Reports,  1875,  has  written  an  interesting  paper 
pointing  out  the  probable  connection  between  this  foetal  structure  and  one  form  of  hydrocele. 
*  Journ.  de  Phys.,  1861. 
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genital  folds.  Towards  the  end  of  the  second  month  the  tubercle  presents,  on 
its  lower  aspect,  a  groove,  the  yenital  furrow,  turned  towards  the  cloaca.  All 
these  parts  are  well  developed  at  the  period  shown  by  No.  III.  of  the  following 
diagrams,  where  the  anus  is  separated  from  the  urogenital  sinus,  yet  no  distinc- 
tion of  sex  is  possible. 

Fig.  93. 


DerelopmeDt  or  the  external  genital  organ*.  Indifferent  typt,  I.  IT.  lit.  Female.  A  B.  pit  the  middle  of 
tirth  mouth.  O.  at  the  beginning  or  the  ilxth.  Mali.  A',  at  the  beginning  or  the  fourth  month.  H\  at 
middle  or  the  fourth  month.  C.  at  the  end  or  the  fourth  month.  1.  Cloaca,  i.  Ocnltal  tubercle.  8.  Ol 
rwn.ii  or  ellloridla.  4.  Genital  furrow,  6.  External  genital  fold!  (labia  majora  or  scrotum).  S.  Umbilical  a 
1.  Aaiu.  S.  Oaudil  extremity  aad  ci 
elitoridka.  is.  Preputium  peoli  or 
Hymen.    10.  Scrotal  raphe. 

Female  Oryans  (Fig.  93,  A,  B,  C).     The  female  organs  are  developed  by  an 
easy  transition  from  the  above  form.     The  urogenital  sinus  persists  as  the  vesti- 


4.  Opening  fil  the  vagina 
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bule  of  the  vagina,  and  forms  a  single  tube  with  the  upper  part  of  the  vagina, 
which  we  have  already  seen  developed  from  the  united  Miillerian  ducts.  The 
genital  tubercle  forms  the  clitoris,  the  genital  folds  the  labia  majora,  the  lips  of 
the  genital  furrow  the  labia  minora,  the  genital  farrow  remaining  open  except 
below,  where  it  unites  with  the  perinaeum,  constituting  the  raph& 

Male  Organs.  In  the  male  the  changes  are  greater  from  the  indifferent  tvpe. 
The  genital  tubercle  is  developed  into  the  penis,  the  glans  appearing  in  the  third 
month,  the  prepuce  and  corpora  cavernosa  in  the  fourth.  The  genital  furrow 
closes,  and  thus  forms  a  canal,  the  spongy  portion  of  the  urethra.  The  urogenital 
sinus  becomes  elongated,  and  forms  the  prostatic  and  membranous  urethra.  The 
genital  folds  unite  in  the  middle  line,  to  form  the  scrotum,  at  about  the  same 
time  as  the  genital  furrow  closes,  viz.,  between  the  third  and  fourth  month. 

The  following  table  is  translated  from  the  work  of  Beaunis  and  Bouchard, 
with  some  very  unimportant  alterations.1  It  will  serve  to  present  a  resume  of 
the  above  facta  in  an  easily  accessible  form. 

1  It  will  be  noticed  that  the  time  assigned  in  this  table  for  the  appearance  of  the  first  rudiment 
of  some  of  the  bones  (e.g  the  ilium),  varies  in  some  cases  from  that  assigned  on  p.  55.  This  is  a 
point  on  which  anatomists  differ,  and  which  probably  varies  in  different  cases. 


CHRONOLOGICAL   TABLE 


OF 
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(From  Beaukis  and  Bouchard.) 


End  of  second  week. — Formation  of  the  amnion  and  umbilical  vesicle.  Chorda  dorsal  is  and 
medullary  groove.     Heart. 

Beginning  of  third  week. — The  vitelline  membrane  has  entirely  disappeared.  Protovertebral 
disks.     First  pharyngeal  arch.     Buccal  depression.     Primitive  circulation. 

End  of  third  week.  The  allantois  and  Wolffian  body  appear.  The  amnion  is  closed.  Cerebral 
vesicles.  Primitive  ocular  and  auditory  vesicles.  Coalescence  of  the  inferior  maxillary 
protuberances.     Liver.     Formation  of  the  three  last  pharyngeal  arches. 

Fourth  week. — The  umbilical  vesicle  has  attained  its  full  development.  Projection  of  the  caudal 
extremity.  Projection  of  the  upper  and  lower  limbs.  Cloacal  aperture.  The  heart  sepa- 
rates into  a  right  and  left  heart.  Spinal  ganglia  and  anterior  roots.  Olfactory  fossae. 
Lungs.     Pancreas. 

Fifth  week. — Vascularity  of  the  allantois  in  its  whole  extent.  First  trace  of  hands  and  feet. 
The  primitive  aorta  divides  into  primitive  aorta  and  pulmonary  artery.  Conduit  of  MUllcr 
and  genital  gland.     Ossification  of  clavicle  and  lower  jaw.     Cartilage  of  Meckel. 

Sixth  week. — The  activity  of  the  umbilical  vesicle  ceases  The  pharyngeal  clefts  disappear. 
The  vertebral  column,  primitive  cranium,  and  ribs  assume  the  cartilaginous  condition. 
Posterior  roots  of  the  nerves.  Membranes  of  the  nervous  centres.  Bladder.  Kidneys. 
Tongue.     Larynx.    Thyroid  gland.     Germs  of  teeth.     Genital  tubercle  and  folds. 

Seventh  week. — The  muscles  begin  to  be  perceptible.  Points  of  ossification  of  the  ribs,  scapula, 
shafts  of  humerus,  femur,  tibia,  intermaxillary  bone,  palate,  upper  jaw  (its  first  four  points). 

Eighth  week. — Distinction  of  arm  and  forearm,  and  of  thigh  and  leg.  Appearance  of  the  inter- 
digital  clefts.  Capsule  of  the  lens  and  pupillary  membrane.  Completion  of  the  interven- 
tricular and  commencement  of  the  interauricular  septum.  Salivary  glands.  Spleen.  Su- 
prarenal capsules.  The  larynx  begins  to  become  cartilaginous.  All  the  vertebral  bodies 
are  cartilaginous.  Points  of  ossification  for  the  ulna,  radius,  fibula,  and  ilium.  The  two 
halves  of  the  bony  palate  unite.     Sympathetic  nerve. 

Xtnth  week. — Corpus  striatum.  Pericardium.  Distinction  between  ovary  and  testicle.  Forma- 
tion of  the  genital  furrow.  Osseous  nuclei  of  vertebral  bodies  and  arches,  frontal,  vomer, 
malar  bone,  shafts  of  metacarpal  bones,  metatarsal  bones  and  phalanges.  The  union  of  the 
hard  palate  is  completed.     Gall-bladder. 

Tftird  month.— Formation  of  the  foetal  placenta.  The  projection  of  the  caudal  extremity  disap- 
pears. It  is  possible  to  distinguish  the  male  and  female  organs  at  the  commencement  of  the 
third  month.  The  cloacal  aperture  divided  into  two  parts.  The  cartilaginous  arches  on 
the  dorsal  region  of  the  spine  close.  Points  of  ossification  for  the  occipital,  sphenoid,  os 
unguis,  nasal  bones,  squamous  portion  of  temporal  and  ischium.  Orbital  centre  of  superior 
maxillary  bone.  Commencement  of  formation  of  maxillary  sinus.  Pons  Varolii.  Fissure 
of  Sylvius.  Formation  of  eyelids  and  of  hairs  and  of  nails.  Mammary  gland.  Epiglottis. 
Union  of  the  testicle  with  the  canals  of  the  Wolffian  body.     Prostate. 

Fourth  month. — The  closure  of  the  cartilaginous  arches  of  the  spine  is  complete.  Osseous 
points  for  the  first  sacral  vertebra  and  pubes.  Ossification  of  the  malleus  and  incus. 
Corpus  callosum.  Membranous  lamina  spiralis;  cartilage  of  the  Eustachian  tube.  Tym- 
panic ring.  Fat  subcutaneous  cellular  tissue.  Tonsils.  Closure  of  genital  furrow  and 
formation  of  scrotum  and  prepuce. 

Fifth  month. — The  two  layers  of  decidua  begin  to  coalesce.  Osseous  nuclei  of  axis  and  odontoid 
process.  Lateral  points  of  first  sacral  vertebra ;  median  points  of  second.  Osseous  points 
of  lateral  masses  or  ethmoid.  Ossification  of  stapes  and  petrous  bone.  Ossification  of  germs 
of  teeth.  Appearance  of  germs  of  permanent  teeth.  Organ  of  Corti.  Eruption  of  hair 
on  head.  Sudoriferous  glands.  Glands  of  Brunner.  Follicles  of  tonsils  and  base  of  tongue. 
Lymphatic  glands.     Commencement  of  limitation  of  uterus  and  vagina. 
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Sixth  month.—  Points  of  ossification  for  the  anterior  root  of  the  transverse  process  of  the  seventh 

cervical  vertebra.     Lateral  points  of  second  sacral  vertebra ;  median  points  of  third.     The 

sacro- vertebral  angle  forms.     Osseous  points  of  the  manubrium  stern i  and  of  the  os  calcis. 

The  cerebral  hemisphere  covers  the  cerebellum.     Papilla}  of  the  skin.     Sebaceous  glands. 

The  free  border  of  the  nail  projects  from  the  corium  of  the  dermis.     Pcyer's  patches.    The 

walls  of  the  uterus  thicken. 
Seventh  month. — Additional  points  of  first  sacral  vertebra ;  lateral   points  of    third ;    median 

point  of  fourth.     First  osseous  point  of  body  of  sternum.     Osseous  point  for  astragalus. 

Disappearance  of  Meckel's  cartilage.     Cerebral  convolutions.     Insula  of  Reil.     Separation 

of  tubercula  quadrigemina.     Disappearance  of  pupillary  membrane.    The  testicle  passes 

into  the  vaginal  process  of  the.  peritoneum. 
Eighth  month. — Additional  points  for  the  second  sacral  vertebra ;  lateral  points  for  the  fourth  ; 

median  points  for  the  fifth. 
Ninth  month. — Additional  points  for  the  third  sacral  vertebra ;  lateral  points  for  the  fifth. 

Osseous  point  for  the  middle  turbinated  bone  ;  for  the  body  and  great  cornu  of  the  hyoid ; 

for  the  second  and  third  pieces  of  the  body  of  the  sternum ;  for  the  lower  end  of  the  femur. 

Ossification  of  the  bony  lamina  spiralis  and  axis  of  the  cochlea.     Opening  of  the  eyelids. 

The  testicles  are  in  the  scrotum. 


DESCRIPTIVE  AND  SURGICAL  ANATOMY. 


The  Skeleton. 

The  entire  skeleton  in  the  adult  consists  of  200  distinct  bones.    These  are — 

The  Spine  or  vertebral  column  (sacrum  and  coccyx  included)  26 

Cranium  : 8 

Face 14 

Os  hyoides,  sternum,  and  ribs 26 

Upper  extremities 64 

Lower  extremities 62 


200 


In  this  enumeration,  the  patellae  are  included  as  separate  bones,  but  the 
smaller  sesamoid  bones,  and  the  ossicula  auditus,  are  not  reckoned.  The  teeth 
belong  to  the  tegumentary  system. 
These  bones  are  divisible  into  four  classes:  Long,  Shortr  Fht^  and.  Irregular. 
The  Long  Bones  are  found  in  the  limbs,  where  tliey  Form  a  system  of  levers, 
which  have  to  sustain  the  weight  of  the  trunk,  and  to  confer  the  power  of 
locomotion.  A  long  bone  consists  of  a  lengthened  cylinder  or  shaft,  and  two 
extremities.  The  shaft  is  a  hollow  cylinder,  the  walls  consisting  of  dense  com- 
pact  tissue  of  great-  thickness  in  the  middle,  and  becoming  thinner  towards  the 
extremities;  the  spongy  tissue  is  scanty,  and  the  bone  is  hollowed  out  in  its 
interior  to  form  the  medullary  canal.  The  extremities  are  generally  somewhat 
expanded  for  greater  convenience  of  mutual  connection,  for  the  purposes  of 
articulation,  and  to  afford  a  broad  surface  for  muscular  attachment.  Here  the 
bone  is  made  up  of  spongy  tissue  with  only  a  thin  coating  of  compact  sub- 
stance. The  long  bones  are,  the  humerus,  radius,  ulna,  femur,  tibia,  fihuh, 
metacarpal  and  metatarsal  bones,  and  the  phalanges.  The  clavicle  is  also  usually 
reckoned  as  a  long  bone. 

Short  Bones.  Where  a  part  of  the  skeleton  is  intended  for  strength  and 
compactness,  and  its  motion  is  at  the  same  time  slight  and  limited,  it  is  divided 
into  a  number  of  small  pieces  united  together  by  ligaments,  and  the  separate 
bones  are  short  and  compressed,  such  as  the  bones  of  the  carpus  and  tarsus. 
These  bones,  in  their  structure,  are  spongy  throughout,  excepting  at  their  sur- 
face, where  there  is  a  thin  crust  of  compact  substance. 

Flat  Bones.  Where  the  principal  requirement  is  either  extensive  protection, 
or  the  provision  of  broad  surfaces  for  muscular  attachment,  we  find  the  osseous 
structure  expanded  into  broad  flat  plates,  as  is  seen  in  the  bones  of  the  skull 
and  the  shoulder-blade.  These  bones  iire  composed  of  two  thin  layers  of  com- 
pact tissue,  inclosing  between  them  a  variable  quantity  of  cancellous  tissue. 
In  the  cranial  bones,  these  layers  of  compact  tissue  are  femiliarly  known  as  the 
tables  of  the  skull;  the  outer  one  is  thick  and  tough;  the  inner  one  thinner, 
denser,  and  more  brittle,  and  hence  termed  the  vitreous  table.  The  intervening 
cancellous  tissue  is  called  the  diploe.    The  flat  bones  are,  the  occipital,  parietal, 
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frontal,  nasal,  lachrymal,  vomer,  scapulae,  ossa  innominata,  sternum,  ribs,  and 
patella. 

The  Irregular  or  Mixed  bones  are  such  as,  from  their  peculiar  form,  cannot 
be  grouped  under  either  of  the  preceding  heads.  Their  structure  is  similar  to 
that  of  other  bones,  consisting  of  a  layer  of  compact  tissue  externally,  and  of 
spongy  cancellous  tissue  within.  The  irregular  bones  are,  the  vertebree,  sacrum, 
coccyx,  temporal,  sphenoid,  ethmoid,  malar,  superior  maxillary,  inferior  maxillary, 
palate,  inferior  turbinated,  and  hyoid. 

Surfaces  of  Bones.  If  the  surface  of  any  bone  is  examined,  certain  eminences 
and  depressions  are  seen,  to  which  descriptive  anatomists  have  given  the  fol- 
lowing names. 

A  prominent  process  projecting  from  the  surface  of  a  bone,  which  it  has 
never  been  separate  from,  or  movable  upon,  is  termed  an  apophysis  (from  an6fvati} 
an  excrescence)-,  but  if  such  process  is  developed  as  a  separate  piece  from  the 
rest  of  the  bone,  to  which  it  is  afterwards  joined,  it  is  termed  an  epiphysis  (from 
iniQvw,  an  accretion).  » 

These  eminences  and  depressions  are  of  two  kinds:  articular,  and  non-articular. 
Well-marked  examples  of  articular  eminences  are  found  in  the  heads  of  the 
humerus  and  femur ;  and  of  articular  depressions,  in  the  glenoid  cavity  of  the 
scapula,  and  the  acetabulum.  Non-articular  eminences  are  designated  according 
to  their  form.  Thus,  a  broad,  rough,  uneven  elevation  is  called  a  tuberosity; 
a  small  rough  prominence,  a  tubercle;  a  sharp,  slender,  pointed  eminence,  a  spine; 
a  narrow  rough  elevation,  running  some  way  along  the  surface,  a  rulge[  or  line. 

The  non-articular  depressions  are  also  of  very  variable  form,  and  are  described 
as  fossae,  grooves,  furrows",  fissures,  notches,  etc.  These  non-articular  eminences 
and  expressions  serve  to  increase  the  "extent  of  surface  for  the  attachment  of 
ligaments  and  muscles,  and  are  usually  well  marked  in  proportion  to  the  mus- 
cularity of  the  subject. 

THE  SPINE. 

|       The  Spine  is  a  flexuous  and  flexible  column,  formed  of  a  series  of  bones  called 

Vertebra. 
I  The  Vertebra?,  are  thirty-three  in  number,  exclusive  of  those  which  form  the 
I  sk nil,  and  have  received  trie  names  cervical,  dorsal,  lumbar,  sacral,  and  coccygeal, 
according  to  the  position  which  they  occupy ;  sevgp  being  found  in  the  cervical 
region,  twelve  in  the  dorsal,  five  in  the  lumbar,  five  in  the  sacral,  and  four  in 
the  cocc)rgea1.  *"~  — "* 

This  number  is  sometimes  increased  by  an  additional  vertebra  in  one  region, 
or  the  number  may  be  diminished  in  one  region,  the  deficiency  being  supplied 
by  an  additional  vertebra  in  another.  These  observations  do  not  apply  to  the 
cervical  portion  of  the  spine,  the  number  of  bones  forming  which  is  seldom 
increased  or  diminished. 

The  Vertebra  in  the  upper  three  regions  of  the  spine  are  separate  throughout 
the  whole  of  life;  but  those  found  in  the  sacral  and  coccygeal  ^regions  are,  in 
the  adult,  firmly^  united,  so  as  to  form  two  bones — five  entering  into  the  forma- 
tion of  the  upper  bone  or  sacrum,  and  four  into  the  terminal  bone  of  the  spine, 
or  coccyx. 

General  Characters  of  a  Vertebra. 

Each  vertebra  consists  of  two  essential  parts,  an  interior  solid  segment  or 
body,  and  a  posterior  segment  or  arch.  The  arch  is  formed  of  two  pedicles, 
and  two  laminoe,  supporting  seven  processes;  viz.,  four  articular,  two  transverse, 
and  ofieTspuious  process. 

The  bodies  of  the  vertebra  are  piled  one  upon  the  other,  forming  a  strong 
pillar,  for  the  support  of  the  cranium  and  trunk ;  the  arches  forming  a  hollow 
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cylinder  behind  for  the  protection  of  the  spinal  cord.  The  different  vertebrae 
are  connected  together  by  means  of  the  articular  processes,  and  the  inter- 
vertebral cartilages;  while  the  transverse  and  spinous  processes  serve  as  levers 
for  the  attachment  of  muscles  which  move  the  different  parts  of  the  spine. 
Lastly,  between  each  pair  of  vertebrae  apertures  exist  through  which  the  spinal 
nerves  pass  from  the  cord.  Each  of  these  constituent  parts  must  now  be  sepa- 
rately examined. 

The  Body  is  the  largest  and  most  solid  part  of  a  vertebra.  Above  and  below, 
it  is  slightly  concave,  presenting  a  rim  around  its  circumference ;  and  its  upper 
and  lower  surfaces  are  rough,  for  the  attachment  of  the  intervertebral  fibro- 
cartilages.  In  front,  it  is  convex  from  side  to  side,  concave  from  above  down- 
wards. Behind,  it  is  flat  from  above  downwards  and  slightly  concave  from  side 
to  side.  Its  anterior  surface  is  perforated  by  a  few  small  apertures,  for  the 
passage  of  nutrient  vessels ;  whilst,  on  the  posterior  surface,  is  a  single  large 
irregular  aperture,  or  occasionally  more  than  one,  for  the  exit  of  veins  from  the 
body  of  the  vertebra,  the  vense  basis  vertebras. 

The  Pedicles  project  backwards,  one  on  each  side,  from  the  upper  part  of  the 
body  of  the  vertebra,  at  the  line  of  junction  of  its  posterior  and  lateral  surfaces. 
The  concavities  above  and  below  the  pedicles  are  the  intervertebral  notches ;  they 
are  four  in  number,  two  on  each  side,  the  inferior  on&TTjcing  generally  the 
deeper.  When  the  vertebrae  are  articulated,  the  notches  of  each  contiguous 
pair  of  bones  form  the  intervertebral  foramina  which  communicate  with  the 
spinal  canal  and  transmit  the  spinal  nerves. 

The  Laminse  are  two  broad  plates  of  bone  which  complete  the  vertebral  arch 
behind,  inclosing  a  foramen  which  serves  for  the  protection  of  the  spinal  cord ; 
they  are  connected  to  the  body  by  means  of  the  pedicles.  Their  upper  and 
lower  borders  are  rough,  for  the  attachment  of  the  lit /amenta  subflava. 

The  Articular  Processes,  four  in  number,  two  on  each  side,  spring  from  the 
junction  of  the  pedicles  with  the  laminae.  The  two  superior  project  upwards, 
their  articular  surfaces  being  directed  more  or  less  backwards;  the  two  inferior 
project  downwards,  their  articular  surfaces  looking  more  or  less  forwards.1 

The  Spinous  Process  projects  backwards  from  the  junction  of  the  two  laminae, 
and  serves  for  the  attachment  of  muscles. 

The  Transverse^  Processes,  two  in  number,  project  one  at  each  side  from  the  | 
point  where  the"  articular  processes  join  the  pedicle.  They  also  serve  for  the  j 
attachment  of  muscles. 

Characters  of  the  Cervical  Vertebra  (Fig.  94). 

The  Body  is  smaller  than  in  any  other  region  of  the  spine,  and  broader  from     . 
side  to  sIHe  than  from  before  backwards.     The  anterior  and  posterior  surfaces    ; 
are  flattened  and  of  equal  depth ;  the  former  is  placed  on  a  lower  level  than  the    ■ 
latter,  and  its  inferior  border  is  prolonged  downwards  so  as  to  overlap  the  upper 
and  fore  part  of  the  vertebra  below.     Its  upper  surface  is  concave  transversely, 
and  presents  a  projecting  lip  on  each  side ;  its  lower  surface  being  convex  from 
side  to  side,  concave  from  before  backwards,  and  presenting  laterally  a  shallow 
concavity,  which   receives  the   corresponding  projecting  lip  of  the  adjacent 
vertebra.     The  pedyfys  are  directed  obliquely  outwards,  and  the  superior  inter- 
vertebral notches  are  deeper,  but  narrower,  than  the  inferior.     The  laminse  are 
narrow,  long,  thinner  above  than  below,  and  overlap  each  other ;  inclosing  the 
spinal  foramen,  which  is  very  large,  and  of  a  triangular  form.     The  spinous 
processes  are  short  and  bifid  at  the  extremity,  to  afford  greater  extent  of  surfhec 
for  the  attachment  of  muscles,  the  two  divisions  being  often  of  unequal  size. 

1  It  may.  perhaps,  be  as  well  to  remind  the  reader,  that  the  direction  of  a  surface  is  determined 
by  that  of  a  line  drawn  at  right  angles  to  it 
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They  increase  in  length  from  the  fourth  to  the  seventh.  The  transverse  processes 
are  short,  directed  downwards,  outwards,  and  forwards,  bifid  at  their  extremity, 
and  marked  by  a  groove  along  their  upper  surface,  which  runs  downwards  and 
outwards  from  the  superior  intervertebral  notch,  and  serves  for  the  transmission 

Fig.  94. — A  Cervical  Vertebra. 
Jbrame*  J~VertAr< 


of  one  of  the  cervical  nerves.  The  transverse  processes  are  pierced  at  their 
base  by  a  foramen,  for  the  transmission  of  the  vertebral  artery,  vein,  and 
plexus  of  nerves.  Each  process  is  formed  by  two  roots ;  the  anterior  root  arises 
from  the  side  of  the  body,  and  corresponds  toThe  ribs:  the  posterior  root 
springs  from  the  junction  of  the  pedicle  with  the  lamina,  and  corresponds  with 
the  transverse  processes  in  the  dorsal  region.  It  is  by  the  junction  of  the  two 
that  the  foramen  for  the  vertebral  vessels  is  formed.  The  extremities  of  each 
of  these  roots  form  the  anterior  and  posterior  tubercles  of  the  transverse  processes. 
The  articular  processes  are  oblique :  the  superior  are  of  an  oval  form,  flattened 
and  directed  upwards  and  backwards ;  the  inferior  downwards  and  forwards. 

The  peculiar  vertebra;  in  the  cervical  region  are  the  first  or  Atlas ;  the  second 
or  Axis;  and  the  seventh  or  Vertebra jtrom inens.  The  "gfcfttT modifications  in 
theTorm  of  the  atlas  and  axis  are  designed  to  admit  of  the  nodding  and  rotatory 
movements  of  the  head. 

The  Atlas  (Fig.  95)  (so  named  from  supporting  the  globe  of  the  head).  The 
chief  peculiarities  of  this  bone  are,  that  it  has  neither  body  nor  spinous  process. 

Fig.  95.— 1st  Cervical  Vertebra,  or  Atlas. 
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The  body  is  detached  from  the  rest  of  the  bone,  and  forms  the  odontoid  process 
of  the  second  vertebra ;  while  the  parts  corresponding  to  the  pedicles  pass  in 
front,  and  join  to  form  the  anterior  arch.    The  atlas  consists  of  an  anterior  arch, 
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a  posterior  arch,  and  two  lateral  masses.  The  anterior  arch  forms  about  one- 
fifth  of  the  bone ;  its  anterior  surface  is  convex,  and  presents  about  its  centre  a 
tubercle,  for  the  attachment  of  the  Longus  colli  muscle ;  posteriorly  it  is  concave, 
and  marked  by  a  smooth  oval  or  circular  facet,  for  articulation  with  the  odontoid 
process  of  the  axis.  The  posterior  arch  forms  about  two-fifths  of  the  circumfe- 
rence of  the  bone ;  it  terminates  behind  in  a  tubercle,  which  is  the  rudiment  of 
a  spinous  process,  and  gives  origin  to  the  Rectus  capitis  posticus  minor.  The 
diminutive  size  of  this  process  prevents  any  interference  in  the  movements 
between  it  and  the  cranium.  The  posterior  part  of  the  arch  presents,  above,  a 
rounded  edge ;  whilst,  in  front,  immediately  behind  each  superior  articular  pro-  j 

cess,  is  a  grora,  sometimes  converted  into  a  foramen  by  a  delicate  bony  spiculum  &  J 
which  archesbackwards  from  the  posterior  extremity  of  the  superior  articular  ' 
process.  These  grooves  represent  the  superior  intervertebral  notches,  and  are 
peculiar  from  being  situated  behind  the  articular  processes,  instead  of  before 
them,  as  in  the  other  vertebrae.  They  serve  for  the  transmission  of  the  verte- 
bral artery,  which,  ascending  through  the  foramen  in  the  transverse  process, 
winds  round  the  lateral  mass  in  a  direction  backwards  and  inwards.  They 
also  transmit  the  sub-occipital  nerves.  On  the  under  surface  of  the  posterior 
arch,  in  the  same  situation,  are  two  other  grooves,  placed  behind  the  lateral 
masses,  and  representing  the  inferior  intervertebral  notches  of  other  vertebrae. 
They  are  much  less  marked  than  the  superior.  The  lateral  masses  are  the  most 
bulky  and  solid  parts  of  the  atlas,  in  order  to  support  the  weight  of  the  head ; 
they  present  two  articulating  processes  above,  and  two  below.  The  two  superior 
are  of  large  size,  oval,  concave,  and  approach  towards  one  another  in  front,  but 
diverge  behind ;  they  are  directed  upwards,  inwards,  and  a  little  backwards, 
forming  a  kind  of  cup  for  the  condyles  of  the  occipital  bone,  and  are  admirably 
adapted  to  the  nodding  movements  of  the  head.  Not  unfrequently  they  are 
partially  subdivided  by  a  more  or  less  deep  indentation  which  encroaches  upon 
each  lateral  margin.  The  inferior  articular  processes  are  circular  in  form,  flat- 
tened or  slightly  concave,  and  directed  downwards,  inwards,  and  a  little  back- 
wards, articulating  with  the  axis,  and  permitting  the  rotatory  movements.  Just 
below  the  inner  margin  of  each  superior  articular  surface  is  a  small  tubercle,  for 
the  attachment  of  a  ligament  which,  stretching  across  the  ring  of  the  atlas, 
divides  it  into  two  unequal  parts ;  the  anterior  or  smaller  segment  receiving  the 
odontoid  process  of  the  axis,  the  posterior  allowing  the  transmission  of  the 
spinal  cord  and  its  membranes.  This  part  of  the  spinal  canal  is  of  considerable 
size,  to  afford  space  for  the  spinal  cord ;  and  hence  lateral  displacement  of  the 
atlas  may  occur  without  compression  of  the  spinal  cord*.  The  transverse  pro- 
cesses are  of  large  size,  for  the  attachment  of  special  muscles  which  assist  in 
rotating  the  head — long,  not  bifid,  perforated  at  their  base  by  a  canal  for  the 
vertebral  artery,  which  is  directed  from  below,  upwards  and  backwards. 

The  Axis  (Fig.  96)  (so  named  from  forming  the  pivot  upon  which  the  head 
rotates).  The  most  distinctive  character  of  this  bone  is  the  strong  prominent 
process,  tooth-like  in  form  (hence  the  name  odontoid),  which  rises  perpendicularly 
from  the  upper  part  of  the  body.  The  body  is  of  a  triangular  form  ;  deeper  in 
front  than  behind,  and  prolonged  downwards  anteriorly  so  as  to  overlap  the 
upper  and  fore  part  of  the  adjacent  vertebra.  It  presents  in  front  a  median 
longitudinal  ridge,  separating  two  lateral  depressions  for  the  attachment  of  the 
Longus  colli  muscles  of  each  side.  The  odontoid  process  presents  two  articu- 
lating surfaces;  one  in  front  of  an  oval  form,  for  articulation  with  the  atlas; 
another  behind,  for  the  transverse  ligament;  the  latter  frequently  encroaching 
on  the  sides  of  the  process;  the  apex  is  pointed.  Below  the  apex  the  process  is 
somewhat  enlarged,  and  presents  on  either  side  a  rough  impression  for  the 
attachment  of  the  odontoid  or  check  ligaments,  which  connect  it  to  the  occipital 
bone;  the  base  of  the  process,  where  it  is  attached  to  the  body,  is  constricted,  so 
as  to  prevent  displacement  from  the  transverse  ligament,  which  binds  it  in  this 
situation  to  the  anterior  arch  of  the  atlas.     Sometimes,  however,  this  process 
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does  t>ecoiTie  displaced,  especially  in  children,  in  whom  the  ligaments  are  more 
relaxed :  instant  death  is  the  result  of  this  accident.  The  pedicles  are  broad  and 
strong,  especially  their  anterior  extremities,  which  coalesce  with  the  Bides  of  the 
body  and  the  root  of  the  odontoid  process.     The  lamina  are  thick  and  strong, 

Fig.  96. — 2d  Cervical  Vertebra,  or  Aits. 
Odontoid  Pi-os. 
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and  the  spinal  foramen  very  large.  The  superior  articular  surfaces  are  round, 
slightly  convex,  directed  upwards  and  outwards,  and  are  peculiar  in  being  sup- 
ported on  the  body,  pedicles,  and  transverse  processes.  The  inferior  articular 
surfaces  have  the  same  direction  as  those  of  the  other  cervical  vertebra;.  The 
superior  intervertebral  notches  are  very  shallow  and  lie  behind  the  articular  pro- 
cesses; the  inferior  in  front  of  them,  as  in  the  other  cervical  vertebra;.  The 
transverse  processes  are  very  small,  not  bifid,  and  perforated  by  the  vertebral 
foramen,  or  foramen  for  the  ver- 
Fig.  97  — 7th  Cervical  Vertelirn,  nr  Vertebra  tcbral  artery,  which  is    directed 

Prnminens.  obliquely  upwards  and  outwards. 

The  spinous  process  is  of  large 
size,  "very  strong,  deeply  chan- 
nelled on  its  under  surface,  and 
presents  a  bifid  tubercular  ex- 
tremity for  the  attachment  of 
muscles,  which  serve  to  rotate 
the  head  upon  the  spine. 

Seventh  Cervical  (Fig.  97).  The 
most  distinctive  character  of  this 
vertebra  is  the  existence  of  a  very 
long  and  prominent  spinous  pro- 
cess; hence  the  name  "Vertebra 
prominens."      This    process   is 
thick,  nearly  horizontal  in  direc- 
tion, not  bifurcated,  and  has  at- 
tached to  it  the  ligamentum  nu- 
ohse.     The  transverse  process  is 
usually  of  large  size,  especially 
its  posterior  root;  its  upper  sur- 
face has  usually  a  shallow  groove 
and  it  seldom  presents  more  than  a  trace  of  bifurcation  at  its  extremity.     The 
vertebral  foramen  is  sometimes  as  large  as  in  the  other  cervical  vertebra,  usu- 
ally smaller,  on  one  or  both  sides,  and  sometimes  wanting.     On  the  left  Bide  it 
occasionally  gives  passage  to  the  vertebral  artery;  more  frequently  the  vertebral 
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vein  traverses  it  on  both  sides;  but  the  usual  arrangement  is  for  both  artery  and 
vein  to  pass  through  the  foramen  in  the  transverse  process  of  the  sixth  cervical. 

Characters  of  the  Dorsal  Vertebra. 
The  bodies  of  the  dorsal  vertebrae  resemble  those  in  the  cervical  and  lumbar 
regions  afThe  respective  ends  of  this  portion  of  the  spine;  but  in  the  middle 
of  the  dorsal  region  their  form  is  very  characteristic,  being  heart-shaped,  and 
broader  in  the  antero-posteriof"  Than  in  the  lateral  direction.  They  are  thicker 
behind  than  in  front,  flat  above  and  below,  convex  and  prominent  in  front,  deeply 
concave  behind,  slightly  constricted  in  front  and  at  the  sides,  and  marked  on 
each  side,  near  the  root  of  the  pedicle,  by  two  demi- facets,  one  above,  the  other 
below.  These  are  covered  with  cartilage  m  tlie  recent  state;  and,  when  articu- 
lated with  the  adjoining  vertebral,  form  oval  surfaces  for  the  reception  of  the 
heads  of  the  corresponding  ribs.  The  pedicles  are  directed  backwards,  and  the 
inferior  intervertebral  notches  are  of  large  size,  and  deeper  than  in  any  other 
region  of  the  spine.  The  lam  in  le  are  broad  and  thick,  and  the  spinal  foramen 
small,  and  of  a  circular  form.  The  articular  "processes  are  flat,  nearly  vertical 
in-direction,  and  project  from  the  upper  and  lower  part  of  the  pedicles,  the  supe- 
rior being  directed  backwards  and  a  little  outwards  and  upwards,  the  inferior 
forwards  and  a  little  inwards  and  downwards.  The  transverse  processes  arise 
from  the  same  parts  of  the  arch  as  the  posterior  roots  of  the  transverse  processes 
in  the  neck ;  they  are  thick,  strong,  and  _of  great  length,  directed  obliquely 
backwards  and.  outwards,  presenting  a  clubbed  extremity,  which  is  tipped  on 
its  anterior  part  by  a  small  concave  surface,  for  articulation  with  the  tubercle  of 
a  rib.  Besides  the  articular  facet  for  the  rib  two  indistinct  tubercles  may  be  seen 
rising  from  the  extremity  of  the  trans  verse,  processes,  one  near  the  upper,  the 
other  near  the  lower  border.     In  man,  they  are  comparatively  of  small  size,  and 

Fig.  98.— A  Dorsal  Vertebra. 
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serve  otilv  for  the  attachment  of  muscles.  But,  in  some  animals,  they  attain 
considerable  magnitude,  either  for  the  purpose  of  more  closely  connecting  the 
segments  of  this  portion  of  the  spine,  or  for  muscular  and  ligamentous  attachment. 
The  spinous  processes  are  long,  triangular  in  form,  directed  obliquely  downwards. 
and  terminating  by  a  tubercular  margin.  They  overlap  one  another  from  the 
fifth  to  the  eighth,  but  are  less  oblique  in  direction  above  and  below. 
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The  peculiar  dorsal  vertebra  are  the  first,  ninth,  tenth,  eleventh,  and  twelfth 
(Fig.  99$. 

The  First  Dorsal  Vertebra  presents,  on  each  side  of  the  body,  a  single  entire 
articular  facet  for  the  head  of  the  first  rib,  and  a  half  facet  for  the  upper  half  of 
the  second!  The  upper  surface  of  the  body  is  like  that  of  a  cervical  vertebra, 
being  broad  transversely,  concave,  and  tigged  on  each  side.  The  articular  srtr- 
faces  are  oblique,  and  the  spinous  processes  thick,  long,  and  almost  horizontal. 


— Peculiar  Dorsal  Vertebra. 
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The  Xt'nth  Dorsal  has  no  demi-facet  below.  In  some  subjects,  however,  the 
ninth  has  two  demi-faoets  on  each  side,  then  the  tenth  has  a  demi-facet  at  the 
upper  part;  none  below. 

The  Tenth  Dorsal  has  (except  in  the  cases  just  mentioned)  an  entire  articular 
facet  on  each  side  above ;  it  has  no  demi-fuect  below. 


LUMBAR   VERTEBRA.  IS9 

In  the  Eleventh  Dorsal,  the  body  approaches  in  its  form  and  size  to  the  lum- 
bar. The  articular  facets  for  the  neads  of  the  ribs,  one  on  each  side,  are  of  large 
size,  and  placed  chiefly  on  the  pedicles,  which  are  thicker  and  stronger  in  this 
and  the  next  vertebra,  than  in  any  other  part  of  the  dorsal  region.  The  tram- 
verse  processes  are  very  short,  tubercular  at  their  extremities,  and  have~"no 
articatar"*Taceta  for  the  tubercles  of  the  ribs.  The  spinous  process  is  shoHJ' 
nearly  horizontal  in  direction,  and  presents  a  slight  tendency  to  bifurcation  at 
its  extremity. 

The  Twelfth  Dorsal  has  the  same  general  characters  as  the  eleventh ;  but  may 
be  distinguished  from  it  by  the  inferior  articular  processes  being  convex  and 
t urnedout wards,  like  those  of  the  lumbar  vertebra;;  by  tne  general  torm  of  the 
bod j,  lamince,  and  spinous  process,  approaching  to  that  of  the  lumbar  vertebra; 
and  by  the  transverse  processes  being  shorter,  and  the  tubercles  at  their  extremi- 
ties more  marked. 

Characters  of  the  Lumbar  Vertebra. 

The  Lumbar  Vertebra  (Fig.  100)  are  the  largest  segments  of  the  vertebral 
column.  The  body  is  large,  broader  from  side  to  side  than  from  before  back- 
wards, about  equal  in  depth  in  front  and  behind,  flattened  or  slightly  concave 
above  and  below,  concave  behind,  and  deeply  constricted  in  front  and  at  the 

Fijr-  100.— Lumber  Vertebra. 

Super.. 


sides,  presenting  prominent  margins,  which  afford  a  broad  basis  for  the  support 
of  the  superincumbent  weight.  The  pedicles  are  very  strong,  directed  back- 
wards from  the  upper  part  of  the  bodies ;  consequently  the  inferior  intervertebral 
notches  are  of  large  size.  The  laminae  are  short,  but  broad  and  strong;  and  the 
foramen  tnangular,~1argcr  than  in  the  dorsal,  smaller  than  in  the  cervical  region. 
The  superior  arfieujar  processes  are  concave,  and  look  almost  directly  inwards; 
the  inferior,  convex,  looE  outwaToV-Bnd  a  little  forwardVptfre'  fdTmeTTrrtrsepa- 
rated  by  a  much  wider  interval  than  the  latteTpembracing  the  lower  articulating 
processes  of  the  vertebra  above.  The  transverse  processes  are  long,  slender, 
directed  transversely  outwards  in  the  upper  three  lumbar  vcrtebne,  slanting  a 
little  upwards  in  the  lower  two.  By  some  anatomists  they  are  considered 
homologous  with  the  ribs.  Of  the  two  tubercles  noticed  in  connection  with  the  | 
transverse  processes  in  the  dorsal  region,  the  superior  ones  become  connected 
in  this  region  with  the  back  part  of  the  superior  articular  processes.  Although 
in  man  they  are  comparatively  small,  in  some  animals  they  attain  considerable 
size,  and  serve  to  lock  the  vertebrae  more  closely  together.  The  spinous  processes 
are  thick  and  broad,  somewhat  quadrilateral,  horizontal  in  direction,  thicker 
below  than  above,  and  terminatTngby"!  rough  uneven  border.  - 
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Fig.  101  — Development  of  a  Vertebra. 
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Fig.  104.— Atlas. 
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Fig.  105.— Axis. 
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Fig.  106.— Lumbar  Vertebra. 
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The  .fY/V/i  Lumbar  Vertebra  is  cha- 
racterized by  having  the  body  much 
thicker  in  front  than  behind*  which 
accords  with  the  prominence  of  the 
sacro- vertebral  articulation,  by  tb.* 
smaller  size  of  its  spinous  process,  by 
the  wide  interval  betwecu  the  inferii»r 
articulating  processes,  and  by  the 
greater  size  and  thickness  of  its  trans- 
verse processes. 

Structure  of  the  Vertebrm.    The  struc- 
ture of  a  vertebra  differs  in  different 
parts.     The  body  is  composed  of  light 
spongy  cancellous  tissue,  naving  a  thin 
coating  of  compact  tissue  on  its  ex-  ,' 
tcrnal  surface  perforated  by  numerous 
orifices,  some  of  large  size,   for  the 
passage  of  vessels;  its  interior  is  tra-  ; 
versed  by  one  or  two  large  canals  for  . 
the  reception  of  veins,  which  converge   , 
towards  a  single  large  irregular  or 
several  small  apertures  at  the  pos- 
terior  part  of  the  body  of  each  bone. 
The   arch   and   processes    projecting 
from  it  have,  on  the  contrary,  an  ex- 
ceedingly thick  covering  of  comjuiet 

tiJMUC. 

Development.  Each  vertebra  in- 
formed of  three  primary  cartilaginous 
portions  (Fig.  101),  one  for  each  la- 
mina and  its  processes,  and  one  for 
the  body.  Ossification  commences  in 
the  lamina)  about  the  sixth  week  of 
fcetal  life,  in  the  situation  where  the 
transverse  processes  afterwards  pro- 
ject, thcossific  granules  shooting  back- 
wards to  the  spine,  forwards  to  the 
body,  and  outwards  into  the  trans- 
verse, and  articular  processes.  Ossifi- 
cation in  the  body  commences  in  the 
middle  of  the  cartilage  about  the 
eighth  week.  At  birth  these  three 
pieces  arc  perfectly  separate.  During 
the  first  year  the  laminae  become  uniietl 
behind,  by  a  portion  of  cartilage  in 
which  the  spinous  process  is  ulti- 
mately formed,  and  thus  the  arch  i^ 
completed.  About  the  third  year  tli.- 
bodv  is  joined  to  the  arch  on  eaeh  sid*\ 
in  such  a  manner  that  the  Ixxlv  i«* 
formed  from  the  three  original  centres 
of  ossification,  the  amount  contributed 
by  the  pedicles  increasing  in  extent 
from  below  upwards.  Thus  the  bodi«\s 
of  the  sacral  vertebrae  are  forme*  1 
almost  entirely  from  the  central  nuclei, 
erally  and  behind  by  the  pedicles;   in 
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the  dorsal  region,  the  pedicles  advance  as  far  forwards  as  the  articular  depres- 
sions for  the  head  of  the  ribs,  forming  these  cavities  of  reception ;  and  in  the 
neck  the  lateral  portions  of  the  bodies  are  formed  entirely  by  the  advance  of 
the  pedicles.  Before  puberty,  no  other  changes  occur,  excepting  a  gradual 
increase  in  the  growth  of  these  primary  centres,  the  upper  and  under  surfaces 
nf  the  bodies,  and  the  ends  of  the  transverse  and  spinous  processes,  being  tipped 
with  cartilage,  in  which  ossific  granules  are  not  as  yet  deposited.  At  sixteen 
rears  (Fig.  102),  four  secondary  centres  appear,  one  for  the  tip  of  each  transverse 
process,  and  two  (sometimes  united  into  one)  for  the  end  of  the  spinous  process. 
At  twenty-one  years  (Fig.  103),  a  thin  circular  epiphysal  plate  of  bone  is  formed 
m  the  layer  of  cartilage  situated  on  the  upper  and  under  surfaces  of  the  body, 
the  former  being  the  thicker  of  the  two.  All  these  become  joined;  and  the 
bone  is  completely  formed  about  the  thirtieth  year  of  life. 

Exceptions  to  this  mode  of  development  occur  in  the  first,  second,  and  seventh 
cervical,  and  in  the  vertebrae  of  the  lumbar  region. 

The  Atlas  (Fig.  10-4)  is  developed  by  two  primary  centres,  and  by  one  or  more 
epiphyses.  The  two  primary  centres  are  destined  for  the  two  lateral  or  neural 
masses,  the  ossification  of  which  commences  before  birth,  near  the  articular 
processes,  and  extends  backwards :  these  portions  of  bone  are  separated  from  one 
another  behind,  at  birth,  by  a  narrow  interval  filled  in  with  cartilage.  Between 
the  second  and  third  years,  they  unite  either  directly  or  through  the  medium  of 
an  epiphysal  centre,  developed  in  the  cartilage  near  their  point  of  junction.  The 
anterior  arch,  at  birth,  is  altogether  cartilaginous,  and  this  portion  of  the  atlas 
is  completed  by  the  gradual  extension  forwards  and  ultimate  junction  of  the  two 
neural  processes.  Occasionally,  a  separate  nucleus  is  developed  in  the  anterior 
arch,  which,  extending  laterally,  joins  the  neural  processes  in  front  of  the  ped- 
icles ;  or,  there  are  two  nuclei  aeveloped  in  the  anterior  arch,  one  on  either  side 
of  the  median  line,  which  join  to  form  a  single  mass,  afterwards  united  to  the 
lateral  portions  in  front  of  the  articulating  processes. 

The  Axis  (Fig.  105)  is  developed  by  six  centres.  The  body  and  arch  of  this 
bone  are  formed  in  the  same  manner  as  the  corresponding  parts  in  the  other 
vertebras:  one  centre  for  the  lower  part  of  the  body,  and  one  for  each  lamina. 
The  odontoid  process  consists  originally  of  an  extension  upwards  of  the  cartila- 
ginous mass,  in  which  the  lower  part  of  the  body  is  formed.  At  about  the  sixth 
month  of  foetal  life,  two  osseous  nuclei  make  their  appearance  in  the  base  of  this 
process:  they  are  placed  laterally,  and  join  before  birth  to  form  a  conical  bi-lobed 
mass  deeply  cleft  above;  the  interval  between  the  cleft  and  the  summit  of  the 
process  is  formed  by  a  wedge-shaped  piece  of  cartilage;  the  base  of  the  process 
being  separated  from  the  body  by  a  cartilaginous  interval,  which  gradually  becomes 
ossified,  sometimes  by  a  separate  epiphysal  nucleus.  Finally,  as  Dr.  Humphry 
has  demonstrated,  the  apex  of  the  odontoid  process  has  a  separate  nucleus. 

The  Seventh  Cervical.  The  anterior  or  costal  part  of  the  transverse  process 
of  the  seventh  cervical,  is  developed  from  a  separate  osseous  centre  at  about  the 
sixth  month  of  foetal  life,  and  joins  the  body  and  posterior  division  of  the  trans- 
verse process  between  the  fifth  and  sixth  years.  Sometimes  this  process  continues 
as  a  separate  piece,  and,  becoming  lengthened  outwards,  constitutes  what  is 
known  as  a  cervical  rib. 

The  Lumbar  Vertebrae  (Fig.  106)  have  two  additional  centres  (besides  those 
peculiar  to  the  vertebrae  generally),  for  the  tubercles,  which  project  from  the 
back  part  of  the  superior  articular  processes.  The  transverse  process  of  the  first 
lumbar  is  sometimes  developed  as  a  separate  piece,  which  may  remain  perma- 
nently unconnected  with  the  remaining  portion  of  the  bone;  thus  forming  a 
lumbar  rib,  a  peculiarity  which  is  rarely  met  with. 

Progbess  of  Ossification  in  the  Spine  Generally.  Ossification  of  the 
laminae,  of  the  vertebras  commences  at  the  upper  part  of  the  spine,  and  proceeds 
gradually  downwards;  hence  the  frequent  occurrence  of  spina  bifida  in  the  lower 
part  of  the  spinal  column.     Ossification  of  the  bodies,  on  the  other  hand,  com- 
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Fig.  101  — Development  of  a  Vertebra. 
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The  Fifth  Lumbar  Vertebra  is  cha- 
racterized by  having  the  body  much 
thicker  in  front  than  behind,  which 
accords  with  the  prominence  of  the 
sacro- vertebral  articulation,  by  th:' 
smaller  size  of  its  spinous  process,  by 
the  wide  interval  between  the  inferior 
articulating  processes,  and  by  the 
greater  size  and  thickness  of  its  trans- 
verse processes. 

Structure  of  the  Vertebras.  The  struc- 
ture of  a  vertebra  differs  in  different 
parts.  The  body  is  composed  of  light 
spongy  cancellous  tissue,  having  a  thin 
coating  of  compact  tissue  on  its  ex- 
ternal surface  perforated  by  numerous 
orifices,  some  of  large  size,  for  the 
passage  of  vessels;  its  interior  is  tra- 
versed by  one  or  two  large  canals  for 
the  reception  of  veins,  which  converge 
towards  a  single  large  irregular  or 
several  small  apertures  at  the  pos-  i 
tcrior  part  of  the  body  of  each  bone. 
The  arch  and  processes  projecting 
from  it  have,  on  the  contrary,  an  ex- 
ceedingly thick  covering  of  compact 
tissue. 

Development,  Each  vertebra  is 
formed  of  three  primary  cartilaginous 
portions  (Fig.  101),  one  for  each  la- 
mina and  its  processes,  and  one  for 
the  body.  Ossification  commences  in 
the  lamina?  about  the  sixth  week  of 
foetal  life,  in  the  situation  where  the 
transverse  processes  afterwards  pro- 
ject, theossilic  granules  shooting  back- 
wards to  the  spine,  forwards  to  the 
body,  and  outwards  into  the  trans- 
verse and  articular  processes.  Ossifi- 
I  cation  in  the  body  commences  in  the 
3  middle  of  the  cartilage  about  the 
-  eighth  week.  At  birth  these  three 
3  pieces  arc  perfectly  separate.  Durin» 
E.  thefirstyeartlielaminasbecomeuniteil 
%  behind,  by  a  portion  of  cartilage  in 
S  which  the  spinous  process  is  ulti- 
mately formed,  and  thus  the  arch  ij 
completed.  About  the  third  year  the 
bodv  is  joined  to  the  arch  on  each  side, 
in  such  a  manner  that  the  body  is 
formed  from  the  three  original  centres 
of  ossification,  the  amount  contributed 
by  the  pedicles  increasing  in  extent 
from  below  upwards.  Thus  the  bodies 
of  the  sacral  vertebras  arc  formed 
almost  entirely  from  the  central  nuclei, 
laterally  and  behind  by  the  pedicles;   in 
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the  dorsal  region,  the  pedicles  advance  as  far  forwards  as  the  articular  depres- 
sions for  the  head  of  the  ribs,  forming  these  cavities  of  reception ;  and  in  the 
neck  the  lateral  portions  of  the  bodies  are  formed  entirely  by  the  advance  of 
the  pedicles.  Before  puberty,  no  other  changes  occur,  excepting  a  gradual 
increase  in  the  growth  of  these  primary  centres,  the  upper  and  under  surfaces 
of  the  bodies,  and  the  ends  of  the  transverse  and  spinous  processes,  being  tipped 
with  cartilage,  in  which  ossific  granules  are  not  as  yet  deposited.  At  sixteen 
years  (Fig.  102),  four  secondary  centres  appear,  one  for  the  tip  of  each  transverse 
process,  and  two  (sometimes  united  into  one)  for  the  end  of  the  spinous  process. 
At  twenty-one  years  (Fig.  103),  a  thin  circular  epiphysal  plate  of  bone  is  formed 
in  the  layer  of  cartilage  situated  on  the  upper  and  under  surfaces  of  the  body, 
the  former  being  the  thicker  of  the  two.  All  these  become  joined;  and  the 
bone  is  completely  formed  about  the  thirtieth  year  of  life. 

Exceptions  to  this  mode  of  development  occur  in  the  first,  second,  and  seventh 
cervical,  and  in  the  vertebrae  of  the  lumbar  region. 

The  Atlas  (Fig.  104)  is  developed  by  two  primary  centres,  and  by  one  or  more 
epiphyses.  The  two  primary  centres  are  destined  for  the  two  lateral  or  neural 
masses,  the  ossification  of  which  commences  before  birth,  near  the  articular 
processes,  and  extends  backwards :  these  portions  of  bone  are  separated  from  one 
another  behind,  at  birth,  by  a  narrow  interval  filled  in  with  cartilage.  Between 
the  second  and  third  years,  they  unite  either  directly  or  through  the  medium  of 
an  epiphysal  centre,  developed  in  the  cartilage  near  their  point  of  junction.  The 
anterior  arch,  at  birth,  is  altogether  cartilaginous,  and  this  portion  of  the  atlas 
is  completed  by  the  gradual  extension  forwards  and  ultimate  junction  of  the  two 
neural  processes.  Occasionally,  a  separate  nucleus  is  developed  in  the  anterior 
arch,  which,  extending  laterally,  joins  the  neural  processes  in  front  of  the  ped- 
icles ;  or,  there  are  two  nuclei  developed  in  the  anterior  arch,  one  on  either  side 
of  the  median  line,  which  join  to  form  a  single  mass,  afterwards  united  to  the 
lateral  portions  in  front  of  the  articulating  processes. 

The  Axis  (Fig.  105)  is  developed  by  six  centres.  The  body  and  arch  of  this 
bone  are  formed  in  the  same  manner  as  the  corresponding  parts  in  the  other 
vertebrae:  one  centre  for  the  lower  part  of  the  body,  and  one  for  each  lamina. 
The  odontoid  process  consists  originally  of  an  extension  upwards  of  the  cartila- 
ginous mass,  in  which  the  lower  part  of  the  body  is  formed.  At  about  the  sixth 
month  of  foetal  life,  two  osseous  nuclei  make  their  appearance  in  the  base  of  this 
process:  they  are  placed  laterally,  and  join  before  birth  to  form  a  conical  bi-lobed 
mass  deeply  cleft  above;  the  interval  between  the  cleft  and  the  summit  of  the 
process  is  formed  by  a  wedge-shaped  piece  of  cartilage;  the  base  of  the  process 
being  separated  from  the  body  by  a  cartilaginous  interval,  which  gradually  becomes 
ossified,  sometimes  by  a  separate  epiphysal  nucleus.  Finally,  as  Dr.  Humphry 
has  demonstrated,  the  apex  of  the  odontoid  process  has  a  separate  nucleus. 

The  Seventh  Cervical.  The  anterior  or  costal  part  of  the  transverse  process 
of  the  seventh  cervical,  is  developed  from  a  separate  osseous  centre  at  about  the 
sixth  month  of  foetal  life,  and  joins  the  body  and  posterior  division  of  the  trans- 
verse process  between  the  fifth  and  sixth  years.  Sometimes  this  process  continues 
as  a  separate  piece,  and,  becoming  lengthened  outwards,  constitutes  what  is 
known  as  a  cervical  rib. 

The  Lumbar  Vertebrae  (Fig.  106)  have  two  additional  centres  (besides  those 
peculiar  to  the  vertebra  generally),  for  the  tubercles,  which  project  from  the 
back  part  of  the  superior  articular  processes.  The  transverse  process  of  the  first 
lumbar  is  sometimes  developed  as  a  separate  piece,  which  may  remain  perma- 
nently unconnected  with  the  remaining  portion  of  the  bone;  thus  forming  a 
lumbar  rib,  a  peculiarity  which  is  rarely  met  with. 

Progress  of  Ossification  in  the  Spine  Generally.  Ossification  of  the 
laminae  of  the  vertebrae  commences  at  the  upper  part  of  the  spine,  and  proceeds 
gradually  downwards;  hence  the  frequent  occurrence  of  spina  bifida  in  the  lower 
part  of  the  spinal  column.     Ossification  of  the  bodies,  on  the  other  hand,  com- 
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mences  a  little  below  the  centre  of  the  spinal  column  (about  the  ninth  or  tenth 
dorsal  vertebrae),  and  extends  both  upwards  and  downwards.  Although,  how 
ever,  the  ossiflc  nuclei  make  their  first  appearance  in  the  lower  dorsal  vertebrae, 
the  lumbar  and  first  sacral  are  those  in  which  these  nuclei  are  largest  at  birth. 

Attac/iment  of  MuscUs.  To  the  Atlas  are  attached  the  Longua  colli,  Rectus 
anticus  minor,  Rectus  lateralis,  Rectus  posticus  minor,  Obliquus  superior  and 
inferior,  Splenitis  colli,  Levator  anguli  scapulse,  Interspinous  and  Intertransverse. 

To  the  Axis  are  attached  the  Longus  colli,  Obliquus  inferior,  Rectus  posticus 
major,  Semi-spinalis  colli,  Multifidus  spina?,  Levator  anguli  scapulae,  SplemuB 
colli,  Transversalis  colli,  Scalenus  posticus,  Intertransversales,  Interspinales. 

To  the  remaining  Vertebrae  generally  are  attached,  anteriorly,  the  Rectus  anti- 
cus major,  Longus  colli,  Scalenus  anticus  and  posticus,  Psoas  magnus,  Psoas 
parvus,  Quadratus  lumboruin,  Diaphragm,  Obliquua  internus  and  transversalis — 
posteriorly,  the  Trapezius,  Latissimus  dorsi.  Levator  anguli  scapulae,  Rliomboideus 
major  and  minor,  Scrratus  posticus  superior  and  inferior,  Splenius,  Sacro-lum- 
balis,  Longissimus  dorsi,  Spinalis  dorsi,  Ccrvicalis  ascendens,  Transversalis 
colli,  Tracnelo-mastoid,  Complexus,  Semi-spinalis  dorsi  and  colli,  Multifidus 
spinas,  Interspinal,  Supra -spinales,  Intertransversales,  Levatores  costarum. 

1         "  Sacral  and  Coccygeal  Vertebrjj. 

The  Sacral  and  Coccygeal  Vertebrae  consist,  at  an  early  period  of  life,  of  nine 
separate  pieces,  which  are  united  in  the  adult,  so  as  to  form  two  bones,  five 

Fig.  KIT.— Sacrum,  Anterior  Surface, 


entering  into  the  formation  of  the  sacrum,  four  into  that  of  the  coccyx.     Occa- 
sionally, the  coccyx  consists  of  five  bones.1  / 

1  Dr.  Humphry  describes  this  as  the  usual  composition  of  the  Coccyx— On  the  Skeleton,  p.  456. 
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The  Sacrum  (Fig.  107)  is  a  large  triangular  bone,  situated  at  the  lower  part  i 
nf  the  vertebral  column,  and  at  the  upper  and  back  part  of  the  pelvic  cavity, 
where  it  is  inserted  like  a  wedge  between  the  two  ossa  innominata;  its  upper 
part,  or  base,  articulating  with  the  last  lumbar  vertebra,  ite  apex  with  the  coccyx. 
The  sacrum  is  curved  upon  itself,  and  placed  very  obliquely,  its  upper  extremity 
projecting  forwards,  and  forming,  with  the  last  lumbar  vertebra,  a  very  promi- 
nent angle,  called  the  promontory,  or  sacro-vertehral  antjh,  whilst  its  central  part 
is  directed  backwards,  so  as  to  give  increased  capacity  to  the  pelvic  cavity.  It 
presents  for  examination  an  anterior  and  posterior  surface,  two  lateral  surfaces, 
a  base,  an  apex,  and  a  central  canal. 

The  Anterior  Surface  is  concave  from  above  downwards,  and  slightly  so  from 
side  to  side.  In  the  middle  are  seen  four  transversa  ridges,  indicating  the  origi- 
nal division  of  the  bone  into  five  separate  pieces.  The  portions  of  bone  inter- 
vening between  the  ridges  correspond  to  the  bodies  of  the  vertebrae.  The  body 
of  the  first  segment  is  of  large  size,  and  in  form  resembles  that  of  a  lumbar 
vertebra;  the  succeeding  ones  diminish  in  size  from  above  downwards,  are 
flattened    from   before   backwards,   and 

curved  so  as  to  accommodate  themselves  pjg.  ioa_ Vertical  Section  of  the  Satrum. 
10  the  form  of  the  sacrum,  being  concave 
in  front,  convex  behind.  At  each  end 
of  the  ridges  above  mentioned,  are  seen 
the  anterior  sacral  foramina,  analogous 
to  the  interve rt e  bra" l""foram i  na,  four  in 
number  on  each  side,  somewhat  rounded 
in  form,  diminishing  in  size  from  above 
downwards,  and  directed  outwards  and 
forwards ;  they  transmit  the  anterior 
branches  of  the  sacral  nerves.  Exter- 
nal to  the3e  foramina  is  the  lateral  mass, 
consisting,  at  an  early  period  of  life,  of 
separate  segments,  which  correspond  to 
the  anterior  transverse  processes;  these 
become  blended,  in  the  adult,  with  the 
bodies,  with  each  other,  and  with  the 
posterior  transverse  processes.  Each 
lateral  mass  is  traversed  bv  four  broad 
shallow  grooves,  which  lodge  the  ante- 
rior sacral  nerves  as  they  pass  outwards, 
the  grooves  being  separated  by  prominent 
ridges  of  bone,  which  give  attachment 
to  the  slips  of  the  Pyriformis  muscles. 

If  a  vertical  section  is  made  through 
the  centre  of  the  bone  (Fig.  108),  the 
bodies  are  seen  to  be  united  at  their  cir- 
cumference by  bone,  a  wide  interval 
being  left  centrally,  which,  in  the  recent 
state,  is  filled  by  intervertebral  substance. 
In  some  bones,  this  union  is  more  com- 

E'ete  between  the  lower  segments  than 
etween  the  upper  ones. 
The  Posterior  Surface  (Fig.  109)  is  convex  and  much  narrower  than  the  ante- 
rior. In  the  middle  line  are  three  or  four  tubercles,  which  represent  the  rudi- 
mentary spinous  processes  of  the  sacral  vertebras.  Of  these  tubercles,  the  first 
is  usually  prominent,  and  perfectly  distinct  from  the  rest;  the  second  and  third 
are  either  separate,  or  united  into  a  tubercular  ridge,  which  diminishes  in  size 
from  above  downwards;  the  fourth  usually,  and  the  fifth  always,  remaining 
undeveloped.     External  to  the  spinous  processes  on  each  side,  are  the  lavunse, 
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broad  and  well  marked  in  the  first  three  pieces;  sometimes  the  fourth,  and 
fifth,  being  undeveloped ;  in  this  situation  the  lower  end  of  the  sacral  canal  is 
exposed.  External  to  the  laminae  is  a  linear  series  of  indistinct  tubercles  repre- 
senting the  articular  processes ;  the  upper  pair  are  large,  well  developed,  and 
correspond  in  shape  and  direction  to  the  superior  articulating  processes  of  a  lumbar 
vertebra;  the  second  and  third  are  small;  the  fourth  and  fifth  (usually  blended 
together)  are  situated  on  each  side  of  the  sacral  canal:  they  are  called  the 
sacral  comua,  and  articulate  with  the  cornua  of  the  coccyx.  External  to  the 
articular  processes  are  the  four  posterior  sacral  foramina  ;  they  are  smaller  in 
size  and  less  regular  in  form  than  the  anterior,  and  transmit  the  posterior 
branches  of  the  sacral  nerves.     On  the  outer  side  of  the  posterior  sacral  foramina 

Fig.  109. — Sacrum,  Posterior  Surface. 


Upper  -f-  «f  £& 
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is  a  series  of  tubercles,  the  rudimentary  posterior  transverse  processes  of  the  sacral 
vertebrae.  The  first  pair  of  transverse  tubercles  are  of  large  size,  very  distinct, 
and  correspond  with  each  superior  angle  of  the  bone ;  the  second,  small  in  size, 
enter  into  the  formation  of  the  sacro-iliac  articulation ;  the  third  give  attachment 
to  the  oblique  fasciculi  of  the  posterior  sacro-iliac  ligaments ;  and  the  fourth  and 
fifth  to  the  great  sacro-sciatic  ligaments.  The  interspace  between  the  spinous 
and  transverse  processes  on  the  back  of  the  sacrum  presents  a  wide  shallow  con- 
cavity, called  the  sacral  groove ;  it  is  continuous  above  with  the  vertebral  groove, 
and  lodges  the  origin  of  the  Erector  spinoe. 

The  Lateral  Surface,  broad  above,  becomes  narrowed  into  a  thin  edge  below. 
Its  upper  half  presents  in  front  a  broad  ear-shaped  surface  for  articulation  with 
the  ilium.  This  is  called  the  auricular  surface,  and  in  the  fresh  state  is  coated 
with  cartilage.  It  is  bounded  posteriorly  by  deep  and  uneven  impressions,  for 
the  attachment  of  the  posterior  sacro-iliac  ligaments.    The  lower  half  is  thin 
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and  sharp,  and  gives  attachment  to  the  greater  and  lesser  sacro-sciatic  ligaments, 
and  to  some  fibres  of  the  Gluteus  maximus ;  below,  it  presents  a  deep  notch, 
which  is  converted  into  a  foramen  by  articulation  with  thfe  articular  process"  of 
the  upper  piece  of  the  coccyx,  and  transmits  the  anterior  branch  of  the  fifth 
sacral  nerve. 

The  Base  of  the  sacrum,  which  is  broad  and  expanded,  is  directed  upwards 
and  forwards.  In  the  middle  is  seen  an  oval  articular  surface,  which  corresponds 
with  the  under  surface  of  the  body  of  the  last  lumbar  vertebra,  bounded  behind 
by  the  large  triangular  orifice  of  the  sacral  canal.  This  orifice  is  formed  behind 
by  the  spinous  process  and  laminae  of  the  first  sacral  vertebra,  whilst  projecting 
from  it  on  each  side  are  the  superior  articular  processes ;  they  are  oval,  concave, 
directed  backwards  and  inwards,  like  the  superior  articular  processes  of  a  lumbar 
vertebra;  and  in  front  of  each  articular  process  is  an  intervertebral  notch,  which 
forms  the  lower  half  of  the  last  intervertebral  foramen.  Lastly,  on  each  side  of 
the  articular  surface  is  a  broad  and  fiat  triangular  surface  of  bone,  which  extends 
outwards,  and  is  continuous  on  each  side  with  the  iliac  fossa. 

The  Apex,  directed  downwards  and  forwards,  presents  a  small  oval  concave 
surface  for  articulation  with  the  coccyx. 

The  Sacral  Canal  runs  throughout  the  greater  part  of  the  bone;  it  is  large 
and  triangular  in  form  above,  small  and  flattened  from  before  backwards  below. 
In  this  situation,  its  posterior  wall  is  incomplete,  from  the  non -development  of 
the  laminae  and  spinous  processes.  It  lodges  the  sacral  nerves,  and  is  perforated 
by  the  anterior  and  posterior  sacral  foramina,  through  which  these  pass  out. 

Structure.    It  consists  of  much  loose  spongy  tissue  within,  invested  exter- 
nally by  a  thin  layer  of  compact  tissue. 

Differences  in  the  Sacrum  of  the  Male  and  Female.  The  sacrum  in  the  female 
is  usually  wider  than  in  the  male ;  and  it  is  much  less  curved,  the  upper  half 
of  the  bones  being  nearly  straight,  the  lower  half  presenting  the  greatest  amount 
of  curvature.  The  bone  is  also  directed  more  obliquely  backwards ;  which 
increases  the  size  of  the  pelvic  cavity,  and  forms  a  more  prominent  sacro- verte- 
bral angle.  In  the  male,  the  curvature  is  more  evenly  distributed  over  the 
whole  length  of  the  bone,  and  is  altogether  greater  than  in  the  female. 

Peculiarities  of  the  Sacrum.  This  bone,  in  some  cases,  consists  of  six  pieces; 
occasionally,  the  number  is  reduced  to  four.  Sometimes  the  bodies  of  the 
first  and  second  segments  are  not  joined,  or  the  laminae  and  spinous  processes  I 
have  not  coalesced.  Occasionally,  the  upper  pair  of  transverse  tubercles  are 
not  joined  to  the  rest  of  the  bone  on  one  or  both  sides ;  and  lastly,  the  sacral 
canal  may  be  open  for  nearly  the  lower  half  of  the  bone,  in  consequence  of  the 
imperfect  development  of  the  laminae  and  spinous  processes.  The  sacrum,  also,  i 
varies  considerably  with  respect  to  its  degree  of  curvature.  From  the  exami- 
nation of  a  large  number  of  skeletons,  it  would  appear,  that,  in  one  set  of  cases, 
the  anterior  surface  of  this  bone  was  nearly  straight,  the  curvature,  which  was 
very  slight,  affecting  only  its  lower  end.  In  another  set  of  cases,  the  bone  was 
curved  throughout  its  whole  length,  but  especially  towards  its  middle.  In  a 
third  set,  the  degree  of  curvature  was  less  marked,  and  affected  especially  the^ 
lower  third  of  the  bone. 

Development  (Fig.  110).  The  sacrum,  formed  by  the  union  of  five  vertebrae, 
has  thirty-five  centres  of  ossification. 

The  bodies  of  the  sacral  vertebrae  have  each  three  ossific  centres :  one  for  the 
central  part,  and  one  for  the  epiphysal  plates  on  its  upper  and  under  surface. 

The  arch  of  each  sacral  vertebra  is  developed  by  two  centres,  one  for  each 
lamina.     These  unite  with  each  other  behind,  and  subsequently  join  the  body. 

The  lateral  masses  have  six  additional  centres,  two  for  each  of  the  first  three 

vertebrae.    These  centres  make  their  appearance  above  and  to  the  outer  side  of 

the  anterior  sacral  foramina  (Fig.  110),  and  are  developed  into  separate  segments, 

which  correspond  with  the  anterior  transverse  processes  (Fig.  Ill);  they  are  sub- 
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aequently  blended  with  each  other,  and 
with  the  bodies  and  the  posterior  trans- 
verse processes,  to  form  the  lateral  mass. 

Lastly,  each  lateral  surface  of  the  sac- 
rum is  developed  by  two  epiphysal  plates 
(Fig.  112);  one  for  the  Auricular  surface, 
and  one  for  the  remaining  part  of  ihe 
thin  lateral  edge  of  the  bone. 

Period  of  Development.  At  about  the 
eighth  or  ninth  week  of  festal  life, 
ossification  of  the  central  part  of  the 
bodies  of  the  first  three  vertebras  com- 
mences; and,  at  a  somewhat  later  period. 
that  of  the  last  two.  Between  the 
sixth  and  eighth  month  ossification  of 
the  lamina;  takes  place;  and,  at  about 
the  same  period,  the  characteristic  osse- 
ous tubercles  for  the  first  three  sacral 
vertebne  make  their  appearance.  The 
lamina?  join  to  form  the  arch,  and 
are  united  to  the  bodies,  first,  in  the 
lowest  vertebra).  This  occurs  about  the 
second  year,  the  uppermost  segment  ap- 
pearing as  a  single  piece  about  the  fifth 
or  sixth  year.  About  the  sixteenth  year 
the  epiphyses  for  the  upper  and  under 
surfaces  of  the  bodies  are  formed ;  and, 
between  the  eighteenth  and  twentieth 
years,  those  for  each  lateral  surface  of 
the  sacrum  make  their  appearance.  At 
about  this  period  the  last  two  segments 
arc  joined  to  one  another ;  and  this  pro- 
cess gradually  extending  upwards,  all 
the  pieces  become  united,  and  the  bone 
is  completely  formed  from  the  twenty- 
fifth  to  the  thirtieth  year  of  life. 

Articulations.  With  four  bones:  the 
last  lumbar  vertebra,  coccyx,  and  the 
two  ossa  innominata. 

Attachment  of  Muscles.    In  front,  the 

Piriformis  and  Coccygeus,  and  a  portion 

of  the  Iliacus  to  the  base  of  the  bone; 

behind,   the  Gluteus  maximus,   Latissi- 

spime,  and  Erector  spina?,  and  sometimes  the  Extensor 

The  Coccyx. 

The  Coccyx  («o»i>t,  aid-on),  so  called  from  having  been  compared  to  a  cuckoo's 
beak  (Fig.  113),  is  usually  formed  of  four  small  segments  of  bone,  the  most  rudi- 
mentary parts  of  the  vertebral  column.  In  each  of  the  first  three  segments  may 
be  traced  a  rudimentary  body,  articular  and  transverse  processes;  the  last  piece 
(sometimes  the  third)  is  a  mere  nodule  of  bone,  wTThout  distinct  processes.  All 
the  segments  are  destitute  of  lamina-  andspinousnrocesses;  and,  consequently, 
of  spinal  canal  and  intervertebral  foramina.  The  first  segment  is  the  largest ; 
it  resembles  the  lowermost  sacral  vertebra,  and  often  exists  as  a  separate  piece : 
the  last  three,  diminishing  in  size  from  above  downwards,  are  usually  blended 
together  so  as  to  form  a  single  bone.     The  gradual  diminution  in  the  size  of 
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the  pieces  gives  this  bone  a  triangular  form,  the  base  of  the  triangle  joining 
the  end  of  the  sacrum.     It  presents  for  examination  an  anterior  ana  posterior 
surface,  two  borders,  a  base,  and  an  apex.     The  an- 
terior surface  is  slightly  concave,  and  marked  with  p.     iv»_n0CCM 
three  transverse  grooves,  indicating  the  points  of  ' 
junction  of  the  different  pieces.    It  has  attached  to  it 
the  anterior  sacro-coccygeal  ligament  and  Levator 

ani  muscle,  and  supports  the  lower  end  of  the  rectum.  jhdfm 

The  posterior  surface  is  convex,  marked  by  transverse  n*>a* 

grooves  similar  to  those  on  the  anterior  surface ;  and  *"■" 

presents  on  each  side  a  lineal  row  of  tubercles,  the 
rudimentary  articular  processes  of  the  coccygeal  ver- 
tebra. Of  these,  the  superior  pair  are  very  large ; 
and  are  called  the  cornua  of  the  coccyx ;  they  project 
upwards,  and  articulate  "with  thiTcornua  of  the  sac- 
rum, the  junction  between  these  two  bones  complet- 
ing the  fifth  sacral  foramen  for  the  transmission  of 
the  posterior  branch  of  the  fifth  sacral  nerve.  The  jnuruH- Sulfate 
lateral  borders  are  thin,  and  present  a  series  of  small 
eminences,  which  represent  the^  "transverse  processes 
of  the  coccyggaL vertebrae .  Of  these,  the  first  on  each 
side  is  of  large  size,  flattened  from  before  backwards ; 
and  often  ascends  to  join  the  lower  part  of  the  thin 
lateral  edge  of  the  sacrum,  thus  completing  the  fifth 
sacral  foramen ;  the  others  diminish  in  size  from  above 
down WSRbpand  are  often  wanting.  The  borders  of 
the  coccyx  are  narrow,  and  give  attachment  on  each 
side  to  the  sacra-sciatic  ligaments  and  Coccygeus 
muscle.  The  base  presents  an  oval  surface  for  artic- 
ulation with  the  sacrum.  The  apex  is  rounded,  and 
has  attached  to  it  the  tendon  of  the  external  Sphinc-  fa.ttr^r  s.,r/Uf 
ter  muscle.  It  is  occasionally  bifid,  and  sometimes 
deflected  to  one  or  other  side.  — ■ 

Development.  The  coccyx  is  developed  by  four  centres,  one  for  each  piece. 
Occasionally,  one  of  the  first  three  pieces  of  this  bone  is  developed  by  two 
centres,  placed  side  by  side.  The  ossific  nuclei  make  their  appearance  in  the 
following  order:  in  the  first  segment,  at  birth;  in  the  second  piece,  at  from  five 
to  ten  years;  in  the  third,  from  ten  to  fifteen  years;  in  the  fourth,  from  fifteen 
to  twenty  years.  As  age  advances,  these  various  segments  become  united  in 
the  following  order:  the  first  two  pieces  join;  then  the  third  and  fourth;  aud, 
lastly,  the  bone  is  completed  by  the  union  of  the  second  and  third.  At  a  late 
period  of  life,  especially  in  females,  the  coccyx  often  becomes  joined  to  the  end 
of  the  sacrum.  _ 

Articulation.     With  the  Bacrum. 

Attachment  of  Muscles.  On  either  Bide,  the  Coccygeus;  behind,  the  Gluteus 
maximus,  and  Extensor  coccygis,  when  present;  at  the  apex,  the  Sphincter  ani; 
and  in  front,  the  Levator  ani. 

Of  tiie  Spine  in  general. 

The  Spinal  Column,  formed  by  the  junction  of  the  vertebrae,  is  situated  in 
the  median  line,  at  the  posterior  part  of  the  trunk :  its  average  length  is  about 
two  feet  two  or  three  inches,  measured  along  the  curved  anterior  surface  of  the 
column.  Of  this  length  the  cervical  part  measures  about  five,  the  dorsal  about 
eleven,  the  lumbar  about  seven  inches,  and  the  sacrum  and  coccyx  the  remainder. 

Viewed  in  front,  it  presents  two  pyramids  joined  together  at  their  bases,  the 
upper  one  being  formed  by  all  the  vertebrae  from  the  second  cervical  to  the  last 
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IK  Cervical 


lumbar;  the  lower  one  by  the  sacrum  and 
coccyx.  When  examined  more  closely,  the 
upper  pyramid  is  seen  to  be  formed  of  three 
smaller  pyramids.  The  uppermost  of  these 
consists  of  the  six  lower  cervical  vertebras; 
its  apex  being  formed  by  the  axis  or  second 
cervical;  its  base,  by  the  first  dorsal.  The 
second  pyramid,  which  is  inverted,  is  formed 
by  the  four  upper  dorsal  vertebra,  the  base 
being  at  the  first  dorsal,  the  smaller  end  at 
the  fourth.  The  third  pyramid  commences 
at  the  fourth  dorsal,  and  gradually  increases 
in  size  to  the  fifth  lumbar. 

Viewed  laterally  (Fig.  114),  the  spinal 
column  presents  several  curves,  which  cor- 
respond to  the  different  regions  of  the 
column,  and  are  called  cervical,  dorsal,  lum- 
bar, and  pelvic.  The  cervical  curve  com- 
mences at  the  apex  of  the  odontoid  process, 
aud  terminates  at  the  middle  of  the  second 
dorsal  vertebra;  it  is  convex  in  front,  and 
is  the  least  marked  of  all  the  curves.  The 
dorsal  curve,  which  is  concave  forwards, 
commences  at  the  middle  of  the  second,  and 
terminates  at  the  middle  of  the  twelfth 
dorsal.  Its  most  prominent  point  behind 
corresponds  to  the  body  of  the  seventh  or 
eighth  vertebra.  The  lumbar  curve  com-  I 
meuces  at  the  middle  of  the  last  dorsal  j 
vertebra,  and  terminates  at  the  sacro-verte- 
bral  angle.  It  is  convex  anteriorly;  the 
convexity  of  the  lower  three  vertebras  be- 
ing much  greater  than  that  of  the  upper 
ones.  The  pelvic  curve  commences  at  the  j 
sacro-vertebral  articulation,  and  terminates  ' 
at  the  point  of  the  coccyx.  It  is  concave 
anteriorly.  These  curves  are  partly  due 
to  the  shape  of  the  bodies  of  the  vertebne, 
and  partly  to  the  intervertebral  substances, 
as  will  be  explained  in  the  Articulations  of 
the  Spine. 

The  spine  has  also  a  slight  lateral  curva-  1 
ture,   the  convexity  of  which  is  directed  j 
towards  the  right  side.     This  is  most  pro-   , 
bably  produced,  as  Bichat  first  explained, 
chiefly  by  muscular  action;   most  persons 
using  the  right  arm  in  preference  to  the 
left,  especially  in   making   long- continued 
efforts,  when  the  body  is  curved  to  the  right 
side.     In  support  of  this  explanation,  it  has 
been  found,  by  Beclard,  that  in  one  or  two 
individuals  who  were  left-handed,  the  lateral 
curvature  was  directed  to  the  left  side. 

The  spinal  column  presents  for  examina- 
tion an  anterior,  a  posterior,  and  two  lateral 
surfaces;    a  base,   summit,   and   vertebral 
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The  anterior  surface  presents  the  bodies  of  the  vertebrae  separated  in  the  recent 
state  by  the  intervertebral  disks.  The  bodies  are  broad  in  the  cervical  region, 
narrow  in  the  upper  part  of  the  dorsal,  and  broadest  in  the  lumbar  region. 
The  whole  of  this  surface  is  convex  transversely,  concave  from  above  down- 
wards in  the  dorsal  region,  and  convex  in  the  same  direction  in  the  cervical 
and  lumbar  regions. 

The  posterior  surface  presents  in  the  ftiedian  line  spinous  processes.  These 
are  short,  horizontal,  with  bifid  extremities,  in  the  cervical  region.  In  the 
dorsal  region,  they  are  directed  obliquely  above,  assume  almost  a  vertical  direc- 
tion in  the  middle,  and  are  horizontal  below,  as  are  also  the  spines  t)f  the  lumbar 
vertebrae.  They  are  separated  by  considerable  intervals  in  the  loins,  by  narrower 
intervals  in  the  neck,  and  are  closely  approximated  in  the  middle  of  the  dorsal 
region.  Occasionally  one  of  these  processes  deviates  a  little  from  the  median 
line,  a  fact  to  be  remembered  in  practise,  aa  irregularities  6F"this  sort  are  atten- 
dant also  on  fractures  or  displacements  of  the  spine.  On  either  side  of  the 
spinous  processes,  extending  the  whole  length  of  the  column,  is  the  vertebral 
groove  formed  by  the  laminae  in  the  cervical  and  lumbar  regions,  where  it  is 
shallow,  and  by  the  laminae  and  transverse  processes  in  the  dorsal  region,  where 
it  is  deep  and  broad.  In  the  recent  state,  these  grooves  lodge  the  deep  muscles 
of  the  back.  External  to  the  vertebral  grooves  are  the  articular  processes,  and 
still  more  externally  the  transverse  processes.  In  the  dorsal  region,  the  latter 
processes  stand  backwards,  on  a  plane  considerably  posterior  to  the  same  pro- 
cesses in  the  cervical  and  lumbar  regions.  In  the  cervical  region,  the  transverse 
processes  are  placed  in  front  of  the  articular  processes,  and  between  the  inter- 
vertebral foramina.  In  the  lumbar,  they  are  placed  also  in  front  of  the  articular 
processes,  but  behind  the  intervertebral  foramina.  In  the  dorsal  region,  they 
are  posterior  both  to  the  articular  processes  and  foramina. 

The  lateral  surfaces  are  separated  from  the  posterior  by  the  articular  processes 
in  the  cervical  and  lumbar  regions,  and  by  the  transverse  processes  in  the  dorsal. 
These  surfaces  present  in  front  the  sides  of  the  bodies  of  the  vertebrae,  marked 
in  the  dorsal  region  by  the  facets  for  articulation  with  the  heads  of  the  ribs. 
More  posteriorly  are  the  intervertebral  foramina,  formed  by  the  juxtaposition  of 
the  intervertebral  notches,  oval  in  shape,  smallest  in  the  cervical  and  upper  part 
of  the  dorsal  regions,  and  gradually  increasing  in  size  to  the  last  lumbar.  They 
are  situated  between  the  transverse  processes  in  the  neck,  and  in  front  of  them 
in  the  back  and  loins,  and  transmit  the  spinal  nerves.  The  base  of  the  vertebral 
column  is  formed  by  the  under  surface  of  the  body  of  the  fifth  lumbar  vertebra ; 
and  the  summit  by  the  upper  surface  of  the  atlas.  The  vertebral  or  spinal  canal 
follows  the  different  curves  of  the  spine  ;  it  is  largest  in  those  regions  in  which 
the  spine  enjoys  the  greatest  freedom  of  movement,  as  in  the  neck  and  loins, 
where  it  is  wide  and  triangular ;  and  narrow  and  rounded  in  the  back,  where 
motion  is  more  limited.  ^  c\v 
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The  Skull,  or  superior  expansion  of  the  vertebral  column,  is  composed  of  four 
vertebrae,  the  elementary  parts  of  which  are  specially  modified  in  form  and  size, 
and  almost  immovably  connected,  for  the  reception  of  the  brain,  and  special 
organs  of  the  senses.  These  vertebrae  are  the  occipital,  parietal,  frontal,  and 
nasal.  Descriptive  anatomists,  however,  divide  the  skull  into  two  parts,  the 
Cranium  and  the  Face.  The  Cranium  (spawf,  a  helmet)  is  compo^ed-of  eight 
bones :  viz.,  the  occipital,  tiuo  parietal,  frontal,  two  temporal,  sphenoid,  and  ethmoid. 
The  Face  is  composed  of  fourteen  bones  :  viz.,  the  two  nasal,  two  superior  maxil- 
lary, txco  lachrymal,  two  malar,  two  palate,  two  inferior  turbinated,  vomer,  and 
inferior  maxillary. — The  ossicula  auditus}  the  teeth,  and  Wormian  bones}  are  not 
included  in  this  enumeration. 
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/Cranium.  8  bones. 


/Occipital. 
(Two  Parietal. 
J  Frontal. 
JTwo  Temporal. 
(Sphenoid. 
\  Ethmoid. 


Skull,  22  bones.  (  /Tw0  Na8al-      „     .„ 

|  Two  Superior  Maxillary. 
\Two  Lachrymal. 
Face,  14  bones.     JTwo  Malar. 
\Two  Palate. 

/Two  Inferior  Turbinated. 
( Vomer. 
\lnferior  Maxillary. 

The  Occipital  Bone. 

The  Occipital  Bone  (Fig.  115)  is  situated  at  the  back  part  and  base  of  the 
cranium,  is  trapezoid  in  form,  curved  upon  itself,  and  presents  for  examination 
two  surfaces,  four  borders,  and  four  angles. 

The  External  Surface  is  convex.  Midway  between  the  summit  of  the  bone 
and  the  posterior  margin  of  the  foramen  magnum  is  a  prominent  tubercle,  the 

Fig.  115.— Occipital  Bone.     Ooter  Surface. 


external  occipital  protuberance,  for  the  attachment  of  the  Ligamcntum  nuchre ; 
and  descending  Trom  it  as  far  as  the  foramen,  a  vertical  ridge,  the  external 
occijjiliiLcrest.  This  tubercle  and  crest  vary  in  prominence  in  different  skulls. 
There  is  a  semicircular  ridge  on  each  side,  passing  outwards  from  the  occipital 
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protuberance.  These  are  the  superior  curved  lines ;  and  running  parallel  with 
these  from  the  middle  of  the  crest,  are  the  two  inferior  curved  lines.  The 
surface  of  the  bone  above  the  superior  curved  lines  is  smooth  on  each  side,  and, 
in  the  recent  state,  is,covered  by  the  Occipito-frontalis  muscle,  whilst  the  ridges, 
as  well  as  the  surfaces  of  the  bone  between  them,  serve  for  the  attachment  of 
numerous  muscles.  The  superior  curved  line  gives  attachment  internally  to 
the  Trapezius,  above  which  is  the  aponeurosis  of  the  occipito-frontalis,  externally 
to  the  muscular  origin  of  the  Occipito-frontalis  and  to  the  Sterno-cleido-mastoid, 
to  the  extent  shown  in  Fig.  115 ;  the  depressions  between  the  curved  lines  to 
the  Complexus  internally,  the  Splenius  capitis  and  Obliquus  capitis  superior 
externally.  The  inferior  curved  line,  and  the  depressions  below  it,  afford  inser- 
tion to  the  Rectus  capitus  posticus,  major  and  minor. 

The  foramen  magnum  is  a  large  oval  aperture,  its  long  diameter  extending 
from  before  baclHPSFds.  It  transmits  the  medulla_oblongata  and  its  membranes, 
the  spinal  accessory  nerves,  and  the  vertebral  arteries.  Its  back  part  is  wide 
for  the  transmission  or  the  cord,  and  the  "corresponding  margin  rough  for  the 
attachment  of  the  dura  mater  Inclosing  the  cord ;  the  fore  part  is  narrower,. 
being  encroached  upon  by  the  condyles ;  it  has  projecting  towards  it  from  below 
the  odontoid  process,  and  its  margins  are  smooth  and  bevelled  internally  to 
support  the  medulla  oblongata.  On  each  side  of  the  foramen  magnum  are  the 
condyles,  for  articulation  with  the  atlas  :  they  are  convex,  oblong,  or  reniform 
in  shape,  and  directed  downwards  and  outwards ;  they  converge  in  front,  and 
encroach  slightly  upon  the  anterior  segment  of  the  •foramen.  On  the  inner 
border  of  each  condyle  is  a  rough  jjihercle  for  the  attachment  of  the  ligaments 
(check)  which  connect  this  bone  with  the  odontoid  process  of  the  axis ;  ^whilst 
external  to  them  is  a  rough  tubercular  prominence,  the  transverse  or  jugular 
process  (the  representative  of  the  transverse  process  of  a  vertebra),  channelled 
in  front  by  a  deep  notch,  which  forms  part  of  the  jugular  foramen,  or  foramen 
lacerum  posterius.  The  under  surface  of  this  processnrffords  attachment  to  the 
Rectus  capitis  lateralis;  its  upper  or  cerebral  surface  presents  a  deep  groove 
which  lodges  part  of  the  lateral  sinus,  whilst  its  prominent  extremity  is  marked 
by  a  quadrilateral  rough  surface,  covered  with  cartilage  in  the  fresh  state,  and 
articulating  with  a  similar  surface  on  the  petrous  portion  of  the  temporal  bone. 
On  the  outer  side  of  each  condyle,  near  its  fore  part,  is  a  foramen,  the  anterior 
condyloid ;  it  is  directed  downwards,  outwards,  and  forwards,  and  transmits  the 
hypoglossal  nerve,  and  occasionally  a  meningeal  branch  of  the  ascending  pha- 
ryngeaTartery.  This  foramen  is  sometimes  double.  Behind  each  condyle  is  a 
fossa,1  sometimes  perforated  at  the  bottom  by  a  foramen,  the  posterior  condyloid, 
for  the  transmission  of  a  vein  to  the  lateral  sinus.  In  fronFoF  the  Toramen 
magnum  is  a  strong  quadrilateral  plate  of  bone,  the  basilar  process,  wider  behind 
than  in  front ;  its  under  surface,  which  is  rough,  presenting  m  the  median  line 
a  tubercular  ridge,  the  pharyngeal  spine,  for  the  attachment  of  the  tendinous 
raph£  and  Superior  constrictorof'  tire  pharynx ;  and,  on  each  side  of  it  rough 
depressions  for  the  attachment  of  the  Recti  capitis  #ntici,  major  and  minor.    ^ 

The  Internal  or  Cerebral  Surface  (Fig.  116)  is  deeply  concave.  The  posterior 
or  occipital  part  is  divided  by  a  crucial  ridge  into  four  fossae.  The  two  superior 
fossae  receive  the  posterior  lobes  of  the  cerebrum,  and  present  slight  eminences 
and  depressions  corresponding  to  their  convolutions.  The  two  inferior,  which 
receive  the  hemispheres  of  the  cerebellum,  are  larger  than  the  former,  and  com- 
paratively smooth;  both  are  marked  by  slight  grooves  for  the  lodgment  of 
arteries.  At  the  point  of  meeting  of  the  four  divisions  of  the  crucial  ridge  is  an 
eminence,  the  internal  occipital  protuberance.  It  nearly  corresponds  to  that  on 
the  outer  surface,  aud  is  perforated  by  one"or  more  large  vascular  foramina.    From 

1  This  fossa  presents  many  variations  in  size.  It  is  usually  shallow:  and  the  foramen  small ; 
occasionally  wanting,  on  one,  or  both  sides.  Sometimes  both  fossa  and  foramen  are  large,  bat 
confined  to  one  side  only ;  more  rarely,  the  fossa  and  foramen  are  very  large  on  both  sides. 


132  THE  SKELETON. 

this  eminence,  the  superior  division  of  the  crucial  ridge  runs  upwards  to  the  supe- 
rior angle  of  the  bone;  it  presents  a  deep  groove  for  the  superior  longitudinal 
sinus,  the  margins  of  which  give  attachment  to  the  falx  cerebri.  The  inferior 
division,  the  internal  occipital  crest  runs,  to  the  posterior  margin  of  the  foramen 
magnum,  on  the  edge  of  which  it  becomes  gradually  lost;  this  ridge,  which  is 
bifurcated  below,  serves  for  the  attachment  of  the  falx  cerebri.    It  is  usually 

Fig.  116.— Occipital  Bone.    Inner  Surface. 
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marked  by  two  small  grooves,  which  commence  on  either  side  of  the  posterior 
margin  of  the  foramen  inagnum,  join  together  above,  and  run  into  the  depression 
for  the  torcular  Herophili.  They  lodge  the  occipital  sinuses.  The  transverse 
grooves  pass  outwards  to  the  lateral  angles;  they  are  deeply  channelled,  for  the 
lodgment  of  the  lateral  sinuses,  their  prominent  margins  affording  attachment  to 
the  tentorium  cerebelli.1  At  the  point  of  meeting  of  these  grooves  is  a  depres- 
sion, the  torcular  Herophili,*  placed  a  little  to  one  or  the  other  side  dflhe 
internal  ocerfiifaTprotuberance.  More  anteriorly  is  the  foramen  magnum,  and 
on  each  side  of  it,  but  nearer  its  anterior  than  its  posterior  part,  the  internal 
openings  of  the  anterior  condyloid  foramina ;  the  internal  openings  of  the  posterior 
condyloid  foramina  being  a  little  external  and  posterior  to  them,  protected  by  a 

1  Usnally  one  of  the  transverse  grooves  is  deeeper  and  hroodor  than  the  other;  occasionally 
both  grooves  arc  of  equal  depth  and  hreadlh.  or  both  equally  indistinct.  The  broader  of  the  two 
transverse  grooves  is  nearly  always  continuous  with  the  vertical  groove  for  the  superior  longi- 
tudinal sinus,  and  occnpicslhe  corresponding  side  of  the  median  line. 

*  The  columns  of  blood  coming  in  different  directions  were  supposed  to  be  prtutd  together  at 
this  point  (Torcular,  a  wine-press). 
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email  arch  of  bone.  At  this  part  of  the  internal  surface  there  is  a  very  deep 
groove,  in  which  the  posterior  condyloid  foramen,  when  it  exists,  has  its  termi- 
nation inside  the  skull.  This  groove  is  continuous  in  the  complete  skull  with 
that  which  separates  the  upper  from  the  lower  fossie,  and  lodges  the  end  of  the 
same  sinus,  the  lateral.  la  front  of  the  foramen  magnum  is  the  basil&r_pxocess, 
presenting  a  shallow  depression,  the  basilar  groove,  which  slopes  from  behind 
upwards  and  forwards,  and  supports  the  medulla  oblongata  and  part  of  the  pons 
Varolii,  and  on  each  side  of  the  basilar  process  isa  narrow  channel,  which,  when 
united  with  a  similar  channel  on  the  petrous  portion  of  the  temporal  bone,  forms 
a  groove,  which  lodges  the  inferior  petrosal  snius. 

Angles.  The  superior  angle  is  reeeivedinto  the  interval  between  the  posterior 
superior  angles  of  the  two  parietal  bones:  it  corresponds  with  that  part  of  the 
skull  in  the  feet  us  which  is  called  the  posterior_fy^tanelle.  The  inferior  angle  is 
represented  by  the  square-shaped  surface  ofthebasilar  process.  At  an  early 
period  of  life,  a  layer  of  cartilage  separates  this  part  of  the  bone  from  the 
sphenoid;  but  in  the  adult,  the  union  between  them  is  osseous.  The  lateral 
angles  correspond  to  the  outer  ends  of  the  transvers  egrooves,  and  are  received 
iiflrj  the  interval  between  the  posterior  inferior  angles  of  the  parietal  and  the 
mastoid  portion  of  the  temporal. 

Borders.  The  superior  extends  ou  each  side  from  the  superior  to  the  lateral 
angle,  is  deeply  serrated  for  articulation  with  the  parietal  bone,  and  forms,  by 
this  union,  the  larabdqid^suture.  The  inferior  border  extends  from  the  lateral  to 
the  inferior  angle ;  its  upper  half  is  rough,  and  articulates  with  the  mastoid  por- 
tion of  the  temporal,  forming  the  masto- occipital  suture :  the  inferior  half  articu- 
lates with  the  petrous  portion  of  the  temporal,  forming  the  petro-occipital 
suture ;  these  two  portions  are  separated  from  one  another  by  the  jugular  pro- 
cess. In  front  of  this  process  is  a  deep  notch,  which,  with  a  similar  one  on  the 
petrous  portion  of  the  temporal,  forms  the  foramen  lacerum  posterius.  This 
notch  is  occasionally  subdivided  into  two  parts  by  a  small  process  of  bone,  and 
it  sometimes  presents  an  aperture  at  its  upper  part,  the  internal  opening  of  the 
posterior  condyloid  foramen. 

Structure.  The  occipital  bone  consists  of  two  compact  lamina^  called  the 
outer  and  inner  tables,  having  between  them  the  diploic  tissue:  this  bone  is 
especially  thick  at  the  ridges,  protuberances,  condyles,  and  anterior  part  of  the 
basilar  process ;  whilst  at  the  bottom  of  the  fossaB,  especially  the  inferior,  it  is 

thin,  semi-transparent,  and  destitute  of  diploe'.  

Development  (Fig.  117).  The  occipital  bone  has  four  centres  of  development : 
one  for  the  posterior  or  occi- 

'     "  Fig.  117.— Development  of  Occipital  Bone. 

By  Four  Centres. 
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pital  part,  which  is  formed  i 
membrane;  one  for  the  basi- 
lar portion,  and  one  for  each 
condyloid  portion,  which  are 
formed  in  cartilage. 

The  centre  for  the  occipi- 
tal portion  appears  about  the 
tenth  week  of  foetal  life ;  and 
consists,  according  to  Blandin 
and  Cruveilhier,  of  a  small, 
oblong  plate  which  appears 
in  the  situation  of  the  occi- 
pital protuberance.'  The 
condvloid  portions  then  ossify, 
and  lastly  the  basilar  portion. 
At  birth,  the  bone  consists  of 

1  Bfclard  considers  this  seirmenl  t"  t">ve  fnor  centres  of  ossification,  arranjred  in  pairs,  two 
above  and  two  below  the  curved  linen,  and  Meckel  describes  eight,  fnnr  of  which  correspond  in 
situation  with  those  above  described  :  of  the  oilier  four,  two  are  placed  in  juxtaposition,  at  the 
Dpper  angle  of  the  bone,  and  the  remaining  two  one  at  each  aide,  in  the  lateral  angles. 
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four  parts,  separate  from  one  another,  the  occipital  portion  being  fissured  in  the 

direction  indicated  in  the  plate  above.     At  about  tne  fourth  year,  the  occipital 

and  the  two  condyloid  pieces  join ;  and  about  the  sixth  year,  the  bone  consists 

of  a  single  piece.     At  a  later  period,  between  the  eighteenth  and  twenty-fifth 

years,  the  occipital  and  sphenoid  become  united,  forming  a  single  bone. 

'  Articulations.      With  six  bones  :  two  parietal,  two  temporal,  sphenoid,  and 

atlas. 

Attachment  of  Muscles.  To  the  superior  curved  line  are  attached  the  Occipito- 
fr  on  talis,  Trapezius,  and  Sterno-cleido-raastoid.1  To  the  space  between,  the 
curved  lines,  the  Complexus,  Splenius  capitis,  and  Obliquus  superior;  to  the 
inferior  curved  line,  and  the  space  between  it  and  the  foramen  magnum,  the 
Rectus  posticus  major  and  minor  ;  to  the  transverse  process,  the  Rectus  lateralis ; 
and  to  the  basilar  process,  the  Rectus  anticus  major  and  minor,  and  Superior 
Constrictor  of  the  pharynx. 

The  Parietal  Bones. 

The  Parietal  Bones  (paries,  a  wall)  form  by  their  union  the  sides  and  roof  of 
the  skull.  Each  bone  is  of  an  irregular  quadrilateral  form,  and  presents  for 
examination  two  surfaces,  four  borders  and  four  angles. 

Surfaces.  The  JSxternal  surface  (Fig.  118)  is  convex,  smooth,  and  marked  about 
its  centre  by  an  eminence,  called  the  parietaleminence,  which  indicates  the 

Fig.  118.— Left  Parietal  Bone.    External  Surface. 
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point  where  ossification  commenced.     Crossing  the  middle  of  the  bone  in  an 
arched  direction  is  a  curved  ridge,  the  temporal  ridge,  for  the  attachment  of  the 

1  To  these  the  Bivenler  cervicii  should  be  added,  if  it  is  regarded  as  a  separate  muscle. 
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temporal  fascia.  Above  this  ridge,  the  surface  of  the  bone  is  rough  and  porous, 
and  covered  by  the  aponeurosis  of  the  Occipito-tJontalis ;  below  it  the  bone  is 
smooth,  forms  part  of  the  temporal  jossa,  and  affords  attachment  to  the  temporal 
muscle.  At  the  back  part  of  the  superior  border,  close  to  the  sagittal  suture, 
is  a  small  foramen,  the  parietal  foramen,  which  transmits  a  veiu  to  the  superior 
longitudinal  sinus,  and  sometimes  a  small  branch  of  the  occipital  artery.  Its 
existence  is  not  constant,  and  its  size  varies  considerably. 

The  Internal  Surface  (Fig.  119),  concave,  presents  eminences  and  depressions 

ws  for  t' 


for  lodging  the  convolutions  of  the  cerebrum,  and  numerous  furrow  sior  the 
ramifications  of  the  meningeal  arteries ;  the  latter  run  upwards  and  backwards 
from  the  anterior  inferior  angle,  and  from  the  central  and  posterior  part  of  the 


Fig.  119— Left  Parietal  Bone.     Internul  Surface. 
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lower  border  of  the  bone.  Along  the  upper  margin  is  part  of  a  shallow  groove, 
which,  when  joined  to  the  opposite  parietal,  forms  a  channel  for  the  superior 
longitudinal  sinus,  the  elevated  edges  of  which  afford  attachment  to  the  falx 
cerebri.  Near  the  groove  are  seen  several  depressions ;  they  lodge  the  Pacchio- 
nian bodies.  The  internal  opening  of  the  parietal  foramen  is  also  seen  when 
that  apfifture  exists. 

Borders.  The  superior,  the  longest  and  thickest,  is  dentated  to  articulate  with 
its  fellow  of  the  opposite  side,  forming  the  sagittal  suture.  The  inferior  is  divi- 
ded into  three  parts :  of  these,  the  anterior  ia  thin"  ami  pointed,  bevelled  at  the 
expense  ot  the  outer  surface,  and  overlapped  by  the  tip  of  the  great  wing  of  the 
sphenoid :  the  middle  portion  is  arched,  bevelled  at  the  expense  of  the  outer 
surface,"  and  overlapped  by  the  squffmbus  portion  of  the  temporal ;  the  posterior 
portion  is  thick  anTrserrated  for  articulation  with  the  mastoid  portion  of  the 
temporal.  The  anterior  harder,  deeply  serrated,  is  bevelled  affile  expense  of  the 
outer~Burtace  above,  and  of  the  inner  below  ;  it  articulates  with  the  frontal  bone, 
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forming  the  coronal  suture.     The  posterior  border,  deeply  denticulated,  articu- 
lates with  the  occipital,  forming  the  lambdoid  suture. 

Angles.  The  anterior  superior,  thin  and  pointed,  corresponds  with  that  por- 
tion of  the  skull  which  in  the  foetus  is  membranous,  and  is  called  the  anterior 
fontapelle.  The  anterior  inferior  angle  is  thin  and  lengthened,  being  receivecTm 
the  interval  between  the  great  wing  of  the  sphenoid  and  the  frontal.  This 
point  will  be  found  about  one  inch  behind  the  upper  and  outer  angle  of  the 
orbit.  Its  inner  surface  is  marked  by  a  deep  groove,  sometimes  a  canal,  for  the 
anterior  branch  of  the  middle  meningeal  artery.  The  posterior  superior  angle 
corresponds  with  the  junction  of  the  sagittal  and  lambdoid  sutures.  In  the 
foetus  this  part  of  the  skull  is  membranous,  and  is  called  the  posterior  fontanelle. 
The  posterior  inferior  angle  articulates  with  the  mastoid  portion  of  the  UUIlporal 
bone,  and  generally  presents  on  its  inner  surface  a  broad  shallow  groove  for 
lodging  part  of  the  lateraljjinus. 

Development.  The  panetal  bone  is  formed  in  membrane,  being  developed  by 
one  centre,  which  corresponds  with  the  parietal  eminence,  and  makes  its  first 
appearance  about  the  fifth  or  sixth  week  of  foetal  life.  Ossification  gradually 
extends  from  the  centre  to  the  circumference  of  the  bone :  the  angles  are  con- 
sequently the  parts  last  formed,  and  it  is  in  their  situation,  that  the  fontanelles 
exist,  previous  to  the  completion  of  the  growth  of  the  bone. 

Articulations.     With  five  bones :  the  opposite  parietal,  the  occipital,  frontal, 
temporal,  and  sphenoid. 
.      Attachment  of  Muscles.    One  only,  the  Temporal. 

The  Frontal  Bone. 

This  bone,  which  resembles  a  cockle-shell  in  form,  consists  of  two  portions — 
a  vertical  or  frontal  portion,  situated  at  the  anterior  part  of  the  cranium,  form- 
ing IheTforeheacTy  and  a  horizontal  or  orbito-nasal  portion,  which  enters  into  the 
formation  of  the  roof  of  the  orbits  and  nose. 

Vertical  Portion.  External  Surface.  (Fig.  120).  In  the  median  line  travers- 
ing the  bone  from  the  upper  to  the  lower  part,  is  occasionally  seen  a  slightly 
elevated  ridge,  and  in  young  subjects  a  suture,  which  represents  the  line  of 
union  of  the  two  lateral  halves  of  which  the  bone  consists  at  an  early  period 
of  life :  in  the  adult  this  suture  is  usually  obliterated,  and  the  bone  forms  one 
piece :  traces  of  the  obliterated  suture  are,  however,  generally  perceptible  at 
the  lower  part.  On  either  side  of  this  ridge,  a  little  below  tne  centre  of  the 
bone,  is  a  rounded  eminence,  the  frontal  eminence.  These  eminences  vary  in 
size  in  different  individuals,  and  are  "occJtsinnally  unsymmetrical  in  the  same 
subject.  They  are  especially  prominent  in  cases  of  well-marked  cerebral  deve- 
lopment. The  whole  surface  of  the  bone  above  this  part  is  smooth,  and  covered 
by  the  aponeurosis  of  the  Occipito-fron talis  muscle.  Below  the  frontal  emi- 
nence, and  separated  from  it  by  a  slight  groove,  is  the  superciliaryj-idge,  broad 
internally  where  it  is  continuous  with  the  nasal  eminence7l5urTess  distinct  as  it 
arches  outwards.  These  ridges  are  caused  by  the  projection  outwards  of  the 
frontal  sinuses,1  and  give  attachment  to  the  Orbicularis  palpebrarum  and  Corru- 
gatorsupercilii.  Beneath  the  superciliary  ridge  isfhe  supra-orbital  arch,  a 
curved  and  prominent  margin,  which  forms  the  upper  boundary  6f  the  orbit, 
and  separates  the  vertical  from  the  horizontal  portion  of  the  bone.  The  outer 
part  of  the  arch  is  sharp  and  prominent,  affording  to  the  eye,  in  that  situation, 

1  Some  confusion  is  occasioned  to  students  commencing  the  study  of  anatomy,  by  the  name 
"  sinuses"  having  been  given  to  two  perfectly  different  kinds  of  6paces  connected  with  the  skull. 
It  may  be  as  well,  therefore,  to  state  here,  at  the  outset,  that  the  ••  sinuses"  on  the  interior  of  the 
cranium,  marked  by  grooves  on  the  inner  surface  of  the  bones,  are  venous  channels  along  which 
the  blood  runs  in  its  passage  back  from  the  brain,  while  the  "  sinuses"  on  the  outside  of  the  cranium 
(the  frontal,  ethmoidal,  sphenoid,  and  maxillary)  are  hollow  spaces  in  the  bones  themselves,  which 
communicate  with  the  nostrils,  and  contain  air. 


FRONTAL  BONE.  157 

considerable  protection  from  injury ;  the  inner  part  is  less  prominent.  At  the 
inner  third  of  this  arch  is  a  notch,  sometimes  converted  into  a  foramen  by  a 
bony  process,  and  called  the  supra-orbital  notch  or  foramen.  It  transmits  the 
supra-orbital  artery,  vein,  and  nerve.  "~3Tsmall  aperture  is  seeu  in  the  upper 

Fig.  120— Frontal  Bnne.    Outer  Surface. 


part  of  the  notch,  which  transmits  a  vein  from  the  diplde  to  join  the  ophthalmic 
vein.  The  aupra-orbital  arch  terminates  externally  in  the  external  angular 
process,  and  internal  angular  process.  The  external  angular  process  IB  strong, 
prominent,  and  articn  lutes  with  the  malar  bone ;  running  upwards  and  back- 
wards from  it  is  a  sharp  curved  crest,  the  temporal  ridge,  for  the  attachment  of 
the  temporal  fascia ;  and  beneath  it  a  slight  concavity,  that  forma  the  anterior 
part  of  the  temporal  fossa,  and  gives  origin  to  the  Temporal  muscle.  The 
internal  angular  processes  are  less  marked  than  the  external,  and  articulate  with 
the  lachrymal  bones.  Between  the  internal  angular  processes  is  a  rough  uneven 
interval,  theltSSal  notch,  which  articulates  in  the  middle  line  with  the  nasal  bone, 
and  on  either  side  with  the  nasal  process  of  the  Buperior  maxillary  bone.  The 
notch  is  continuous  below  with  a  long  pointed  process,  the  nasal  spine. 

Vertical  Portion.  Internal  Surface  (Fig.  121).  Along  the  middle  line  is  a 
vertical  groove,  the  edges  of  which  unite  below  to  form  a  ridge,  the  frontal 
crest ;  the  groove  lodges  the  superior  longitudinal  sinus,  whilst  its  edges  afford 
attachment  to  the  falx  cerebri.  Ttarcrcfirtef  initiates  below  at  a  Bmall  opening, 
the  foramen  oeecuni,  which  ts  generally  completed  behind  by  the  ethmoid.  This 
foramen  vanes  in  size  in  different  subjects,  is  usually  partially  or  completely 
impervious,  lodges  a  process  of  the  falx  cerebri,  and,  when  open,  transmits  a 
vein  from  the  lining  membrane  of  the  nose  to  the  superior  longitudinal  sinus. 
On  either  side  of  the  groove,  the  bone  is  deeply  concave,  presenting  eminences 
and  depressions  for  the  convolutions  of  the  brain,  and  numerous  small  furrows 
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for  lodging  the  ramifications  of  the  anterior  meningeal  arteries.  Several  small, 
irregular  fossae  are  also  seen  on  either  side  of  the  groove,  for  the  reception  of 
the  Pacchionian  bodies. 

Pig.  121.— Frontal  Bone.     Inner  Surface. 


Horizontal  Portion.  External  Face.  This  portion  of  the  bone  consists  of  two 
thin  plates,  which  form  the  vault  of  the  orbits,  separated  from  one  another  by 
the  ethmoidal  notch.  Each  orbital  vault  consists  of  a  smooth,  concave,  trian- 
gular plate  of  bone,  marked  at  its  anterior  and  external"  part  (immediately 
beneath  the  external  angular  process)  by  a  shallow  depression,  the  lachrymal 
fossa,  for  lodging  the  lachrymal  gland  ;  and  at  its  anterior  and  internaTpart,  by 
a""3epresBion  (sometimes  a  small  tubercle)  for  the  attachment  of  the  fibrous 
pulley  of  the  Superior  oblique  muscle.  The  ethmoidal  notch  separates  the  two 
orbital  plates ;  it  isquadri  lateral ;  "and  filled  up,  when  the  bones  are  united,  by 
the  cribriform  plate  oF"flie~  ethmoid.  The  margins  of  this  notch  present  several 
half-cells,  which,  when  united  with  corresponding  half-cells  on  the  upper  surface 
of  the  ethmoid,  complete  the  ethmoidal  cells ;  two  grooves  are  also  seen  crossing 
these  edges  transversely ;  they  are  converted  into  canals  by  articulation  with 
the  ethmoid,  and  are  called  the  anterior  and  posterior  ethmoidal  canals;  they 
open  on  the  inner  wall  of  the  orbit.  The  anterior  one  transmits  thejiasal  nerve 
and  anterior  ethmoidal  vessels,  the  posterior  one"the  posterior  ethmoidal  vessels. 
In  front  ofThe  ethmoidal  notch  is  the  nasal  spine,  a  sharp-pointed  eminence, 
which  projects  downwards  and  forwards,  and  articulates  in  rront"with  the  crest 
of  the  nasal  bones ;  behind,  it  is  marked  by  two  grooves,  separated  by  a  vertical 
ridge ;  the  ridge  articulates  with  the  perpendicular  lamellte  of  the  ethmoid,  the 
grooves  form  part  of  the  roof  of  the  nasal  fossse.  On  either  side  of  the  base 
of  the  nasal  spine  are  the  openings  of  the  frontal   sinuses.     These  are  two 
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irregular  cavities,  which  extend  upwards  and  outwards,  a  variable  distance, 
between  the  two  tables  of  the  skull,  and  are  separated  from  one  another  by  a 
thin  bony  septum.  They  give  rise  to  the  prominences  above  the  root  of  the 
nose,  called  the  nasal  eminences  and  superciliary  ridges.  In  the  child  they  are 
generally  absent,  and  they  become  graduallya'eveloped  as  age  advances.  These 
cavities  vary  in  size  in  different  persons,  are  larger  in.  men  than  in  women,  and 
are  frequently  of  unequal  size  on  the  two  Bides,  the  left  being  commonly  the 
larger.  Occasionally,  they  are  subdivided  by  incomplete  bony  laminae.  They 
are  lined  by  mucous  membrane,  and  communicate  with  the  nose  by  the  infundi- 
bulum,  and  occasionaTTy  with  each  other  by  apertures  in  their  septum.       "~"— 

The  Internal  Surface  of  the  Horizontal  Portion  presents  the  convex  upper 
surfaces  of  the  orbital  plates,  separated  from  each  other  in  the  middle  line  by 
the  ethmoidal  notch,  and  marked  by  eminences  and  depressions  for  the  convolu- 
tions of  the  anterior  lobes  of  the  brain. 

Borders.  The  border  of  the  vertical  portion  is  thick,  strongly  serrated, 
bevelled  at  the  expense  of  the  internal  table  above,  where  it  rests  upon  the 
parietal  bones,  and  at  the  expense  of  the  external  table  at  each  side,  where  it 
receives  the  lateral  pressure  of  those  bones ;  this  border  is  continued  below  into 
a  triangular  rough  surface,  which  articulates  with  the  great  wing  of  the  sphe- 
noid. The  border  of  the  horizontal  portion  is  thin,  serrated,  and  articulates 
with  the  lesser  wing  of  the  sphenoid. 

Structure.  The  vertical  portion  and  external  angular  processes  are  very 
thick,  consisting  of  diploic  tissue  contained  between  two  compact  laminae.  The 
horizontal  portion  is  thin,  translucent, 
and  composed  entirely  ofjsompact  tissue ; 
hence  the  facility  with  which  instru- 
ments can  penetrate  the  cranium  through 
this  part  of  the  orbit. 

Development  (Fig.  122).  The  frontal 
bone  is  formed  in  membrane,  being  de- 
veloped by  two  centres,  one  for  each 
lateral  half,  which  make  their  appearance, 
at  an  early  period  of  foetal  life,  in  the 
situation  of  the  orbital  arches.  From  this 
point  ossification  extends,  in  a  radiating 
manner,  upwards  into  the  forehead,  ana 
backwards  over  the  orbit.  At  birth  it 
consists  of  two  pieces,  which  afterwards 
become  united,  along  the  middle  line,  by 

a  suture  which  runs  from  the  vertex  to  the  root  of  the  nose.  This  suture 
usually  becomes  obliterated  within  a  few  years  after  birth ;  but  it  occasionally 
remains  throughout  life.  v 

Articulations.  With  twelve  bones :  two  parietal,  sphenoid,  ethmoid :  two  nasal, 
two  superior  maxillary,  two  lachrymal,  and  two  malar. 

Attachment  of  Muscles.  The  Corragator  supercilii,  Orbicularis  palpebrarum, 
and  Temporal,  on  each  side. 

The  Temporal  Bone3. 

The  Temporal  Bones  are  situated  at  the  side  and  at  the  base  of  the  skull,  and 
present  for  examination  a  squamous,  mastoid,  and  petrous  portion. 

The  St/uamous  Portion  (squama,  a  scale)  (Fig.  123),  the  anterior  and  upper 
part  of  the  bone,  is  scale- like  in  form,  and  thin  and  translucent  in  texture.  Its 
outer  surface  is  smooth,  convex,  and  grooved  at  its  back  part  for  the  deep  tem- 
poral arteries ;  it  affords  attachment  to  the  Temporal  muscle,  and  forms  part  of 
the  temporal  fossa.  At  its  back  part  may  be  seen  a  curved  ridge — part  of  the 
temporal  ridge ;  it  serves  for  the  attachment  of  the  temporal  fascia,  limits  the 
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origin  of  the  Temporal  muscle,  and  marks  the  boundary  between  the  squamous  and 
mastoid  portions  of  the  bone.  Projecting  from  the  lower  part  of  the  squamous 
portion  is  a  long  arched  outgrowth  of  bone,  the  zygomatic  process.  This  process  is 
at  first  directed  outwards,  its  two  surfaces  looking  upwards  and  downwards ;  it 
then  appears  as  if  twisted  upon  itself,  and  runs  forwards,  its  surfaces  now  looking 
inwards  and  outwards.     The  superior  border  of  the  process  is  long,  thin,  and 

Pig.  123.— Left  Temporal  Bone.    Outer  Surface. 


sharp,  and  serves  for  the  attachment  of  the  temporal  fascia.  The  inferior,  short, 
thick,  and  arched,  has  attached  to  it  some  fibres  of  the  Masseter  muscle.  Its 
outer  surface  is  convex  and  subcutaneous;  its  inner  is  concave,  and  also  affords 
attachment  to  the  Masseter.  The  extremity,  broad  and  deeply  serrated,  articu- 
lates with  the  malar  bone.  The  zygomatic  process  is  connected  to  the  temporal 
bone  by  three  divisions,  called  its  roots— -"Sffahterior,  middle,  and  posterior.  The 
anterior,  which  is  short  but  broad  and  strong,  runs  transversely  inwards  into  a 
rounded  eminence,  the  eminentia  articnlaris.  This  eminence  forms  the  front 
boundary  of  the  glenoid  fossa,  and  in  the  recent  state  is  covered  with  cartilage. 
The  middle  root  forms  the  outer  margin  of  the  glenoid  cavity;  running  obliquely 
inwards,  it  terminates  at  the  commencement  of  a  well-marked  fissure,  the  Gla- 
serian  fissure;  whilst  the  posterior  root,  which  is  strongly  marked,  runs  from  the' 
upper  border  of  the  zygoma,  in  an  arched  direction,  upwards  and  backwards, 
forming  the  posterior  part  of  the  temporal  ridge.  At  the  junction  of  the  anterior 
root  with  the  zygoma  is  a  projection,  called  the  (vhercle,  for  the  attachment  of  the 
external  lateral  ligament  of  the  lower  jaw ;  and  beTWeen  the  anterior  and  middle 
roots  is  an  oval  depression,  forming  part  of  the  glenoid  fossa  (i*^«r,  socket),  for 
the  reception  of  the  condyle  of  the  lower  jaw.  This  fossa  is  bounded,  in  front, 
by  the  eminentia  articnlaris;  behind,  by  the  vaginal  process;  and  externally, 
by  the  auditory  process  and  middle  root  of  the  zygoma ;  and  is  divided  into  two 
parts  by  a  narrow  slit,  the  Glaserian  fissure.  The  anterior  part  formed  by  the 
squamous  portion  of  the  bone  is  smooth,  covered  in  the  recent  state  with  carti- 
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lage,  and  articulates  with  the  condyle  of  the  lower  jaw.  This  part  of  the  glenoid 
fossa  is  separated  from  the  auditory  process  by  a  small  tubercle,  the  post-glenoid 
process,  the  representative  of  a  prominent  tubercle  which,  in  some  of  the  mam- 
malia, descends  behind  the  condyle  of  the  jaw,  and  prevents  it  being  displaced  back- 
wards during  mastication  (Humphry).  The  posterior  part  of  the  glenoid  fossa  is 
formed  chiefly  by  the  vaginal  process  of  the  petrous  portion,  and  lodges  part  of  the 
parotid  gland.  The  Glaserian  fissure,  which  leads  into  the  tympanum,  lodges  the 
processes  gracilis  of  the  malleus,  and  transmits  the  Laxator  tympani  muscle  and 
the  tympanic  branch  of  the  internal  maxillary  artery.  The  chorda  tympani  nerve 
passes  through  a  separate  canal,  parallel  to  the  Glaserian  fissure  (canal  of  Huguier), 
on  the  outer  side  of  the  Eustachian  tube,  in  the  retiring  angle  between  the 
squamous  and  petrous  portions  of  the  temporal  bone.1 

The  internal  surface  of  the  squamous  portion  (Fig.  124)  is  concave,  presents 
numerous  eminences  and  depressions  for  the  convolutions  of  the  cerebrum,  and 
two  well-marked  grooves  for  the  branches  of  the  middle  meningeal  artery. 

Borders.  The  superior  border  is  thin,  bevelled  at  the  expense  of  the  internal 
surface,  so  as  to  overlap  the  lower  border  of  the  parietal  bone,  forming  the 
squamous  suture.  The  anterior  inferior  border  is  thick,  serrated,  and  bevelled, 
alternately  at  the  expense  of  the  inner  and  outer  surfaces,  for  articulation  with 
the  great  wing  of  the  sphenoid. 

The  Afastoid  Portion  (jhxqtq^  a  nipple  or  teat)  is  situated  at  the  posterior  part 
of  the  bone;  its  outer  surface  is  rough,  and  perforated  by  numerous  foramina: 
one  of  these,  of  large  size,  situated  at  the  posterior  border  of  the  bone,  is  termed 
the  mastoid  foramen ;  it  transmits  a  vein  to  the  lateral  sinus  and  a  small  artery. 
The  position  and  size  of  this  foramen  are  very  variable.  It  is  not  always  present ; 
sometimes  it  is  situated  in  the  occipital  bone,  or  in  the  suture  between  the  temporal 
and  the  occipital.  The  mastoid  portion  is  continued  below  into  a  conical  pro- 
jection, the  mastoid  process,  the  size  and  form  of  which  vary  somewhat.  This 
process  serves  for  the  attachment  of  the  Sterno- mastoid,  Splenius  capitis,  and 
Trachelo- mastoid  muscles.  On  the  inner  side  of  the  mastoid  process  is  a  deep 
groove,  the  digastric  fossa,  for  the  attachment  of  the  Digastric  muscle;  and, 
running  parallel  with  it,  but  more  internal,  the  occipital  groove,  which  lodges 
the  occipital  artery.  The  internal  surface  of  the  mastoid  portion  presents  a  deep 
curved  groove,  which  lodges  part  of  the  lateral  sinus ;  and  into  it  may  be  seen  open- 
ing the  mastoidforamen.  A  section  of  the  mastoid  process  shows  it  to  be  hollowed 
out  into  a  SumBer  of  cellular  spaces,  communicating  with  each  other,  called  the 
mastoid  cells;  they  open  by  a  single  or  double  orifice  into  the  back  of  the  tympa- 
num; are  lined  by  a  prolongation  of  its  lining  membrane;  and,  probably,  form 
some  secondary  part  of  the  organ  of  hearing.  The  mastoid  cells,  like  the  other 
sinuses  of  the  cranium,  are  not  developed  until  after  puberty;  hence  the  promi- 
nence of  this  process  in  the  adult. 

Borders.  The  superior  border  of  the  mastoid  portion  is  broad  and  rough,  its 
serrated  edge  sloping  outwards,  for  articulation  with  the  posterior  inferior  angle 
of  the  parietal  bone.  The  posterior  border,  also  uneven  and  serrated,  articu- 
lates with  the  inferior  border  of  the  occipital  bone  between  its  lateral  angle  and 
jugular  process. 

The  Petrous  Portion  (*«*po*,  a  stone\  so  named  from  its  extreme  density  and 
hardness,  is  a  pyramidal  process  of  bone,  wedged  in  at  the  base  of  the  skull 
between  the  sphenoid  and  occipital  bones.  Its  direction  from  without  is  inwards, 
forwards,  and  a  little  downwards.  It  presents  for  examination  a  base,  an  apex, 
three  surfaces,  and  three  borders;  and  contains,  in  its  interior,  the  essential 
parts  of  the  organ  of  hearing.  The  base  is  applied  against  the  internal  surface 
of  the  squamous  and  mastoid  portions,  its  upper  half  being  concealed ;  but  its 
lower  half  is  exposed  by  the  divergence  of  those  two  portions  of  the  bone  which 

1  This  small  ftanre  must  not  be  confounded  with  the  large  canal  which  lies  above  the  Eustachian 
tube  and  transmits  the  Tensor  tympani  muscle. 

11 
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brings  into  view  the  oval  expanded  orifice  of  a  canal  leading  into  the  tympanum, 
the  meatus  auditorius  externus.  This  canal  is  situated  between  the  mastoid 
process  and  the  posterior  and  middle  roots  of  the  zygoma ;  its  upper  margin  is 
smooth  and  rounded,  but  the  greater  part  of  its  circumference  is  surrounded  by 
a  curved  plate  of  bone,  the  auditory  process,  the  free  margin  of  which  is  thick 
and  rough,  for  the  attachment  of  the  cartilage  of  the  external  ear. 

Fig.  124. — Left  Temporal  Bone.     Inner  Surface. 


The  apex  of  the  petroua  portion,  rough  and  uneven,  is  received  into  the 
angular  interval  between  the  posterior  border  of  the  great  wing  of  the  sphenoid 
and  the  basilar  process  of  the  occipital ;  it  presents  the  anterior  or  internal  ori- 
fice of  the  carotid  canal,  and  forms  the  posterior  and  external  boundary  of  the 
foramen  lacernm  medium. 

The  anterior  surface  of  the  petrous  portion  (Fig.  124),  forms  the  posterior  part 
of  the  middle  fossa  of  the  skull.  This  surface  is  continuous  with  the  squamous 
portion,  to  which  it  is  united  by  the  suture,  the  temporal  suture,  the  remains  of 
which  arc  distinct  even  at  a  late  period  of  life ;  it  presents  six  points  for  exami- 
nation: 1.  an  eminence  near  the  centre,  which  indicates  the  situation  of  the 
superior  vertical  semicircular  canal :  2.  on  the  outer  side  of  this  eminence  a  de- 
pression, indicating  the  position  of  the  tympanum,  the  layer  of  the  bone  which 
separates  the  tympanum  from  the  cranial  cavity  being  extremely  thin :  3.  a 
shallow  groove,  sometimes  double,  leading  outwards  and  backwards  to  an  oblique 
opening,  the  hiatus  Fallopii,  for  the  passage  of  the  petrosal  branch  of  the  Vidian 
nerve:  4.  a  smaller  opening,  occasionally  seen  external  to  the  latter  for  the 
passage  of  the  smaller  petrosal  nerve :  5.  near  the  apex  of  the  bone  the  termi- 
nation of  the  carotid  canal,  the  wall  of  which  in  this  situation  is  deficient  in 
front :  6.  above  this  canal  a  shallow  depression  for  the  reception  of  the  Casse- 
rian  ganglion. 

The  posterior  surface  forms  the  front  part  of  the  posterior  fossa  of  the  skull, 
and  is  continuous  with  the  inner  surface  of  the  mastoid  portion  of  the  bone. 
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It  presents  three  points  for  examination:  1.  about  its  centre,  a  large  orifice,  the 
meatus  audi  tonus  internus,  whose  size  varies  considerably ;  its  margins  are 
smooth  and  rounded ;  and  it  leads  into  a  short  canal,  about  four  lines  in  length, 
which  runs  directly  outwards,  and  is  closed  by  a  vertical  plate,  divided  by  a 

Fig.  125. — Petrous  Portion,    inferior  Surface, 
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horizontal  crest  into  two  unequal  portions ;  the  canal  transmits  the  facial  and 
auditory  nerves,  and  auditory  artery,  a  branch  of  the  basilar :  2.  behind  the 
meatus  auditorius,  a  small  slit,  almost  hidden  by  a  thin  plate  of  bone,  leading 
to  a  canal,  the  aquseductus  vestibuli,  which  transmits  a  small  artery  and  vein, 
and  lodges  a  process  of  the  dura  mater :  S.  in  the  interval  between  these  two 
openings,  but  above  them,  an  angular  depression  which  lodges  a  process  of  the 
dura  mater,  and  transmits  a  small  vein  into  the  cancellous  tissue  of  the  bone. 

The  inferior  or  hasilar  surface  (Fig.  125)  is  rough  and  irregular,  and  forms  part 
of  the  base  of  the  skull.  Passing  from  the  apex  to  the  base  this  surface  pre- 
sents eleven  points  for  examination :  1.  a  rough  surface,  quadrilateral  in  form, 
which  serves  partly  for  the  attachment  of  the  Levator  palati  and  Tensor  tympani 
muscles :  2.  the  large  circular  aperture  of  the  carotid  canal,  which  ascends  at 
first  vertically,  and  then  making  a  bend,  runs  horizontally  forwards  and  inwards ; 
it  transmits  the  internal  carotid  artery  and  the  carotid  plexus :  3.  the  aqua>- 
ductus  cochlea;,  a  small  triangular  opening,  lying  on  the  inner  side  of  the  latter, 
close  to  the  posterior  border  of  the  petrous  portion ;  it  transmits  a  vein  from  the 
cochlea,  which  joins  the  internal  jugular:  4.  behind  these  openings  a  deep 
depression,  the  jugular  fossa,  which  varies  in  depth  and  siae  in  different  skulls ; 
it  lodges  the  internal  jugular  vein,  and,  with  a  similar  depression  on  the  margin 
of  the  occipital  bone,  forms  the  foramen  lacerum  posterius:  5.  a  small  foramen 
for  the  passage  of  Jacobson's  nerve  (the  tympanic  branch  of  theglosso-pharyn- 
geal);  this  foramen  is  seen  in  front  of  the  bony  ridge  dividing  the  carotid  canal 
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from  the  jugular  fossa:  6.  a  small  foramen  on  the  inner  wall  of  the  jugular 
fossa,  for  the  entrance  of  the  auricular  branch  of  the  pneumogastric  (Arnold's) 
nerve:  7.  behind  the  jugular  fossa,  a  smooth  square-shaped  facet,  the  jugular 
surface ;  it  is.  covered  with  cartilage  in  the  recent  state,  and  articulates  with 
the  jugular  process  of  the  occipital  bone :  8.  the  vaginal  process,  a  very  broad 
sheath -like  plate  of  bone,  which  extends  from  the  carotid  canal  to  the  mastoid 
process ;  it  divides  behind  into  two  laminae,  receiving '  between  them  the  9th 

{>oint  for  examination,  the  styloid  process;  a  long  sharp  spine,  about  an  inch  in 
ength,  continuous  with  the  vaginal  process,  between  the  laminae  of  which  it  is 
received;  it  is  directed  downwards,  forwards,  and  inwards,  varies  in  size  and 
shape,  and  sometimes  consists  of  several  pieces  united  by  cartilage ;  it  affords 
attachment  to  three  muscles,  the  Stylo-pharyngeus,  Styfo-glossus,  and  Stylo- 
hyoideus;  and  two  ligaments,  the  stylo-hyoid  and  stylo- maxillary :  10.  the 
stylo-mastoid  foramen,  a  rather  large  orifice,  placed  between  the  styloid  and 
mastoid  processes ;  it  is  the  termination  of  the  aquaeductug  Fallopii,  and  transmits 
the  facial  nerve  and  stylo-mastoid  artery :  11.  the  aiiicular  fissure,  situated 
between  the  vaginal  and  mastoid  processes,  for  the  exit  of  the  auricular  branch 
of  the  pneumogastric  nerve. 

Bodies  of  the  Petrous  Portion.  The  superior,  the  longest,  is  grooved  for  the 
superior  petrosal  sinus,  and  has  attached,  to  it  the  tentorium  cerebelli ;  at  its 
inner  extremity  is  a  semilunar  notch,  upon  which  the  fifth  nerve  lies.  The 
posterior  border  is  intermediate  in  length  between  the  superior  and  the  anterior. 
Its  inner  half  is  marked  by  a  groove,  which,  when  completed  by  its  articula- 
tion with  the  occipital,  forms  the  channel  for  the  inferior  petrosal  sinus.  Its 
outer  half  presents  a  deep  excavation — the  jugular  fossa — which,  with  a  similar 
notch  on  the  occipital,  forms  the  foramen  lacerum  posterius.  A  projecting 
eminence  of  bone  occasionally  stands  out  from  the  centre  of  the  notch,  and 
divides  the  foramen  into  two  parts.  The  anterior  border  is  divided  into  two 
parts — an  outer  joined  to  the  squamous  portion  by  a  suture,  the  remains  of 
which  are  distinct ;  an  inner,  free,  articulating  with  the  spinous  process  of  the 

sphenoid.     At  the  angle  of  junction 


Fig.  126. — Development  of  the  Temporal  Bone. 
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of  the  petrous  and  squamous  portions 
arc  seen  two  canals,  separated  from  one 
another  by  a  thin  plate  of  bone,  the 

i>rocessu8  cochleariformis :  they  both 
ead  into  the  tympanum,  the  upper 
one  transmitting  the  Tensor  tympani 
muscle,  the  lower  one  the  Eustachian 
tube. 

Structure.  The  squamous  portion 
is  like  that  of  the  other  cranial  bones, 
the  mastoid  portion  cellular,  and  the 
petrous  portion  dense  and  hard. 

Development  (Fig.  126).  The 
temporal  bone  is  developed  by  four 
centres,  exclusive  of  those  for  the  in- 
ternal ear  and  the  ossicula,  viz.:  one 
for  the  squamous  portion  including  the 
zygoma,  one  for  tne  petrous  and  mas- 
toid parts,  one  for  the  styloid,  and  one 
for  the  auditory  process  (tympanic 
bone).  The  first  traces  of  the  develop- 
ment of  this  bone  appear  in  the  squa- 
mous portion,  about  the  time  when  osseous  matter  is  deposited  in  the  vertebrae; 
the  auditory  process  succeeds  next ;  it  consists  of  a  curved  piece  of  bone,  form- 
ing about  three-fourths  of  a  circle,  the  deficiency  being  above ;  it  is  grooved 
along  its  concave  surface  for  the  attachment  of  the  membrana  tympani,  and 
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becomes  united  by  its  extremities  to  the  squamous  portion  during  the  last 
months  of  intra- uterine  life.  The  petrous  and  mastoid  portions  then  become 
ossified,  and  lastly  the  styloid  process,  which  remains  separate  a  considerable 
period,  and  is  occasionally  never  united  to  the  rest  of  the  bone.  At  birth,  the 
temporal  bone,  excluding  the  styloid  process,  is  formed  of  three  pieces — the 
squamous  and  zygomatic,  the  petrous  and  mastoid,  and  the  auditory.  The 
auditory  process  joins  with  the  squamous  about  the  time  of  birth.  The  petrous 
and  mastoid  join  with  the  squamous  during  the  first  year,  and  the  styloid  pro- 
'  cess  becomes  united  between  the  second  and  third  years.  The  subsequent 
changes  in  this  bone  are,  that  the  auditory  process  extends  outwards,  so  as  to 
form  the  meatus  aditorius ;  the  glenoid  fossa  becomes  deeper ;  and  the  mastoid 
part,  which  at  an  early  period  of  life  is  quite  flat,  enlarges  from  the  develop- 
ment of  the  cellular  cavities  in  its  interior. 

Articulations.  With  five  bones— occipital,  parietal,  sphenoid,  inferior  maxil- 
lary, and  malar. 

Attachments  of  Muscles.  To  the  squamous  portion,  the  Temporal ;  to  the 
zygoma,  the  Masseter ;  to  the  mastoid  portion,  the  Occipito-frontalis,  Sterno- 
mastoid,  Splenius  capitis,  Trachelo- mastoid,  Digastricus,  and  Betrahens  aurem ; 
to  the  styloid  process,  the  Stylo- pharyngeua,  Stylo-hyoideus,  and  Stylo-glossus ; 
and  to  the  petrous  portion,  tne  Levator  palati,  Tensor  tympani,  and  Stapedius. 

The  Sphenoid  Bone. 

The  Sphenoid  Bone  (ofi*i  a  wedge)  is  situated  at  the  anterior  part  of  the  base 
of  the  skull,  articulating  with  all  the  other  cranial  bones,  which  it  binds  firmly 
and  solidly  together.  In  its  form  it  somewhat  resembles  a  bat,  with  its  wings 
extended ;  and  is  divided  into  a  central  portion  or  body,  two  greater  and  two 
lesserwings  extending  outwards  on  each  side  of  the  "Boay ;  ana  two  processes, 
theliteTfgoid  processes,  which  project  from  it  below. 

The  Body  is  of  large  size,  cuboid  in  form,  and  hollowed  out  in  its  interior  so 
as  to  form  a  mere  shell  of  bone.  It  presents  for  examination  four  surfaces — a 
superior,  an  inferior,  an  anterior,  and  a  posterior. 

Fig.  127. — Sphenoid  Bone.    Superior  Surface. 


The   su^eriorsurface  (Fig.  127).     In  front  is  seen  a  prominent  spine,  the 
ethmoidal  spineTTor  articulation  with  the  ethmoid ;  behind  this~a  smooth  sur- 
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of  the  External  rectus.  One  or  two  small  foramina  may  occasionally  be  seeD 
for  the  passage  of  branches  of  the  deep  temporal  arteries;  they  are  called  the 
external  orbital  foramina.  Circumference  of  the  great  wing  (Fig.  127):  com- 
mencing from  behind,  from  the  body  of  the  sphenoid  to  the  spine,  the  outer 
half  of  this  margin  is  serrated,  for  articulation  with  the  petrous  portion  of  the 
temporal  bone;  whilst  the  inner  half  forms  the  anterior  boundary  of  the  foramen 
lacerum  medium,  and  presents  the  posterior  aperture  of  the  Vidian  canal.  In 
front  of  the  spine  the  circumference  of  the  great  wing  presents  a  serrated  edge, 
bevelled  at  tfie  expense  of  the  inner  table  below,  and  of  the  external  above, 
which  articulates  with  the  squamous  portion  of  the  temporal  bone.  At  the  tip 
of  the  great  wing  a  triangular  portion  is  seen,  bevelled  at  the  expense  of  the 
internal  surface,  for  articulation  with  the  anterior  inferior  angle  of  the  parietal 
bone.  Internal  to  this  is  a  broad  serrated  surface,  for  articulation  with  the 
frontal  bone:  this  surface  is  continuous  internally  with  the  sharp  inner  edge  of 
the  orbital  plate,  which  assists  in  the  formation  of  the  sphenoidal  fissure. 

The  Lesser  Wings  (processes  of  Ingrassias)  (Fig.  127)  are  two  thin  triangular 
plates  of  bone,  which  arise  from  the  upper  and  lateral  parts  of  the  body  of  the 
sphenoid;  and,  projecting  transversely  outwards,  terminate  in  a  sharp  point. 
The  superior  surface  of  each  is  smooth,  flat,  broader  internally  than  externally, 
and  supports  the  anterior  lobe  of  the  brain.  The  inferior  surface  forms  the 
back  part  of  the  roof  of  the  orbit,  and  the  upper  boundary  of  the  sphenoidal 
fissure  or  foramen  lacerum  anterius.  This  fissure  is  of  a  triangular  form,  and 
leads  from  the'cavTfy  of  the  cranium  into  the  orbit ;  it  is  bounded  internally  by 
the  body  of  the  sphenoid — above,  by  the  lesser  wing;  below,  by  the  internal 
margin  of  the  orbital  surface  of  the  great  wing — and  is  converted  into  a  foramen 
by  the  articulation  of  this  bone  with  the  frontal.  It  transmits  the  third,  the 
fouEth,  the  ophthalmic  division  of  the  fifth  and  sixth  nerves,  and  the  ophthalmic 
vein.  The  anterior  border  of  the  lesser  wing  is^scrrated  for  articulation  with 
the  frontal  bone ;  the  posterior,  smooth  and  rounded,  is  received  into  the  fissure 
of  Sylvius  of  the  brain.  The  inner  extremity  of  this  border  forms  the  anterior 
clinoid  process.  The  lesser  wing  is  connected  to  the  side  of  the  body  by  two 
roots,  the  upper  thin  and  flat,  the  lower  thicker,  obliquely  directed,  and.  pre- 
senting on  its  outer  side,  near  its  junction  with  the  body,  a  smalljjibcrcle,  for 
the  attachment  of  the  common  tendon  of  three  of  the  muscles  of  the  eye. 

Between  the  two  roots  is  the 
Fig.  129.— Sphenoid  Bone.     Posterior  Surface.  optic  Joramcn,  for  the  trans- 

\  mission  of  the   optic    nerve 

and  ophthalmic  artery. 

The     Pterygoid     processes 
(nripvi,  a  wing  ;  (Bo(,  likeness) 
*       (Fig.  129),  one  on  each  side, 
descend  perpendicularly  from 
the  point  where  the  body  and 
great  wing  unite.    Each  pro- 
cess consists  of  an  external 
and  an  internal  plate,  sepa- 
rated   behind   bv   an    inter- 
vening notch, — the  pterygoid 
fossa;    but  joined   partially 
in      front.      The      External 
pterygoid  plate  is  broad  and 
thin,  turned  a  little  outwards, 
and  forms  part  of  the  inner  wall  of  the  zygomatic  fossa.     It  gives  attachment, 
by  its  outer  surface,  to  the  External  pterygoid;  its  inner  surface  forms  part  of 
the  pterygoid  fossa,  and  gives  attachment  to  the  Internal  pterygoid.     The  in- 
ternal  pterygoid  phte  is  much  narrower  and  longer,  curving  outwards,  at  its 
extremity,  into  a  hook-like  process  of  bone,  tbe  hamular  process,  around  which 
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It  presents  three  points  for  examination :  1.  about  its  centre,  a  large  orifice,  the 
meatus  audi  tonus  interims,  whose  size  varies  considerably;  its  margins  are 
smooth  and  rounded ;  and  it  leads  into  a  short  canal,  about  four  lines  in  length, 
which  runs  directly  outwards,  and  is  closed  by  a  vertical  plate,  divided  by  a 

Fig.  125. — Petrous  Portion.     Inferior  Surface. 
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horizontal  crest  into  two  unequal  portions ;  the  canal  transmits  the  facial  and 
auditory  nerves,  and  auditory  artery,  a  branch  of  the  basilar:  2.  behind  the 
meatus  auditorius,  a  small  slit,  almost  hidden  by  a  thin  plate  of  bone,  leading 
to  a  canal,  the  aquteductus  vestibuli,  which  transmits  a  small  artery  and  vein, 
and  lodges  a  process  of  the  dura  mater  :  S.  in  the  interval  between  these  two 
openings,  but  above  them,  an  angular  depression  which  lodges  a  process  of  the 
dura  mater,  and  transmits  a  small  vein  into  the  cancellous  tissue  of  the  bone. 

The  inferior  or  basilar  surface  (Fig.  125)  is  rough  and  irregular,  and  forms  part 
of  the  base  of  the  skull.  Passing  from  the  apex  to  the  base  this  surface  pre- 
sents eleven  points  for  examination :  1.  a  rough  surface,  quadrilateral  in  form, 
which  serves  partly  for  the  attachment  of  the  Levator  palati  and  Tensor  tympani 
muscles :  2.  the  large  circular  aperture  of  the  carotid  canal,  which  ascends  at 
first  vertically,  and  then  making  a  bend,  runs  horizontally  forwards  and  inwards; 
it  transmits  the  internal  carotid  artery  and  the  carotid  plexus :  3.  the  aqujp- 
ductus  cochlea),  a  small  triangular  opening,  lying  on  the  inner  side  of  the  latter, 
close  to  the  posterior  border  of  the  petrous  portion ;  it  transmits  a  vein  from  the 
cochlea,  which  joins  the  internal  jugular:  4.  behind  these  openings  a  deep 
depression,  the  jugular  fossa,  which  varies  in  depth  and  size  in  different  skulls ; 
it  lodges  the  internal  jugular  vein,  and,  with  a  similar  depression  on  the  margin 
of  the  occipital  bone,  forms  the  foramen  lacerum  posterius :  5.  a  small  foramen 
for  the  passage  of  Jacobson's  nerve  (the  tympanic  branch  of  the  glosso-pharyn- 
geal);  this  foramen  is  seen  in  front  of  the  bony  ridge  dividing  the  carotid  canul 
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from  the  jugular  fossa:  6.  a  small  foramen  on  the  inner  wall  of  the  jugular 
fossa,  for  the  entrance  of  the  auricular  branch  of  the  pneumogastric  (Arnold's) 
nerve:  7.  behind  the  jugular  fossa,  a  smooth  square-shaped  facet,  the  jugular 
surface ;  it  is  covered  with  cartilage  in  the  recent  state,  and  articulates  with 
the  jugular  process  of  the  occipital  bone:  8.  the  vaginal  process,  a  very  broad 
sheath-like  plate  of  bone,  which  extends  from  the  carotid  canal  to  the  mastoid 
process;  it  divides  behind  into  two  laminae,  receiving  between  them  the  9th 

f)oint  for  examination,  the  styloid  process ;  a  long  sharp  spine,  about  an  inch  in 
ength,  continuous  with  the  vaginal  process,  between  th$  laminae  of  which  it  is 
received;  it  is  directed  downwards,  forwards,  and  inwards,  varies  in  size  and 
shape,  and  sometimes  consists  of  several  pieces  united  by  cartilage ;  it  affords 
attachment  to  three  muscles,  the  Stylo-pnaryngeus,  Stjrlo-glossus,  and  Stylo- 
hyoideus;  and  two  ligaments,  the  stylo-hyoid  and  stylo-maxillary:  10.  the 
stylo-mastoid  foramen,  a  rather  large  orifice,  placed  between  the  styloid  and 
mastoid  processes ;  it  is  the  termination  of  the  aquaeductus  Fallopii,  and  transmits 
the  facial  nerve  and  stylo-mastoid  artery:  11.  the  a*4icular  fissure,  situated 
between  the  vaginal  and  mastoid  processes,  for  the  exit  of  the  auricular  branch 
of  the  pneumogastric  nerve. 

Bodies  of  the  Petrous  Portion.  The  superior,  the  longest,  is  grooved  for  the 
superior  petrosal  sinus,  and  has  attached  to  it  the  tentorium  cerebelli ;  at  its 
inner  extremity  is  a  semilunar  notch,  upon  which  the  fifth  nerve  lies.  The 
posterior  border  is  intermediate  in  length  between  the  superior  and  the  anterior. 
Its  inner  half  is  marked  by  a  groove,  which,  when  completed  by  its  articula- 
tion with  the  occipital,  forms  the  channel  for  the  inferior  petrosal  sinus.  Its 
outer  half  presents  a  deep  excavation — the  jugular  fossa — which,  with  a  similar 
notch  on  the  occipital,  forms  the  foramen  lacerum  posterius.  A  projecting 
eminence  of  bone  occasionally  stands  out  from  the  centre  of  the  notch,  and 
divides  the  foramen  into  two  parts.  The  anterior  border  is  divided  into  two 
parts — an  outer  joined  to  the  squamous  portion  by  a  suture,  the  remains  of 
which  are  distinct ;  an  inner,  free,  articulating  with  the  spinous  process  of  the 

sphenoid.     At  the  angle  of  junction 


Fig.  126. — Development  of  the  Temporal  Bone. 

By  Four  Centres. 
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of  the  petrous  and  squamous  portions 
are  seen  two  canals,  separated  from  one 
another  by  a  thin  plate  of  bone,  the 

i>rocessus  cochleariformis:  they  both 
ead  into  the  tympanum,  the  upper 
one  transmitting  the  Tensor  tympani 
muscle,  the  lower  one  the  Eustachian 
tube. 

Structure.  The  squamous  portion 
is  like  that  of  the  other  cranial  bones, 
the  mastoid  portion  cellular,  and  the 
petrous  portion  dense  and  hard. 

Development  (Fig.  126).  The 
temporal  bone  is  developed  by  four 
centres,  exclusive  of  those  for  the  in- 
ternal ear  and  the  ossicula,  viz.:  one 
for  the  squamous  portion  including  the 
zygoma,  one  for  tne  petrous  and  mas- 
toid parts,  one  for  the  styloid,  and  one 
for  the  auditory  process  (tympanic 
bone).  The  first  traces  of  the  develop- 
ment of  this  bone  appear  in  the  squa- 
mous portion,  about  the  time  when  osseous  matter  is  deposited  in  the  vertebrae; 
the  auditory  process  succeeds  next ;  it  consists  of  a  curved  piece  of  bone,  form- 
ing about  three-fourths  of  a  circle,  the  deficiency  being  above ;  it  is  grooved 
along  its  concave  surface  for  the  attachment  of  the  membrana  tympani,  and 
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becomes  united  by  its  extremities  to  the  squamous  portion  during  the  last 
months  of  intrauterine  life.  The  petrous  and  mastoid  portions  then  become 
ossified,  and  lastly  the  styloid  process,  which  remains  separate  a  considerable 
period,  and  is  occasionally  never  united  to  the  rest  of  the  bone.  At  birth,  the 
temporal  bone,  excluding  the  styloid  process,  is  formed  of  three  pieces — the 
squamous  and  zygomatic,  the  petrous  and  mastoid,  and  the  auditory.  The 
auditory  process  joins  with  the  squamous  about  the  time  of  birth.  The  petrous 
and  mastoid  join  with  the  squamous  during  the  first  year,  and  the  styloid  pro- 
1  cess  becomes  united  between  the  second  and  third  years.  The  subsequent 
changes  in  this  bone  are,  that  the  auditory  process  extends  outwards,  so  as  to 
form  the  meatus  aditorius ;  the  glenoid  fossa  becomes  deeper ;  and  the  mastoid 
part,  which  at  an  early  period  of  life  is  quite  flat,  enlarges  from  the  develop- 
ment of  the  cellular  cavities  in  its  interior. 

Articulations.  With  five  bones — occipital,  parietal,  sphenoid,  inferior  maxil- 
lary, and  malar. 

Attachments  of  Muscles.  To  the  squamous  portion,  the  Temporal ;  to  the 
zygoma,  the  Masseter;  to  the  mastoid  portion,  the  Occipito-frontalis,  Sterno- 
mastoid,  Splenius  capitis,  Trachelo- mastoid,  Digastricus,  and  Retrahens  aurem ; 
to  the  styloid  process,  the  Stylo-pharyngeus,  Stylo-hyoideus,  and  Stylo-glossus ; 
and  to  the  petrous  portion,  the  Levator  palati,  Tensor  tympani,  and  Stapedius. 

The  Sphenoid  Bone. 

The  Sphenoid  Bone  (atf*,  a  wedge)  is  situated  at  the  anterior  part  of  the  base 
of  the  skull,  articulating  with  all  the  other  cranial  bones,  which  it  binds  firmly 
and  solidly  together.  In  its  form  it  somewbat  resembles  a  bat,  with  its  wings 
extended ;  and  is  divided  into  a  central  portion  or  body,  two  greater  and  two 
lesser  wings  extending  outwards  on  each  side  of  the  b"oay ;  and  two  processes, 
the~pfeTpgoid  processes,  which  project  from  it  below. 

The  Body  is  of  large  size,  cuboid  in  form,  and  hollowed  out  in  its  interior  so 
as  to  form  a  mere  shell  of  bone.  It  presents  for  examination  four  surfaces — a 
superior,  an  inferior,  an  anterior,  and  a  posterior. 

Fig.  127.— Sphenoid  Bone.     Superior  Surface. 


The   su^erjorsurface  (Fig.  127).     In  front  is  seen  a  prominent  spine,  the 
ethmoidal  "spine,  tor  articulation  with  the  ethmoid ;  behind  this  a  smooth  sur- 
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face  presenting,  in  the  median  line,  a  slight  longitudinal  eminence,  with  a  depres- 
sion on  each  side,  for  lodging  the  olfactory  nerves.  A  narrow  transverse  groove, 
the  optic  groove,  bounds  the  above-mentioned  surface  behind ;  it  lodges  the  optic 
commissure,  and  terminates  on  either  side  in  the  optic  foramen,  for  the  passage 
of  the  optic  nerve  and  ophthalmic  artery.  Behind  the  opfic  groove  is  a  small 
eminence,  olive-like  in  shape,  the  olivary  process ;  and  still  more  posteriorly, 
a  deep  depression,  the  pituitary  fossa,  or  "sella  Turcica,"  which  lodges  the 
pituitary  body.  This  fossa  is  perforated  by  numerous  foramina,  for  the  trans- 
mission of  nutrient  vessels  to  the  substance  of  the  bone.  It  is  bounded  in  front 
by  two  small  eminences,  one  on  either  side,  called  the  middle  clinoid  processes 
(nJui-3,  a  bed),  and  behind  by  a  square-shaped  plate  of  bone,  terminating  at  each 
superior  angle  in  a  tubercle,  the  poster  i  ord  i  n  old  processes,  the  size  and  form 
of  which  vary  considerably  in  difterenTind i v lduaTs.  These  processes  deepen 
the  pituitary  fossa;  and  serve  for  the  attachment  of  prolongations  from  the 
tentorium  cerebelli.  The  sides  of  the  plate  of  bone  supporting  the  posterior 
clinoid  processes  are  notched  fortne" passage  of  the  sixth  pair  of  nerves;  and 
behind,  this  plate  of  bone  presents  a  sh allow  depression,  which  slopes  obliquely 
backwards,  and  is  continuous  with  the  basilar  groove  of  the  occipital  bone;  it 
supports  the  upper  part  of  the  pons  Varolii.  On  either  side  of  the  body  is  a 
broad  groove,  curved  something  like  the  italic  letter/;  it  lodges  the  internal 
carotia  and"  the  cavernons  sinus,  and  is  called  the  cav ernous  groove.  The  posterior 
surface,  quadrilateral  in  form,  articulates  with  the  basilar  process  of  the  occipital 
bone.  During  childhood  these  bones  are  separated  by  a  layer  of  cartilage:  but 
in  after-life  (between  the  eighteenth  and  twenty -fifth  years)  this  becomes  ossified, 
ossification  commencing  above,  and  extending  downwards;  and  the  two  bones 
then  form  one  piece.     The  anterior  surface  (Fig.  128)  presents,  in  the  middle  line, 

Fig.  128.— Sphenoid  Bone.    Anterior  Surface.1 


a  vertisaMamella  of  bone  which  articulates  in  front  with  the  perpendicular  plate 
of  the  etlimoTaYloTrning  part  of  the  septum  of  the  nose.  On  either  side  of  it  arc 
the  irregular  openings  leading  into  the  sphenoid  cells  or  sinuses.  These  arc 
two  large  irregular  cavities,  hollowed  out  of  the  interior  of  the  body  of  the 
sphenoid  bone,  and  separated  from  one  another  by  a  more  or  less  complete 
perpendicular  bony  septum.     Their  form  and  size  vary  considerably;  they  are 

1  In  this  fignrc,  hoth  the  anterior  nnd  inferior  snrfnees  of  Ihe  hoily  of  the  sphenoid  bone  are. 
ibown,  the  bone  being  held  with  the  pterygoid  processes  almost  homontnl. 
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seldom  symmetrical,  and  are  often  partially  subdivided  by  irregular  osseous 
laminae.  Occasionally,  they  extend  into  the  basilar  process  of  the  occipital 
nearly  as  far  as  the  fpramen  magnum.  The  septum  is  seldom  quite  vertical, 
being  commonly  bent  to  one  or  the  other  side.  These  sinuses  do  not  exist  in 
children,  but  they  increase  in  size  as  age  advances.  They  are  partially  closed, 
iri^flfont  and  below,  by  two  thin  curved  plates  of  bone,  the  sphenoidal  turbinated 
bones,  leaving  a  round  opening  at  their  upper  parts,  by  which  they  communicate 
with  the  upper  and  back  part  of  the  nose,  and  occasionally  with  the  posterior 
ethmoidal  cells  or  sinuses.  The  lateral  margins  of  this  surface  present  a  serrated 
edge,  which  articulates  with  the  os  jplanum  of  the  ethmoid,  completing  the  pos- 
terior ethmoidal  cells;  the  lower  margin,  also  rough  and  serrated,  articulates 
with  the  orbital  process  of  the" palate  bone;  and  the  upper  margin  with  the 
orbital  plate  of  the  frontal  bone.  The  inferior  surface  presents,  in  the  middle 
line,  a  triangular  spine,  the  rostrum,  which  is  continuous  with  the  vertical  plate 
on  the  anterior  surface,  and  is  received  into  a  deep  fissure  between  the  alas  of 
the  vomer.  On  each  side  may  be  seen  a  projecting  lamina  of  bone,  which  runs 
horizontally  inwards  from  near  the  base  of  the  pterygoid  process :  these  plates, 
termed  the  vaginal  processes,  articulate  with  the  edges  of  the  vomer.  Close  to 
the  root  of  the  pterygoid  process  is  a  groove,  formed  into  a  complete  canal 
when  articulated  with  the  sphenoidal  process  of  the  palate  bone;  it  is  called 
the  pterygopalatine  canal,  and  transmits  the  pterygopalatine  vessels  and 
pharyngeal  nerve!      * 

The  Greater  Wings  are  two  strong  processes  of  bone,  which  arise  from  the 
sides  of  the  body,  and  are  curved  in  a  direction  upwards,  outwards,  and  back- 
wards; being  prolonged  behind  into  a  sharp-pointed  extremity,  the  spinous 
process  of  the  sphenoid.  Each  wing  presents  three  surfaces  and  a  circumference. 
TBeTugmor  or  cerebral  surface  (Fig.  127)  forms  part  of  the  middle  fossa  of  the 
skull;  it  is^ deeply  concave,  and  presents  eminences  and  depressions  for  the 
convolutions  of  the  brain.  At  its  anterior  and  internal  part  is  seen  a  circular 
aperture,  the  foramen  rotundum,  for  the  transmission  of  the  second  division  of 
the  fifth  nerve.  Betrhitt'and  external  to  this  is  a  large  oval  foramen,  the  foramen 
ovale,  for  the  transmission  of  the  third  division  of  the  fifth  nerve,  the  small 
memngealjartery,  and  the  small  petrosal  nerve.  At  the  inner  side  of  the 
foramen  ovale,  a  small  aperture  may  occasionally  be  seen  opposite  the  root  of 
the  pterygoid  process;  it  is  the  foramen  Vesalii,  transmitting  a  small  vein. 
Lastly,  in  the  apex  of  the  spine  of  the  sphenoid  is  a  short  canal,  sometimes 
double,  the  foramen  spinosum ;  it  transmits  the  middle  meningeal  artery.  The 
external  surface  (Fig.  128)  is  convex,  and  divided  by  a  transverse  ridge,  the 
pterygoicTridge,  into  two  portions.  The  superior  or  larger,  convex  from  above 
downwards,  concave  from  before  backward^enters  into  the  formation  of  the 
temporal  fossa,  and  gives  attachment  to  part  of  the  Temporal  muscle.  The 
inferior^portion,  smaller  in  size  and  concave,  enters  into  the  formation  of  the 
zygomatic  fossa,  and  affords  attachment  to  the  External  pterygoid  muscle.  It 
presents,  at  its  posterior  part,  a  sharp-pointed  eminence' of  bone,  the  spinous 
process,  to  which  are  connected  the  internal  lateral  ligament  of  the  lower  jaw, 
an<f  the  Laxator_  tympani  muscle.  The  pterygoid  ridge",' dividing  the  temporal 
and  zygomatic^  portions,  gives  attachment  to  part  of  the  External  pterygoid 
muscle.  At  its  inner  and  anterior  extremity  is  a  triangular  spine  of  bone, 
which  serves  to  increase  the  extent  of  origin  of  this  muscle.  The  anterior  or 
orbital  surface,  smooth,  and  quadrilateral  in  form,  assists  in  forming  tfie  outer 
wall  of  the  orbit.  It  is  bounded  above  by  a  serrated  edge,  for  articulation  with 
the  frontal  bone;  below,  by  a  rounded  border,  which  enters  into  the  formation 
of  the  spheno- maxillary  fissure;  internally,  it  enters  into  the  formation  of  the 
sphenoidal  fissure;;  While  externally  it  presents  a  serrated  margin,  for  articulation 
with  the  malar  bone.  At  the  upper  part  of  the  inner  border  is  a  notch  for  the 
transmission  of  a  branch  of  the  ophthalmic  artery;  and  at  its  lower  part  a  small 
pointed  spine  of  bone,  which  serves  for  the  attachment  of  part  of  the  lower  head 
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of  the  External  rectus.  One  or  two  email  foramina  may  occasionally  be  seen 
for  the  passage  of  branches  of  the  deep  temporal  arteries;  they  are  called  the 
external  orbital  foramina.  Circumference  of  the  great  winy  (tig.  127):  com- 
mencing from  behind,  from  the  body  of  the  sphenoid  to  the  spine,  the  outer 
half  of  this  margin  is  serrated,  for  articulation  with  the  petrous  portion  of  the 
temporal  bone ;  whilst  the  inner  half  forms  the  anterior  boundary  of  the  foramen 
lacerum  medium,  and  presents  the  posterior  aperture  of  the  Vidian  canal.  In 
front  of  the  spine  the  circumference  of  the  great  wing  presents  a  serrated  edge, 
bevelled  at  the  expense  of  the  inner  table  below,  and  of  the  external  above, 
which  articulates  with  the  squamous  portion  of  the  temporal  bone.  At  the  tip 
of  the  great  wing  a  triangular  portion  is  seen,  bevelled  at  the  expense  of  the 
internal  surface,  for  articulation  with  the  anterior  inferior  angle  of  the  parietal 
bone.  Internal  to  this  is  a  broad  serrated  surface,  for  articulation  with  the 
frontal  bone :  this  surface  is  continuous  internally  with  the  sharp  inner  edge  of 
the  orbital  plate,  which  assists  in  the  formation  of  the  sphenoidal  fissure. 

The  Lesser  Wings  (processes  of  Ingrassias)  (Fig.  127)  are  two  thin  triangular 
plates  of  bone,  which  arise  from  the  upper  and  lateral  parts  of  the  body  of  the 
sphenoid;  and,  projecting  transversely  outwards,  terminate  in  a  sharp  point. 
The  superior  surface  of  each  is  smooth,  flat,  broader  internally  than  externally, 
and  supports  the  anterior  lobe  of  the  brain.  The  inferior  surface  forms  the 
back  part  of  the  roof  of  the  orbit,  and  the  upper  boundary  of  the  sphenoidal 
fissure  or  foramen  lacerum  anterius.  This  fissure  is  of  a  triangular  form,  and 
leads  from  the' cavity  bTfhe  cranium  into  the  orbit;  it  is  bounded  internally  by 
the  body  of  the  sphenoid — above,  by  the  lesser  wing ;  below,  by  the  internal 
margin  of  the  orbital  surface  of  the  great  wing — and  is  converted  into  a  foramen 
by  the  articulation  of  this  bone  with  the  frontal.  It  transmits  the  third,  the 
fouttb,  the  ophthalmic  division  of  the  fifth  and  sixth  nerves,  and  the  ophthalmic 
vein.  The  anterior  border  of  the  lesser  wing  is  serrated  for  articulation  with 
the  frontal  bone ;  the  posterior,  smooth  and  rounded,  is  received  into  the  fissure 
of  Sylvius  of  the  brain.  The  inner  extremity  of  this  border  forms  the  anterior 
clinoid  process.  The  lesser  wing  is  connected  to  the  side  of  the  body  by  two 
roots,  the  upper  thin  and  fiat,  the  lower  thicker,  obliquely  directed,  and  pre- 
senting on  its  outer  side,  near  its  junction  with  the  body,  a  small_In_bercle,  for 
the  attachment  of  the  common  tendon  of  three  of  the  muscles  of  the  eye. 

Between  the  two  roots  is  the 
Fig.  129.— Sphenoid  Bone.    Posterior  Surface.  optic  Jbramen,  for  the  trans- 

N.  mission  of  the   optic    nerve 

and  ophthalmic  artery. 

The    Pterygoid    processes 
(iripvS,  a  wing  ;  Jit,,,  likeness) 
J       (Fig-  129),  one  on  each  Bide, 
'  descend  perpendicularly  from 

the  point  where  the  body  and 
great  wing  unite.    Each  pro- 
cess consists  of  an  external 
and  an  internal  plate,  sepa- 
rated   behind   by   an    inter- 
vening notch, — the  pterygoid 
-1        fossa ;    but   joined   pSftially 
in      front.       The       External 
pterygoid  plate  is  broad  and 
thin,  turned  a  little  outwards, 
and  forms  part  of  the  inner  wall  of  the  zygomatic  fossa.     It  gives  attachment, 
by  its  outer  surface,  to  the  External  pterygoid;  its  inner  surface  forms  part  of 
the  pterygoid  fossa,  and  gives  attachment  to  the  Internal  pterygoid.     The  tn- 
ternal  pterygoid  plate  is  much  narrower  and  longer,  curving  outwards,  at  its 
extremity,  into  a  hook-like  process  of  bone,  the  hamular  process,  around  which. 
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turns  the  tendon  of  the  Tensor  palati  muscle.  At  the  base  of  this  plate  is  a 
small,  oval,  shallow  depress  ion  ,"t&e  scaphoid  fossa  from  which  arises  the  Tensor 
palati,  and  above  which  is  seen  the  posterior  orifice  of  the  Vidian  canal.  The 
outer  surface  of  this  plate  forms  part  of  the  pterygoid  fossa,  the  inner  surface 
forming  the  outer  boundary  of  the  posterior  aperture  of  the  nares.  The  Supe- 
rior constrictor  of  the  pharynx  is  attached  to  its  posterior  edge.  The  two 
pterygoid  plates  are  separated  below  by  an  angular  interval,  in  which  the 
pterygoid  process,  or  tuberosity,  of  the  palate  bone  is  received.  The  anterior 
surface  of  the  pterygoid  -process  is  very  broad  at  its  base,  and  forms  the  poste- 
rior wall  of  the  spheno- maxillary  fossa.  It  supports  Meckel's  ganglion.  It 
presents,  above,  the  anterior  orifice  of  the  Vidian  canal ;  and  below  a  rough 
margin,  which  articulates  with  the  perpendicular  plate  of  the  palate  bone. 

The  Sphenoi'lal  Spongy  or  Turbinated  Bones  are  two  thin  curved  plates  of  bone, 
which  exist  as  separate  pieces  until  puberty,  and  occasionally  are  not  joined  to 
the  sphenoid  in  the  adult.  They  are  situated  at  the  anterior  and  inferior  part 
of  the  body  of  the  sphenoid,  an  aperture  of  variable  size  being  left  in  tneir 
anterior  wall,  through  which  the  sphenoidal  sinuses  open  into  the  nasal  fossa'. 
They  are  irregular  in  form,  and  taper  to  a  point  behind,  being  broader  and 
thinner  in  front.  The  inner  surface,  which  looks  towards  the  cavity  of  the  sinus, 
is  concave;  their  outer  surface  convex. 
Each  bone  articulates  in  front  with  the 


ethmoid,  externally  with  the  palate;  be- 
hind, its  point  is  placed  above  the  vomer, 


s  point  is  placed  above  the  vomer,       //"•■J  ?■ 
and  is  received  between  the  root  of  the 
pterygoid  process  on  the  outer  side,  and 
the  rostrum  of  the  sphenoid  on  the  inner. 

Development.     The  sphenoid  bone  is  de- 
veloped by  ten  centres,  six  for  the  poste- 
rior sphenoidal  division,  and  four  for  the  ,  -     -  ■  . 
anterior  sphenoid.     Tbe   six   centres    for                Jfi> «Jr"' »"** '*"tf*» JM*** 
the  postenor  sphenoid  are — one  for  each 

greater  wing  and  external  pterygoid  plate ;  jt/m*j  scandal  turliaaaJ  ie— 

one  for  each  internal  pterygoid  plate ;  two 

for  the  posterior  part  of  the  body.  The  four  for  the  anterior  sphenoid  are,  one 
for  each  lesser  wing  and  anterior  part  of  the  body,  and  one  for  each  sphenoidal 
turbinated  bone.  Ossification  takes  place  in  these  pieces  in  the  following  order : 
the  greater  wing  and  external  pterygoid  plate  are  first  formed,  ossific  granules 
being  deposited  close  to  the  foramen  rotundum  on  each  side,  at  about  the  second 
month  of  foetal  life;  from  thence  ossification  spreads  outwards  into  the  great 
wing,  and  downwards  into  the  external  pterygoid  plate.  Each  internal  ptery- 
goid plate  is  then  formed,  and  becomes  united  to  the  external  about  the  middle 
of  foetal 'life.  The  two  centres  for  the  posterior  part  of  the  body  appear  as 
separate  nuclei,  side  by  side,  beneath  the  sella  Turcica ;  they  join,  aoout  the 
middle  of  foetal  life,  into  a  single  piece,  which  remains  ununited  to  the  rest  of 
the  bone  until  after  birth.  Each  lesser  wing  is  formed  by  a  separate  centre, 
which  appears  on  the  outer  side  of  the  optic  foramen,  at  about  the  third  month  ; 
they  become  united  and  join  with  the  body  at  about  the  eighth  month  of  fcetal 
life.  At  about  the  end  of  the  third  year,  ossification  has  made  its  appearance 
in  the  sphenoidal  spongy  bones. 

At  birth  the  sphenoid  consists  of  three  pieces:  viz.  tbe  greater  wing  and  ptery- 
goid processes  on  each  side;  the  lesser  wings  and  body  united.  At  the  first 
year  after  birth,  the  greater  wings  and  body  are  united.  From  the  tenth  to  the 
twelfth  year  the  spongy  hones  are  partially  united  to  the  sphenoid,  their  junction 
being  complete  by  the  twentieth  year.     Lastly,  the  sphenoid  joins  the  occipital. 

Articulations.  The  sphenoid  articulates  with  all  the  bones  of  the  cranium,  and 
five  of  the  face;  the  two  malar,  two  palate,  and  vomer:  the  exact  extent  of  ar- 
ticulation with  each  bone  is  shown  in  the  accompanying  figures. 
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Attachment  of  Muscles.  The  Temporal,  External  pterygoid.  Internal  pterygoid, 
Superior  constrictor,  Tensor  palati,  Laxator  tympani,  Levator  palpebral,  Obliquua 
superior,  Superior  rectus,  Internal  rectus,  Inferior  rectus,  External  rectus. 

The  Ethmoid  Boxe. 

The  Ethmoid  (ij9f«it,a  sieve)  is  an  exceedingly  light  spongy  bone,  of  a  cubical 
form,  situated  at  the  anterior  part  of  the  base  of  the  cranium,  between  the  two 

orbits,  at  the  root  of  the  nose, 
Fig.  131. — Ethmoid  Bone.    Outer  Surface  or  Right  Lateral     and  contributing  to  form  each 
Mass  (enlarged).  0f  tuese  cavities.     It  consists 

of  three  parts :  a  horizontal 
plate  which  forms  part  of  the 
base  of  the  cranium;  a  per- 
pendicular plate,  which  forms 
part  of  the  septum  nasi;  and 
two  lateral  masses  of  cells. 

The  Horizontal  or  Cribri- 
form Plate  (Fig.  131)  forms 
part  of  the  anterior  fossa  of 
the  base  of  the  skull,  and  is 
received   into    the    ethmoid 
notch  of  the  frontal  bone  be- 
tween the  two  orbital  plates. 
Projecting  upwards  from  the 
middle  line  of  this  plate,  U  a 
thick,  smooth,  triangular  pro- 
cess of  bone,  the  crista  galli, 
so  called  from  its  resemblance 
to  a  cock's  comb.     Its  base  joins  the    cribriform  plate.     Its  posterior  border, 
long,  thin,  and  slightly  curved,  serves  for  the  attachment  of  the  falx  cerebri. 
Its  anterior   border,    short  and  thick,  articulates  with   the  frontal  bone,  and 

presents  two  small  pro- 
Fig.  132.— Perpendicular  Plate  of   Ethmoid  (enlarged).    Shown     jecting   alffi,  which    are 
by  removing  the  Right  Lateral  Mass.  received     into      corre- 

sponding depressions 
in  the  frontal,  comple- 
ting the  foramen  caecum 
behind.  Its  sides  are 
fjj  smooth,  and  sometimes 

bulging,  in  which  case 

it  is  found  to    inclose 

£.       a  small  sinus.    On  each 

■^      side  of  the  crista  galli, 

the  cribriform  plate  is 

narrow,      and     deeply 

<*  grooved,  to  support  the . 

bulb  of  the  olfactory 
nerve,  and  perforated 
by  foramina  for  the 
passage  of  its  filaments. 
''",  These  foramina  are  ar- 

ranged in  three  rows; 
the  innermost,  which  are  the  largest  and  least  numerous,  are  lost  in  grooves  on 
the  upper  part  of  the  septum ;  the  foramina  of  the  outer  row  are  continued  on  to 
the  surface  of  the  upper  spongy  bone.  The  foramina  of  the  middle  row  are  the 
smallest ;  they  perforate  the  bone,  and  transmit  nerves  to  the  foof  of  the  nose. 
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At  the  front  part  of  the  cribriform  plate,  on  each  side  of  the  crista  galli,  ib  a 
small  fissure  which  transmits  the  nasal  branch  of  the  ophthalmic  nerve;  and 
at  its  posterior  part  a  triangular  notch,  which  receives  the  ethmoidal  spine  of 
the  sphenoid. 

The  Perpendicular  Plate  (Fig.  132)  is  a  thin  flattened  lamella  of  bone,  which 
descends  from  the  under  surface  of  the  cribriform  plate,  and  assists  in  forming 
the  septum  of  the  nose.  It  is  much  thinner  in  the  middle  than  at  the  circum- 
ference, and  is  generally  deflected  a  little  to  one  side.  Its  anterior  border  articu- 
lates with  the  frontal  spine  and  crest  of  the  nasal  bones.  Its  posterior,  divided 
into  two  parts,  is  connected  by  its  upper  half  with  the  rostrum  of  the  sphenoid 
— by  its  lower  half  with  the  vomer.  The  inferior  border  serves  for  the  attach- 
ment of  the  triangular  cartilage  of  the  nose.  On  each  side  of  the  perpendicular 
plate  numerous  grooves  and  canals  are  seen,  leading  from  foramina  on  the  cribri- 
form plate;  they  lodge  filaments  of  the  olfactory  nerves. 

The  Lateral  Masses  of  the  ethmoid  consist  of  a  number  of  thin-walled  cellular 
cavities,  the  ethmoidal  cells,  interposed  between  two  vertical  plates  of  bone,  the 
outer  one  of  which  forms  part  of  the  orbit,  and  the  inner  one  part  of  the  nasal 
fossa  of  the  corresponding  side.  In  the  disarticulated  bone  many  of  these  cells 
appear  to  be  broken ;  but  when  the  bones  are  articulated,  they  are  closed  in  at 
every  part.  The  upper  surface  of  each  lateral  mass  presents  a  number  of  appa- 
rently half- broken  cellular  spaces;  these  are  closed  in  when  articulated  by  the 
edges  of  the  ethmoidal  notch  of  the  frontal  bone.  Crossing  this  surface  are  two 
grooves  on  each  side,  converted  into  canals  by  articulation  with  the  frontal ; 
they  are  the  anterior  and  posterior  ethmoidal  foramina,  and  open  on  the  inner 
wall  of  the  orbit.  The  posterior  surface  also  presents  large  irregular  cellular 
cavities,  which  are  closed  in  by  articulation  with  the  sphenoidal  turbinated  bones, 
and  orbital  process  of  the  palate.  The  cells  at  the  anterior  surface  are  completed 
by  the  lachrymal  bone  and  nasal  process  of  the  superior  maxillary,  and  those 
below  also  by  the  superior  maxillary.  The  outer  surface  of  each  lateral  masB  is 
formed  of  a  thin  smooth  square  plate  of  bone,  called  the  os  planum;  it  forms  part 
of  the  inner  wall  of  the  orbit,  and  articulates  above  With  the  orbital  plane  of  the 
frontal;  below,  with  the  superior  maxillary  and  orbital  process  of  the  palate;  in 
front,  with  the  lachrymal ;  and  behind,  with  the  sphenoid. 

From  the  inferior  part  of  each  lateral  mass,  immediately  beneath  the  os  planum, 
there  projects  downwards  and  backwards  an  irregular  lamina  of  bone,  called  the 
unciform  process,  from  its  hook-like  form ;  it  serves  to  close  in  the  upper  part  of 
the  orifice  of  the  antrum,  and  articulates  with  the  ethmoidal  process  of  the  inferior 
turbinated  bone.     It  is  often  broken  in  disarticulating  the  bones. 

The  inner  surface  of  each  lateral  mass  forms  part  of  the  outer  wall  of  the 
nasal  fossa  of  the  corresponding  side.  It  is  formed  of  a  thin  lamella  of  bone, 
which  descends  from  the  under  surface  of  the  cribriform  plate,  and  terminates 
below  in  a  free  convoluted  margin,  the  middle  turbinated  bone.  The  whole  of 
this   surface   is  rough,    and    marked 

above  by  numerous  grooves,  which  run  -pig  i33._Ethmtiid  Bone.  Inner  Snrface  of  Eight 
nearly  vertically  downwards  from  the  Lateral  Mass  (enlarged). 

cribriform  plate :  they  lodge  branches 
of  the  olfactory  nerve,  which  are  dis- 
tributed on  the  mucous  membrane 
covering  the  bone.  The  back  part 
of  this  surface  is  subdivided  by  a 
narrow  oblique  fissure,  the  superior 
meatus  of  the  nose,  bounded  above 
by  a  thin  curved  plate  of  bone — the 
superior  turbinated  bone.  By  means 
of  an  orifice  at  the  upper  part  of  this 
fissure,  the  posterior  ethmoidal  cells 
open  into   the   nose.     Below,  and  in 
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front  of  the  superior  meatus,  is  seen  the  convex  surface  of  the  middle  turbinated 
bone.  It  extends  along  the  whole  length  of  the  inner  surface  of  each  lateral 
mass ;  its  lower  margin  is  free  and  thick,  and  its  concavity,  directed  outwards, 
assists  in  forming  the  middle  meatus.  It  is  by  a  large  orifice  at  the  upper  and 
front  part  of  the  middle  meatus,  that  the  anterior  ethmoidal  cells,  and  through 
them  the  frontal  sinuses,  communicate  with  the  nose,  by  means  of  a  funnel- 
shaped  canal,  the  infundibulum.  The  cellular  cavities  of  each  lateral  mass,  thus 
walled  in  by  the  os  planum  on  the  outer  side,  and  by  the  other  bones  already 
mentioned,  are  divided  by  a  thin  transverse  bony  partition  into  two  sets,  which 
do  not  communicate  with  each  other;  they  are  termed  the  anterior  and  posterior 
ethmoidal  cells,  or  sinuses.  The  former,  more  numerous,  communicate  with  the 
frontal  sinuses  above,  and  the  middle  meatus  below,  by  means  of  a  long  flexuous 
cellular  canal,  the  infundibulum ;  the  posterior,  less  numerous,  open  into  the 
superior  meatus,  and  communicate  (occasionally)  with  the  sphenoidal  sinuses. 

Development  By  three  centres :  one  for  the  perpendicular  lamella,  and  one 
for  each  lateral  mass. 

The  lateral  masses  are  first  developed,  ossific  granules  making  their  first 
appearance  in  the  os  planum  between  the  fourth  and  fifth  months  of  foetal  life, 
and  afterwards  in  the  spongy  bones.  At  birth,  the  bone  consists  of  the  two 
lateral  masses,  which  are  small  and  ill-developed ;  but  when  the  perpendicular 
and  horizontal  plates  begin  to  ossify,  as  they  do  about  the  first  year  after  birth, 
the  lateral  masses  become  joined  to  the  cribriform  plate.  The  formation  and 
increase  in  the  ethmoidal  cells,  which  complete  the  bone,  take  place  about  the 
fifth  or  sixth  year. 

Articulations.  With  fifteen  bones:  the  sphenoid,  two  sphenoidal  turbinated,1 
the  frontal,  and  eleven  of  the  face — the  two  nasal,  two  superior  maxillary,  two 
lachrymal,  two  palate,  two  inferior  turbinated,  and  the  vomer. 

Development  of  the  Cranium. 

The  development  of  the  cranium  commences  at  a  very  early  period,  on  account  of  the  import- 
ance of  the  organ  it  is  intended  to  protect.  In  its  most  rudimentary  state,  it  consists  of  a  thin 
membranous  capsule,  inclosing  the  cerebrum,  and  accurately  moulded  upon  its  surface.  This 
capsule  is  placed  external  to  the  dura  mater,  and  iu  close  contact  with  it ;  its  walls  are  con- 
tinuous with  the  canal  for  the  spinal  cord,  and  the  chorda  dorsal  is,  or  primitive  part  of  the 
vertebral  column,  is  continued  forwards,  from  the  spine,  along  the  base,  to  its  fore  part,  where  it 
terminates  in  a  tapering  point.  The  next  step  in  tne  process  of  development  is  the  formation  of 
cartilage.  This  is  deposited  in  the  base  of  the  skull,  in  two  symmetrical  segments,  oue  on  either 
side  of  the  median  line ;  these  subsequently  coalesce,  so  as  to  inclose  the  chorda  dorsal  is — the 
chief  part  of  the  cerebral  capsule  still  retaining  its  membranous  form.  Ossification  first  takes 
place  in  the  roof,  and  is  preceded  by  the  deposition  of  a  membranous  blastema  upon  the  surface 
of  the  cerebral  capsule,  in  which  the  ossifying  process  extends;  the  primitive  membranous 
capsule  becoming  the  internal  periosteum,  and  being  ultimately  blended  with  the  dura  mater. 
Although  the  bones  of  the  vertex  of  the  skull  appear  before  those  at  the  base,  and  make  con- 
siderable progress  in  their  growth  :  at  birth  ossification  is  more  advanced  iu  the  base,  this  portion 
of  the  skull  forming  a  solid  immovable  groundwork. 

The  Fontanelles  (Figs.  134,  135). 

Before  birth,  the  bones  at  the  vertex  and  side  of  the  skull  are  separated  from  each  other  by 
membranous  intervals,  in  which  bone  is  deficient.  These  intervals,  at  certain  parts,  are  of  con- 
siderable size,  and  are  termed  the  fontanelles,  so  called  from  the  pulsations  of  the  brain,  which 
are  perceptible  at  the  anterior  fontanelle,  and  were  likened  to  the  rising  of  water  in  a  fountain. 
The  fontanelles  are  four  in  number,  and  correspond  to  the  junction  of  the  four  angles  of  the 
parietal  with  the  contiguous  bones.  The  anterior  fontanelle  is  the  largest,  and  corresponds  to 
the  junction  of  the  sagittal  and  coronal  sutures ;  the  posterior  fontanelle,  of  smaller  size,  is 
situated  at  the  junction  of  the  sagittal  and  lambdoid  sutures ;  the  two  remaining  ones  are  situated 
at  the  inferior  angles  of  the  parietal  bone.  The  latter  are  closed  soon  after  birth  ;  the  two  at  the 
superior  angles  remain  open  longer :  the  posterior  being  closed  in  a  few  months  after  birth  ;  the 
anterior  remaining  open  until  the  first  or  second  year.    These  spaces  are  gradually  filled  in  by 


1  These  are  not  usually  enumerated  as  separate  bones  of  the  skeleton. 
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an  extension  of  the  ossifying  process,  or  by  the  development  of  a  Wormian  bone.  Sometimes 
the  anterior  fontanelle  remains  open  beyond  two  years,  and  is  occasionally  persistent  throughout 
life. 


Fig.  134— Skull  at  birth,  showing  the  An- 
terior and  Posterior  Fontanelles. 


Fig.  135.— The  Lateral  Fontanelles. 


Supernumerary  or  Wormian1  Bones. 

When  ossification  of  any  of  the  tabular  bones  of  the  skull  proves  abortive,  the  membranous 
interval  which  would  be  left  is  usually  filled  in  by  a  supernumerary  piece  of  bone.  This  is 
developed  from  a  separate  centre,  and  gradually  extends  until  it  fills  the  vacant  space.  These 
supernumerary  pieces  are  called  Wormian  bones ;  they  are  called  also,  from  their  usual  form,  ossa 
trtquetra  ;  but  they  present  much  variation  in  situation,  number,  and  size. 

They  occasionally  occupy  the  situation  of  the  fontanelles.  Bertin,  Crnveilhier,  and  Cuvier 
have  each  noticed  the  presence  of  one  in  the  anterior  fontanelle.  There  are  two  specimens  in 
the  Museum  of  St.  George's  Hospital,  which  present  Wormian  bones  in  this  situation.  In  one, 
the  skull  of  a  child,  the  supernumerary  piece  is  of  considerable  size,  and  of  a  quadrangular  form. 

They  are  occasionally  found  in  the  posterior  fontanelle,  appearing  to  replace  the  superior 
angle  of  the  occipital  bone.  Not  unfrequently,  there  is  one  replacing  the  extremity  of  the  great 
wing  of  the  sphenoid,  or  the  anterior  inferior  angle  of  the  parietal  bone,  in  the  fontanelle  there 
situated. 

They  have  been  found  in  the  different  sutures  on  the  vertex  and  side  of  the  skull,  and  in  some 
of  those  at  the  base.  They  are  roost  frequent  in  the  lambdoid  suture.  Mr.  Ward  mentions  an 
instance  4<  in  which  one-half  of  the  lambdoid  suture  was  formed  by  large  Wormian  bones  disposed 
in  a  double  row,  and  jutting  deeply  into  each  other ; "  and  refers  to  similar  specimens  described 
by  Dumontier  and  Bourgery. 

A  deficiency  in  the  ossification  of  the  flat  bones  would  appear  in  some  cases  to  be  symmetrical 
on  the  two  sides  of  the  skull;  for  it  is  not  uncommon  to  find  those  supernumerary  bones  corre- 
sponding in  form,  size,  and  situation  on  each  side.  Thus,  in  several  instances,  I  have  seen  a  pair 
of  large  Wormian  bones  symmetrically  placed  in  the  lambdoid  suture;  in  another  specimen,  a 
pair  in  the  coronal  suture,  with  a  supernumerary  bone  in  the  sphenoparietal  suture  of  both  sides. 

The  size  of  these  supernumerary  pieces  varies,  they  being  in  some  cases  not  larger  than  a  pin's 
head,  and  confined  to  the  outer  table ;  in  other  cases  so  large,  that  one  pair  of  these  bones  may 
form  the  whole  of  the  occipital  bone  above  the  superior  curved  lines,  as  described  by  B6clard 
and  Ward,  Their  number  is  generally  limited  to  two  or  three  ;  but  more  than  a  hundred  have 
been  found  in  the  skull  of  an  adult  hydrocephalic  skeleton.  In  their  development,  structure, 
and  mode  of  articulation,  they  resemble  the  other  cranial  boues. 


Congenital  Fissures  and  Gaps. 

Dr.  Humphry  has  called  attention  to  the  not  unfrequent  existence  of  congenital  fissures  in  the 
cranial  bones,  the  result  of  incomplete  ossification.  These  fissures  have  been  noticed  in  the  frontal, 
parietal,  and  squamous  portion  of  the  temporal  bones ;  they  extend  from  the  margin  towards  the 
middle  of  the  bone,  and  are  of  great  interest  in  a  medico-legal  point  of  view,  as  they  are  liable  to 
be  mistaken  for  fractures.  An  arrest  of  the  ossifying  process  may  also  give  rise  to  the  deficiencies 
or  gaps  occasionally  found  in  the  cranial  bones.  Such  deficiencies  are  said  to  occur  most  fre- 
quently when  ossification  is  imperfect,  and  to  be  situated  near  the  natural  apertures  for  vessels. 
Dr.  Humphry  describes  such  deficiencies  to  exist  in  a  calvarium,  in  the  Cambridge  Museum, 

1  Wormius,  a  physician  in  Copenhagen,  is  said  to  have  given  the  first  detailed  description  of 
these  bones. 
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where  a  gap  sufficiently  large  to  admit  the  end  of  the  finger  is  seen  on  either  Bide  of  the  sagittal 
suture,  in  the  place  of  the  parietal  foramen.  There  is  a  specimen  precisely  similar  to  this  in  the 
Museum  of  St.  George's  Hospital;  and  another,  in  which  a  small  circular  gap  exists  in  the 
parietal  bone  of  a  young  child,  just  above  the  parietal  eminence.  Similar  deficiencies  are  Dot 
unfreqoently  met  wilh  in  hydrocephalic  skulls ;  being  moat  frequent,  according  to  Dr.  Humphry, 
in  the  frontal  hones ;  and,  in  the  parietal  bones,  on  either  side  of  the  sagittal  suture. 

Bonks  of  the  Face. 

The  Facial  Bones  are  fourteen  in  number,  viz.,  the 

Two  Nasal,  Two  Palate, 

Two  Superior  Maxillary,  Two  Inferior  Turbinated, 

Two  Lachrymal,  Vomer, 

Two  Malar,  Inferior  Maxillary. 

Nasal  Bones. 

The  Nasal  are  two  small  oblong  bones,  varying  in  size  and  form  in  different 
individuals;  they  are  placed  side  by  side  at  the  middle  and  upper  part  of  the 
face,  forming,  by  their  junction,  "the  bridge"  of  the  nose.     Each  bone  presents 
for  examination  two  sur- 
Fig.  136.— Right  Nasal  Bone.       faces,  and  four  borders.    Fig.  137.— Left  Nasal  Bone. 
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Outer  Surface*  double,   for    the    trans- 

mission of  a  small  vein. 
Sometimes  this  foramen  is  absent  on  one  or  both  sides,  and  occasionally  the 
foramen  cfecum  opens  on  this  surface.  The  inner  surface  is  concave  from  side 
to  side,  convex  from  above  downwards;  in  which  direction  it  is  traversed  by  a 
longitudinal  groove  (sometimes  a  canal),  for  the  passage  of  a  branch  of  the 
nasal  nerve.  The  superior  border  is  narrow,  thick,  and  serrated  for  articulation 
with  the  nasal  notch  of  the  frontal  bone.  The  inferior  border  is  broad,  thin, 
sharp,  directed  obliquely  downwards,  outwards,  and  backwards,  and  serves  for 
the  attachment  of  the  lateral  cartilage  of  the  nose.  This  border  presents  about 
its  middle  a  notch,  through  which  passes  the  branch  of  the  nasal  nerve  above 
referred  to;  and  is  prolonged  at  its  inner  extremity  into  a  sharp  spine,  which, 
when  articulated  with  the  opposite  bone,  forms  the  nasal  angle.  The  external 
border  is  serrated,  bevelled  at  the  expense  of  the  internal  surface  above,  and 
of  the  externa]  below,  to  articulate  with  the  nasal  process  of  the  superior  maxil- 
lary. The  internal  border,  thicker  above  than  below,  articulates  with  its  fellow 
of  the  opposite  side,  and  is  prolonged  behind  into  a  vertical  crest,  which  forms 
part  of  the  septum  of  the  nose:  this  crest  articulates  with  the  nasal  spine  of  the 
frontal  above,  and  the  perpendicular  plate  of  the  ethmoid  below. 

Development.     By  one  centre  for  each  bone,  which  appears  about  the  same 
period  as  in  the  vertebra. 

Articulations.    With  four  bones:  two  of  the  cranium,  the  frontal  and  ethmoid, 
and  two  of  the  face,  the  opposite  nasal  and  the  superior  maxillary. 

No  muscles  are  directly  attached  to  this  bone. 
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Superior  Maxillary  Bones. 

The  Superior  Maxillary  is  one  of  the  most  important  bones  of  the  face  in  a 
surgical  point  of  view,  on  account  of  the  number  of  diseases  to  which  some  of 
its  parts  are  liable.  Its  minute  examination  becomes,  therefore,  a  matter  of 
considerable  interest.  It  is  the  largest  bone  of  the  face,  excepting  the  lower 
jaw ;  and  forms,  by  its  union  with  its  fellow  of  the  opposite  side,  the  whole  of 
the  upper  jaw.  Each  bone  assists  in  the  formation  of  three  cavities,  the  roof  of 
the  mouth,  the  floor  and  outer  wall  of  the  nose,  and  the  floor  of  the  orbit;  and 
also  enters  into  the  formation  of  two  fossoa,  the  zygomatic  and  spheno-maxillary ; 
and  two  fissures,  the  spheno-maxillary  and  pterygo-maxillary. 

The  bone  presents  for  examination  a  body  and  four  processes,  malar,  nasal, 
alveolar,  and  palatine. 

The  body  is  somewhat  cuboid,  and  is  hollowed  out  in  its  interior  to  form  a 
large  cavity,  the  antrum  of  Highmore.  Its  surfaces  are  four — an  external  or 
facial,  a  posterior  or  zygomatic,  a  superior  or  orbital,  and  an  internal. 

The  external  or  facial  surface  (Fig.  138)  is  directed  forwards  and  outwards. 
In  the  median  line  of  the  bone,  just  above  the  incisor  teeth,  is  a  depression,  the 
incisive  or  myrtiform  fossa,  which  gives  origin  to  the  Depressor  aire  nasi.  Above 
and  a  little  external  to  it,  the  Compressor  nasi  arises.     More  external,  is  another 

Fig.  138.— Left  Superior  Maxillary  Bone.     Outer  Surface. 
Outer       Surf  are. 
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depression,  the  canine  fossa,  larger  and  deeper  than  the  incisive  fossa,  from  which 
it  is  separated  by  a  vertical  ridge,  the  canine  eminence,  corresponding  to  the 
socket  of  the  canine  tooth.  The  canine  fossa  gives  origin  to  the  Levator  angnli 
oris.  Above  the  canine  fossa  is  the  infra-orbital  foramen,  the  termination  of 
the  infra-orbital  canal;  it  transmits  the  infra-orbital  nerve  and  artery.  Above 
the  infra-orbital  foramen  is  the  margin  of  the  orbit,  which  affords  partial 
attachment  to  the  Levator  labii  superioris  proprius. 

The  posterior  or  zygomatic  surface  is  convex,  directed  backwards  and  outwards, 
and  forma  part  of  the  zygomatic  fossa.     It  presents  about  its  centre  several 
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apertures  leading  to  canals  in  the  substance  of  the  bone ;  they  are  termed  the 
posterior  dental  canals,  and  transmit  the  posterior  dental  vessels  and  nerves.  At 
the  lower  part  of  this  surface  is  a  rounded  eminence,  the  maxillary  tuberosity, 
especially  prominent  after  the  growth  of  the  wisdom-tooth,  rough  on  its  inner 
side  for  articulation  with  the  tuberosity  of  the  palate-bone.  Immediately  above 
the  rough  surface  is  a  groove,  which,  running  obliquely  down  on  the  inner 
surface  of  the  bone,  is  converted  into  a  canal  by  articulation  with  the  palate 
bone,  forming  the  posterior  palatine  canal. 

The  superior  or  orbital  surface  is  thin,  smooth,  triangular,  and  forms  part  of 
the  floor  of  the  orbit.  It  is  bounded  internally  by  an  irregular  margin  which 
articulates,  in  front,  with  the  lachrymal;  in  the  middle,  with  the  os  planum 
of  the  ethmoid;  behind,  with  the  orbital  process  of  the  palate  bone;  bounded 
externally  by  a  smooth  rounded  edge  which  enters  into  the  formation  of  the 
sp  he  no- maxillary  fissure,  and  which  sometimes  articulates  at  its  anterior  ex- 
tremity with  the  orbital  plate  of  the  sphenoid ;  bounded,  in  front,  by  part  of  the 
circumference  of  the  orbit,  which  is  continuous,  on  the  inner  side  with  the  nasal, 
on  the  outer  side  with  the  malar  process.  Along  the  middle  line  of  the  orbital 
surface  is  a  deep  groove,  the  infra-orbital,  for  the  passage  of  the  infra-orbital 
nerve  and  artery.  This  groove  commences  at  the  middle  of  the  outer  border 
of  the  surface,  and,  passing  forwards,  terminates  in  a  canal  which  subdivides 
into  two  branches;  one  of  the  canals,  the  infra -orbital,  opens  just  below  the 
margin  of  the  orbit;  the  other,  which  is  smaller,  runs  into  the  substance  of  the 
anterior  wall  of  the  antrum ;  it  is  called  the  anterior  dental  canal,  transmitting 
the  anterior  dental  vessels  and  nerves  to  the  front  teeth  of  the  upper  jaw.  At 
the  inner  and  fore  part  of  the  orbital  surface,  just  external  to  the  lachrymal 
canal,  is  a  minute  depression,  which  gives  origin  to  the  Inferior  oblique  muscle 
of  the  eye. 

The  internal  surface  (Fig.  139)  is  unequally  divided  into  two  parts  by  a  hori- 

Fig.  139.— Left  Superior  Masiliary  Bone,    Inner  Surface. 
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zontal  projection  of  bone,  the  palate  process;  the  portion  above  the  palate  pro- 
cess formB  part  of  the  outer  wall  of  the  nose ;  that  below  it  forms  part  of  the 
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cavity  of  the  mouth.  The  superior  division  of  this  surface  presents  a  large 
irregular  opening  leading  into  the  antrum  of  Highmore.  At  the  upper  border 
of  this  aperture  are  numerous  broken  cellular  cavities,  which,  in  the  articulated 
skull,  are  closed  in  by  the  ethmoid  and  lachrymal  bones.  Below  the  aperture 
is  a  smooth  concavity  which  forms  part  of  the  inferior  meatus  of  the  nose, 
traversed  by  a  fissure,  the  maxillary  fissure,  which  runs  from  the  lower  part  of 
the  orifice  of  the  antrum  obliquely  downwards  and  forwards,  and  receives  the 
maxillary  process  of  the  palate  bone.  Behind  it  is  a  rough  surface  which 
articulates  with  the  perpendicular  plate  of  the  palate  bone,  traversed  by  a  groove, 
which,  commencing  near  the  middle  of  the  posterior  border,  runs  obliquely 
downwards  and  forwards,  and  forms,  when  completed  by  its  articulation  with 
the  palate  bone,  the  posterior  palatine  canal.  In  front  of  the  opening  of  the 
antrum  is  a  deep  groove,  converted  into  a  canal  by  the  lachrymal  and  inferior 
turbinated  bones,  which  is  coated  with  mucous  membrane,  and  called  the 
lachrymal  or  nasal  duct.  More  anteriorly  is  a  well-marked  rough  ridge,  the 
inferior  turbinated  crest,  for  articulation  with  the  inferior  turbinated  bone.  The 
concavity  above  this  ridge  forms  part  of  the  middle  meatus  of  the  nose ;  whilst 
that  below  it  forms  part  of  the  inferior  meatus.  The  inferior  division  of  this 
surface  is  concave,  rough  and  uneven,  and  perforated  by  numerous  small  fora- 
mina for  the  passage  of  nutrient  vessels. 

The  Antrum  of  Highmore,  or  Maxillary  Sinus,  is  a  large  triangular-shaped 
cavity,  hollowed  out  of  the  body  of  the  maxillary  bone ;  its  apex,  directed  out- 
wards, is  formed  by  the  malar  process ;  its  base  by  the  outer  wall  of  the  nose. 
Its  walls  are  everywhere  exceedingly  thin,  its  root  being  formed  bv  the  orbital 
plate,  its  floor  by  the  alveolar  process,  its  anterior  wall  by  the  facial,  and  its 
posterior  by  the  zygomatic  surface.  Its  inner  wall,  or  base,  presents,  in  the 
disarticulated  bone,  a  large  irregular  aperture,  which  communicates  with  the 
nasal  fossa.  The  margins  of  this  aperture  are  thin  and  ragged,  and  the  aperture 
itself  is  much  contracted  by  its  articulation  with  the  ethmoid  above,  the  inferior 
turbinated  below,  and  the  palate  bone  behind.1  In  the  articulated  skull,  this 
cavity  communicates  with  the  middle  meatus  of  the  nose  generally  by  two  small 
apertures  left  between  the  above-mentioned  bones.  In  the  recent  state,  usually 
only  one  small  opening  exists,  near  the  upper  part  of  the  cavity,  sufficiently 
large  to  admit  the  end  of  a  probe,  the  other  being  closed  by  the  lining  mem- 
brane of  the  sinus. 

Crossing  the  cavity  of  the  antrum,  are  often  seen  several  projecting  laminae 
of  bone,  similar  to  tnose  seen  in  the  sinuses  of  the  cranium ;  and  on  its  poste- 
rior wall  are  the  posterior  dental  canals,  transmitting  the  posterior  dental  vessels 
and  nerves  to  the  teeth.  Projecting  into  the  floor  are  several  conical  processes, 
corresponding  to  the  roots  of  the  first  and  second  molar  teeth  ;a  in  some  cases 
the  floor  is  perforated  by  the  teeth  in  this  situation.  It  is  from  the  extreme 
thinness  of  tne  walls  of  this  cavity,  that  we  are  enabled  to  explain  how  a 
tumor  growing  from  the  antrum  encroaches  upon  the  adjacent  parts,  pushing 
up  the  floor  of  the  orbit,  and  displacing  the  eyeball,  projecting  inwards  into  the 
nose,  protruding  forwards  on  to  the  cheek,  and  making  its  way  backwards  into 
the  zygomatic  fossa,  and  downwards  into  the  mouth. 

The  Malar  Process  is  a  rough  triangular  eminence,  situated  at  the  angle  of 
separation  of  the  facial  from  the  zygomatic  surface.  In  front  it  is  concave, 
forming  part  of  the  facial  surface ;  behind,  it  is  also  concave,  and  forms  part  of 
the  zygomatic  fossa ;  above,  it  is  rough  and  serrated  for  articulation  with  the 
malar  bone :  whilst  below,  a  prominent  ridge  marks  the  division  between  the 

1  In  some  cases,  at  any  rate,  the  lachrymal  bone  encroaches  slightly  on  the  anterior  superior 
portion  of  the  opening,  and  assists  in  forming  the  inner  wall  of  the  antrnm. 

*  The  n amber  of  teeth  whose  fangs  are  in  relation  with  the  floor  of  the  antrum  is  variable. 
The  antrum  "  may  extend  so  as  to  be  in  relation  to  all  the  teeth  of  the  trne  maxilla,  from  the 
canine  to  the  den*  aapientice." — See  Mr.  Salter  on  Abscess  of  the  Antrum,  in  A  System  of 
Surgery,  edited  by  T.  Holmes,  2d  edit  vol.  iv.  p.  356. 
12 
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facial  and  zygomatic  surfaces.     A  small  part  of  the  Masseter  muscle  arises  from 
this  process. 

The  Nasal  Process  is  a  thick  triangular  plate  of  bone,  which  projects  upwards, 
inwards,  and  backwards,  by  the  side  of  the  nose,  forming  part  of  its  lateral 
boundary.  Its  external  surface  is  concave,  smooth,  perforated  by  numerous 
foramina,  and  gives  attachment  to  the  Levator  labii  superioris  alaeque  nasi,  the 
Orbicularis  palpebrarum,  and  Tendo  oculi.  Its  internal  surface  forms  part  of 
the  outer  wall  of  the  nose ;  it  articulates  above  with  the  frontal,  and  presents  a 
rough  uneven  surface,  which  articulates  with  the  ethmoid  bone,  closing  in  the 
anterior  ethmoidal  cells ;  below  this  is  a  transverse  ridge,  the  superior  turbinated 
crest,  for  articulation  with  the  middle  turbinated  bone  of  the  ethmoid,  bounded 
below  by  a  smooth  concavity  which  forms  part  of  the  middle  meatus ;  below  this 
again  is  the  inferior  turbinated  crest  (already  described),  for  articulation  with 
the  inferior  turbinated  bone ;  and  still  more  inferiorly,  the  concavity  which  forms 
part  of  the  inferior  meatus.  The  anterior  border  of  the  nasal  process  is  thin, 
directed  obliquely  downwards  and  forwards,  and  presents  a  serrated  edge  for 
articulation  with  the  nasal  bone :  its  posterior  border  is  thick,  and  hollowed  into 
a  groove  for  the  lachrymal  duct :  of  the  two  margins  of  this  groove  the  inner 
one  articulates  with  the  lachrymal  bone,  the  outer  one  forms  part  of  the  circum- 
ference of  the  orbit.  Just  where  the  latter  joins  the  orbital  surface  is  a  small 
tubercle,  the  lachrymal  tubercle ;  this  serves  as  a  guide  to  the  surgeon  in  the 
performance  of  the  operation  for  fistula  lacrymalis.  The  lachrymal  groove  in 
the  articulated  skull  is  converted  into  a  canal  by  the  lachrymal  bone,  and  lach- 
rymal process  of  the  inferior  turbinated ;  it  is  directed  downwards,  and  a  little 
backwards  and  outwards,  is  about  the  diameter  of  a  goose-quill,  slightly  narrower 
in  the  middle  than  at  either  extremity,  and  lodges  the  lachrymal  duct. 

The  Alveolar  Process  is  the  thickest  and  most  spongy  part  of  the  bone,  broader 
behind  than  in  front,  and  excavated  into  deep  cavities  for  the  reception  of  the 
teeth.  These  cavities  are  eight  in  number,  and  vary  in  size  and  depth  accord- 
ing to  the  teeth  they  contain.  That  for  the  canine  tooth  is  the  deepest ;  those 
for  the  molars  are  the  widest,  and  subdivided  into  minor  cavities ;  those  for  the 
incisors  are  single,  but  deep  and  narrow.  The  Buccinator  muscle  arises  from 
the  outer  surface  of  this  process,  as  far  forward  as  the  first  molar  tooth. 

The  Palate  Process,  thick  and  strong,  projects  horizontally  inwards  from  the 
inner  surface  of  the  bone.  It  is  much  thicker  in  front  than  behind,  and  forms  a 
considerable  part  of  the  floor  of  the  nostril,  and  the  roof  of  the  mouth.  Its 
upper  surface  is  concave  from  side  to  side,  smooth,  and  forms  part  of  the  floor 
of  the  nose.  In  front  is  seen  the  upper  orifice  of  the  anterior  palatine  (incisor) 
canal,  which  leads  into  a  fossa  formed  by  the  junction  of  the  two  superior  max- 
illary bones,  and  situated  immediately  behind  the  incisor  teeth.  It  transmits 
the  anterior  palatine  vessels,  the  naso-palatine  nerves  passing  through  the  inter- 
maxillary suture.  The  inferior  surface,  also  concave,  is  rough  and  uneven,  and 
forms  part  of  the  roof  of  the  mouth.  This  surface  is  perforated  by  numerous 
foramina  for  the  passage  of  nutritious  vessels,  channelled  at  the  back  part  of  its 
alveolar  border  by  a  longitudinal  groove,  sometimes  a  canal,  for  the  transmission 
of  the  posterior  palatine  vessels,  and  a  large  nerve,  and  presents  little  depres- 
sions for  the  lodgment  of  the  palatine  glands.  This  surface  presents  anteriorly 
the  lower  orifice  of  the  anterior  palatine  fossa.  In  some  bones  a  delicate  linear 
suture  may  be  seen  extending  from  the  anterior  palatine  fossa  to  the  interval 
between  the  lateral  incisor  and  the  canine  tooth.  This  marks  out  the  inter- 
maxillary, or  incisive  bone,  which  in  some  animals  exists  permanently  as  a  sepa- 
rate piece.  It  includes  the  whole  thickness  of  the  alveolus,  the  corresponding 
part  of  the  floor  of  the  nose,  and  the  nasal  or  anterior  nasal  spine,  and  contains 
the  sockets  of  the  incisor  teeth.  The  outer  border  of  the  palate  process  is  in- 
corporated with  the  rest  of  the  bone.  The  inner  border  is  thicker  in  front  than 
behind,  and  is  raised  above  into  a  ridge,  which,  with  the  corresponding  ridge  in 
the  opposite  bone,  forms  a  groove  for  the  reception  of  the  vomer.    The  anterior 
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margin  ia  bounded  by  the  thin  concave  border  of  the  opening  of  the  nose,  pro- 
longed forwards  internally  into  a  sharp  process,  forming,  with  a  similar  process 
of  the  opposite  bone,  the  anterior  nasal  spine.  The  posterior  border  ia  serrated 
for  articulation  with  the  horizontal  plate  of  the  palate  bone. 

Development.  This  bone  is  formed  at  Buch  an  early  period,  and  ossification 
proceeds  in  it  with  such  rapidity,  that  it  has  been  found  impracticable  hitherto 
to  determine  with  accuracy  its 

Fig.  140. — Development  or  Superior  Maxillary  Bone. 
By  Four  Centres. 
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uber  of  centres.  It  appears, 
however,  probable  that  it  has 
/oyrcentrea  of  development,  viz., 
one  for  the  nasal  and  facial  por- 
tions, one  for  the  orbital  and 
malar,  one  for  the  incisive,  and 
one  for  the  palatal  portion  in- 
cluding the  entire  palate  except 
the  incisive  segment.  The  inci- 
sive portion  is  indicated  in  young 
bones  by  a  fissure,  which  marks 
off  a  small  segment  of  the  palate 

including  the  two  incisor  teeth.  s~/A 

In  some  animals,  this  remains 
permanently  as  a  separate  piece, 
constituting  the  intermaxillary 
bone ;  and  in  the  human  subject, 
where  the  jaw  is  malformed,  as 
in  cleft  palate,  this  segment  may 
be  separated  from  the  maxillary 
bone  by  a  deep  fissure  extend- 
ing backwards  between  the  two 
into  the  palate.  If  the  fissure 
be  on  both  sides,  both  segments 
are  quite  isolated  from  the  max- 
illary bones,  and  hang  from  the  end  of  the  vomer ;  they  are  not  unfrequently 
much  displaced,  and  the  deformity  is  often  accompanied  by  congenital  fissure  of 
the  upper  lip,  either  on  one  or  both  sides  of  the  median  line.  The  maxillary 
sinus  appears  at  an  earlier  period  than  any  of  the  other  nasal  sinuses,  its  deve- 
lopment commencing  about  the  fourth  month  of  foetal  life. 

Articulations.  With  nine  bones:  two  of  the  cranium — the  frontal  nnd  eth- 
moid, and  seven  of  the  face,  viz.,  the  nasal,  malar,  lachrymal,  inferior  turbinated, 
palate,  vomer,  and  its  fellow  of  the  opposite  side.  Sometimes  it  articulates  with 
the  orbital  plate  of  the  sphenoid. 

Attachment  of  Muscles.  Orbicularis  palpebrarum,  Obliquus  inferior  oculi,  Le- 
vator labii  superior  absque  nasi,  Levator  labii  superioris  proprius,  Levator  anguli 
oris.  Compressor  nasi,  Depressor  aire  nasi,  Masseter,  Buccinator,  External  ptery- 
goid, and  Orbicularis  oris. 


tnftrior  Surfue*. 


The  Lachrymal  Bones. 

The  Lachrymal  are  the  smallest  and  most  fragile  bones  of  the  face.  They 
are  situated  at  the  front  part  of  the  inner  wall  of  the  orbit,  and  resemble  some- 
what in  form,  thinness,  and  size,  a  finger-nail ;  hence  they  are  termed  the  ossa 
unguis.  Each  bone  presents,  for  examination,  two  surfaces  and  four  borders. 
The  external  (Fig.  141)  or  orbital  surface  is  divided  by  a  vertical  ridge  into  two 
parts.  The  portion  of  bone  in  front  of  this  ridge  presents  a  smooth,  concave, 
longitudinal  groove,  the  free  margin  of  which  unites  with  the  nasal  process 
of  the  superior  maxillary  bone,  completing  the  lachrymal  groove.  The  upper 
part  of  this  groove  lodges  the  lachrymal  sac ;  the  lower  part  assists  in  the  for- 
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Kslernal  Surface. 
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mation  of  the  lachrymal  canal,  and  lodges  the  naaal  duct.  The  portion  of  bone 
behind  the  ridge  is  smooth,  slightly  concave,  and  forms  part  of  the  inner  wall 
of  the  orbit.  The  ridge  with  a  part  of  the  orbital 
P'B-  141.— Left  Lachrymal  Bone,  surface  immediately  behind  it,  affords  attachment 
to  the  Tensor  tarsi :  the  ridge  terminates  below  in 
a  small  hook -like  process,  which  articulates  with 
the  lachrymal  tubercle  of  the  superior  maxillary 
bone  and  completes  the  upper  orifice  of  the  lach- 
rymal canal.  It  sometimes  exists  as  a  separate 
piece,  which  is  then  called  the  lessor  lachrymal 
bone.  The  internal  or  nasal  surface  presents  a  de- 
pressed furrow,  corresponding  to  the  ridge  on  its 
outer  surface.  The  surface  of  bone  in  front  of 
this  forms  part  of  the  middle  meatus ;  and  that 
behind  it  articulates  with  the  ethmoid  bone,  filling 
in  the  anterior  ethmoidal  cells.  Of  the  four 
borders,  the  anterior  is  the  longest,  and  articulates 
with  the  nasal  process  of  the  superior  maxillary 
bone.  The  posterior,  thin  and  uneven,  articulates 
with  the  os  planum  of  the  ethmoid.  The  superior,  the  shortest  and  thickest, 
articulates  with  the  internal  angular  process  of  the  frontal  bone.  The  inferior 
is  divided  by  the  lower  edge  of  the  vertical  crest  into  two  parts :  the  posterior 
part  articulates  with  the  orbital  plate  of  the  superior  maxillary  bone;  the  an- 
terior portion  is  prolonged  downwards  into  a  pointed  process,  which  articulates 
with  the  lachrymal  process  of  the  inferior  turbinated  bone,  and  assists  in  the 
formation  of  the  lachrymal  canal. 

Development.  By  a  single  centre,  which  makes  its  appearance  soon  after  ossi 
fication  of  the  vertebrae  has  commenced. 

Articulations.    With  four  bones :  two  of  the  cranium,  the  frontal  and  ethmoid, 
and  two  of  the  face,  the  superior  maxillary  and  the  inferior  turbinated. 
Attachment  of  Muscles.     The  Tensor  tarsi. 

The  Malar  Bones. 

The  Malar  are  two  small  quadrangular  bones,  situated  at  the  upper  and  outer 
part  of  the  face:  they  form  the  prominence  of  the  cheek,  part  of  the  outer  wall 
and  floor  of  the  orbit,  and  part  of  the  temporal  and  zygomatic  fossa;.  Each  bone 
presents  for  examination  an  external  and  an  internal  surface ;  four  processes,  the 
frontal,  orbital,  maxillary,  and  "zygomatic ;  ahcT  four  borders!  The  external 
surface  (Fig.  142)  is  smooth,  convex,  perforated  near  its  centre  by  one  or  two 

small  apertures,  the  malar  fora- 
Pig.  142. — Left  Malar  Bone.    Outer  Surface.  mina  for  the  passage  of  nerves 

and  vessels,  covered  by  the  Or- 
bicularis palpebrarum  muscle, 
and  affords  attachment  to  the 
Zygomaticus  major  and  minor 

Btadt>pa—d  through      /git  ^  muscles 

n*|w»4M.r£W,  i$l  \       ,  The  'internal    surface    (Fig. 

143),  directed  backwards  and 
inwards,  is  concave,  presenting 
internally  a  roughtriangular 
surface,  for  articulation  with 
the  superior  maxillary  bone ; 
and  externally,  a  smooth  con- 
cave surface,  which  forms  "the 
anterior  boundary  of  the  tem- 
poral fossa  above;  and  below, 
where  it  is  wider,  forms  part  of 
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the  zygomatic  fossa.     This  BUT-  Fig.  143.— Left  Malar  Bone.    Inner  Surface. 

(ace  presents,  a  little  above  its 
centre,  the  aperture  of  one  or 
two  malar  canals;  and  affords 
attachment^-  to  part  of  two 
muscles,  the  Temporal  above, 
and  the  Maaseter  below.  Of 
the  four  processes,  the  frontal 
is  thick  and  serrated,  and  articu- 
lates with  the  external  angular 
process  of  the  frontal  bono. 
The  orbital  process  is  a  thick 
and  strong  plate,  which  projects  ' 
backwards  from  the  orbital 
margin  of  the  bone.  Its  upper 
surface,  smooth  and  concave, 
forms,  by  its  junction  with  the 
great  ala  of  the  sphenoid,  the 
outer    wall  of  the   orbit.      Its 

under  surface,  smooth  and  convex,  forms  part  of  the  temporal  fossa.  Its 
anterior  margin  is  smooth  and  rounded,  forming  part  of  the  circumference  of 
the  orbit.  Its  superior  margin,  rough,  and  directed  horizontally,  articulates 
with  the  frontal  bone  behind  the  external  angular  process.  Its  posterior  margin 
is  rough  and  serrated  for  articulation  with  the  sphenoid ;  internally  it  is  also 
serrated  for  articulation  with  the  orbital  surface  of  the  superior  maxillary.  At 
the  angle  of  junction  of  the  sphenoidal  and  maxillary  portions,  a  short  rounded 
non-articular  margin  is  generally  seen ;  this  forms  the  anterior  boundary  of  the 
sphenomaxillary  fissure;  occasionally,  no  such  non-articular  margin  exists,  the 
fissure  being  completed  by  the  direct  junction  of  the  maxillary  and  sphenoid 
bones,  or  by  the  interposition  of  a  small  Wormian  bone  in  the  angular  interval 
between  them.  On  the  upper  surface  of  the  orbital  process  are  seen  the  orifices 
of  one  or  two  temporo- malar  canals ;  one  of  these  usually  opens  on  the  poste- 
rior surface,  the  other  {occasionally  two)  on  the  facial  surface :  they  transmit 
filaments  (temporo- malar)  of  the  orbital  branch  of  the  superior  maxillary  nerve. 
The  maxillary  process  is  a  rough  triangular  surface,  which  articulates  with  the 
superior  maxillary  bone.  The  zygomatic  process,  long,  narrow,  and  serrated, . 
articulates  with  the  zygomatic  process  of  the  temporal  bone.  Of  the  four 
borders,  the  superior  or  orbital  is  smooth,  arched,  and  forms  a  considerable  part 
of  the  circumference  of  the  orbit.  The  inferior,  or  zygomatic  is  continuous 
with  the  lower  border  of  the  zygomatic  arch,  affording  attachment  by  its  rough 
edge  to  the  Masseter  muscle.  The  anterior  or  maxillary  border  is  rough,  and 
bevelled  at  the  expense  of  its  inner  table,  to  articulate  with  the  superior  max- 
illary bone ;  affording  attachment  by  its  outer  margin  to  the  Levator  labii  supe- 
rioris  proprius,  just  at  its  point  of  junction  with  the  superior  maxillary.  The 
posterior  or  temporal  border,  curved  like  an  italic/,  is  continuous  above  with 
the  commencement  oT~the  temporal  ridge ;  below,  with  the  upper  border  of  the 
zygomatic  arch :  it  affords  attachment  to  the  temporal  fascia. 

Development.     By  a  single  centre  of  ossification,  which  appears  at  about  the 
same  period  when  ossification  of  the  vertebral  commences. 

Articulations.     With  four  bones :  three  of  the  cranium,  frontal,  sphenoid,  and 
temporal ;  and  one  of  the  face,  the  superior  maxillary. 

Attachment  of  Muscles.    Levator  labii  superioris  proprius,  Zygomaticus  major, 
Zygomaticoa  minor,  Masseter,  and  Temporal. 


THE  SKELETON. 


The  Palate  Bones. 


The  Palate  Bones  are  situated  at  the  back  part  of  the  nasal  fossae ;  they  are 
wedged  in  between  the  superior  maxillary  and  the  pterygoid  process  of  the 
sphenoid.  Each  bone  assists  in  the  formation  of  three  cavities :  the  floor  and 
outer  wall  of  the  nose,  the  rdoToT  the  mouth,  ancT~tEe~floor  of  the  orbit ;  and 
enters  into  the  formation  of  three  fossaa;  the  zygomatic,  spheno-  maxillary,  and 
pterygoid;  and  one  fissure,  the  spheno- maxillary '.  In  form  tn"e  palate  bone 
somewhat  resembles"  the  letter  L,  and  niay  be  divided  into  an  inferior  or  hori- 
zontal plate,  and  a  superior  or  vertical  plate. 

The  Inferior  or  Horizontal  Plate  is  thick,  of  a  quadrilateral  form,  and  presents 
two  surfaces  and  four  borders.  The  superior  surface,  concave  from  side  to  side, 
forms  the  back  part  of  the  floor  of  the  nostril.  The  inferior  surface,  slightly 
concave  and  rough,  forms  the  back  part  of  the  hard  palate.  At  its  posterior 
part  may  be  seen  a  transverse  ridge,  more  or  less  marked,  for  the  attachment 
of  the  aponeurosis  of  the  Tensor  palati  muscle.  At  the  outer  extremity  of  this 
ridge  is  a  deep  groove  converted  into  a  canal  by  its  articulation  with  the  tube- 
rosity of  the  superior  maxillary  bone,  and  forming  the  posterior  palatine  canal. 
Near  this  groove,  the  orifices  of  one  or  two  small  canals,  accessory  posterior 
palatine,  may  frequently  be  seen.  The  anterior  border  is  serrated,  bevelled  at 
the  expense  of  its  inferior  surface,  and  articulates  with  the  palate  process  of  the 
superior  maxillary  bone.  The  posterior  border  is  concave,  free,  and  serves  for 
the  attachment  of  the  soft  palate.  "Its  inner  extremity  is  sharp  and  pointed, 
and,  when  united  with  the  opposite  bone,  forms  a  projecting  process,  the  poste- 
rior nasal  spine,  for  the  attachment  of  the  Azygos  uvulae.     The  external  border 

is  united  with  the  lower 

Fig.  144.— Left  Palate  Bone.    Internal  View  (enlarged).         part  of  the  perpendicular 
T,it«2  1'ret,  plate  almost  at  right  an- 

0     **■      "**  gles.    The  internal  border, 

the   thickest,   is    serrated 
for   articulation   with    its 
fellow  of  the  opposite  side ; 
*jU.  J&£  itB  superior  edge  is  raised 

,  into  a  ridge,  which  united 

;  with   the    opposite    bone, 

h  forms  a  crest  in  which  the 

n  v    „  vomer  is  received, 

r  J?rL-ti*1'  The  Superior  or  Vertical 

Plate  (Fig.  144)  is  thin,  of 
J  an  oblong  form,   and  di- 

*  rected  upwards  and  a  little 

"  inwards.     It  presents  two 

surfaces,  an  external  and 
an  internal,  and  four  bor- 
ders. 

The  internal  surface  pre- 
"""""'   "-*it  sents  at  its  lower  part  a 

broad  shallow  depression, 
which  forms  part  of  the  inferior  meatus  of  the  nose.  Immediately  above  this 
is  a  well-marked  horizontal  ridge,  the  inferior  turbinated  crest,  for  articulation 
with  the  inferior  turbinated  bone ;  above  this,  a  second  broad  shallow  depression, 
which  forms  part  of  the  middle  meatus,  surmounted  above  by  a  horizontal  ridge 
less  prominent  than  the  inferior,  the  superior  turbinated  crest,  for  articulation 
with  the  middle  turbinated  bone.  Above  the  superior  turbinated  crest  is  a 
narrow  horizontal  groove,  which  forms  part  of  the  superior  meatus. 

The  external  surface  is  rough  and  irregular  throughout  the  greater  part  of  its 
extent,  for  articulation  with  the  inner  surface  of  the  superior  maxillary  bone, 
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its  upper  and  back  part  being  smooth  where  it  enters  into  the  formation  of  the 
spheno- maxillary  fossa;  it  is  also  Bmooth  in  front,  where  it  covers  the  orifice  of 
the  antrum.  Towards  the  back  part  of  this  surface  is  a  deep  groove,  converted 
into  a  canal,  the  posterior  palatine,  by  its  articulation  with  the  superior  maxil- 
lary bone.  It  transmits  the  posterior,  or  descending  palatine  vessels,  and  a  large 
nerve. 

The  anterior  border  is  thin,  irregular,  and  presents  opposite  the  inferior  turbi- 
nated crest  a  pointed  projecting  lamina,  the  maxillary  process,  which  is  directed 
forwards  and  closes  in  the  lower  and  back  parfofThC-opening  of  the  antrum, 
being  received  into  a  fissure  that  exists  at  the  inferior-  part  of  this  aperture. 
The  posterior  border  (Fig.  145)  presents  a  deep  groove,  the  edges  of  which  are 
serrated  for  articulation  with  the  ptery- 
goid process  of  the  sphenoid.  At  the  Fig-  145.— Left  Palate  Bone.  Posterior 
lower  part  of  this  border  is  seen  a  pyra-  ^ iew  ien,orged). 

midal  process  of  bone,  the  pterygoid  pro-  -ii"''    /'*•„ 

cess  or  tuberosity  of  the  palate,  which  is        -  «'*     — d""    *'. 
received   into  the  angular  interval  be- 
tween the  two  pterygoid  plates  of  the 
sphenoid    at    their    inferior   extremity. 

This  process  presents  at  its  back  part      „  * 

three  grooves,  a  median  and  two  lateral      ; 
ones.     The  former  is  smooth,  and  forms      ; 

part    of  the   pterygoid    fossa,   affording      >  *"+ 

attachment   to  the    Internal    pterygoid 
muscle;    whilst  the  lateral  grooves  are 
rough  and  uneven,  for  articulation  with       j 
the  anterior  border  of   each  pterygoid      ^ 
plate.      A   few  fibres   of  the   External 
pterygoid  muscle   and  of  the  Superior 

constrictor  also  arise  from  the  tuberosity  *- 

of  the  palate  bone.      The  base  of  this  ' 

process,  continuous  with  the  horizontal 
portion  of  the  bone,  presents  the  aper-  ""*,«r 

tures  of  the  accessory  descending  pala- 
tine canals ;  whilst  its  outer  surface  is  rough  for  articulation  with  the  inner 
surface  of  the  body  of  the  superior  maxillary  bone. 

The  superior  border  of  the  vertical  plate  presents  two  well-marked  processes 
separated  by  an  intervening  notch  or  foramen.  The  anterior,  or  larger,  is  called 
the  orbital  process ;  the  posterior,  the  sphenoidal. 

The  Orbital  Process,  directed  upwards  and  outwards,  is  placed  on  a  higher 
level  than  the  sphenoidal.  It  presents  five  surfaces,  which  inclose  a  hollow 
cellular  cavity,  and  is  connected  to  the  perpendicular  plate  by  a  narrow  con- 
stricted neck.  Of  these  five  surfaces,  three  are  articular,  two  non -articular,  or 
free  surfaces.  The  three  articular  are  the  anterior  or  maxillary  surface,  which 
is  directed  forwards,  outwards,  and  downwards,  is  of  an  oblong  form  and  rough 
for  articulation  with  the  superior  maxillary  bone.  The  posterior  or  sphenoidal 
surface  is  directed  backwards,  upwards,  and  inwards.  It  ordinarily  presents  a 
small  open  cell,  which  communicates  with  the  sphenoidal  sinus,  and  the  margins 
of  which  are  serrated  for  articulation  with  the  vertical  part  of  the  sphenoidal 
turbinated  bone.  The  internal  or  ethmoidal  surface  is  directed  inwards,  upwards, 
and  forwards,  and  articulates  with  the  lateral  mass  of  the  ethmoid  bone.  In  some 
cases,  the  cellular  cavity  above  mentioned  opens  on  this  surface  of  the  bone ;  it 
then  communicates  with  the  posterior  ethmoidal  cells.  More  rarely  it  opens  on 
both  surfaces,  and  then  communicates  both  with  the  posterior  ethmoidal  cells,  and 
the  sphenoidal  sinus.  The  non-articular  or  free  surfaces  are  the  superior  or 
orbital,  directed  upwards  and  outwards,  of  triangular  form,  concave,  smooth,  and 
forming  the  back  part  of  the  floor  of  the  orbit,  and  the  external  or  zygomatic 
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surface,  directed  outwards,  backwards,  and  downwards,  of  an  oblong  form,  smooth, 
lying  in  the  spheno-maxillary  fossa,  and  looking  into  the  zygomatic  fossa.  The 
latter  surface  is  separated  from  the  orbital  by  a  smooth  rounded  border,  which 
enters  into  the  formation  of  the  spheno-maxillary  fissure. 

The  Spherioidal  Process  of  the  palate  bone  is  a  thin  compressed  plate,  much 
smaller  than  the  orbital,  and  directed  upwards  and  inwards.  It  presents  three 
surfaces  and  two  borders.  The  superior  surface,  the  smallest  of  the  three,  articu- 
lates with  the  horizontal  part  of  the  sphenoidal  turbinated  bone;  it  presents  a 
groove  which  contributes  to  the  formation  of  the  pterygopalatine  canal.  The 
internal  surface  is  concave,  and  forms  part  of  the  outer  wall  of  the  nasal  fossa. 
The  external  surface  is  divided  into  an  articular  and  a  non-articular  portion;  the 
former  is  rough  for  articulation  with  the  inner  surface  of  the  pterygoid  process 
of  the  sphenoid ;  the  latter  is  smooth,  and  forms  part  of  the  zygomatic  fossa. 
The  anterior  border  forms  the  posterior  boundary  of  the  spheno-palatine  fora- 
men. The  posterior  border,  serrated  at  the  expense  of  the  outer  table,  articulates 
with  the  inner  surface  of  the  pterygoid  process. 

The  orbital  and  sphenoidal  processes  are  separated  from  one  another  by  a  deep 
notch,  which  is  converted  into  a  foramen,  the  spheno-palatine,  by  articulation 
with  the  sphenoidal  turbinated  bone.  Sometimes  the  two  processes  are  united 
above,  and  form  between  them  a  complete  foramen,  or  the  notch  is  crossed  by  one 
or  more  spiculae  of  bone,  so  as  to  form  two  or  more  foramina.  In  the  articulated 
skull,  this  foramen  opens  into  the  back  part  of  the  outer  wall  of  the  superior 
meatus,  and  transmits  the  spheno-palatine  vessels  and  nerves. 

Development.  From  a  single  centre,  which  makes  its  appearance  at  the  angle 
of  junction  of  the  two  plates  of  the  bone.  From  this  point  ossification  spreads 
inwards  to  the  horizontal  plate,  downwards  into  the  tuberosity,  and  upwards  into 
the  vertical  plate.  In  the  foetus,  the  horizontal  plate  is  much  longer  than  the 
vertical ;  and  even  after  it  is  fully  ossified,  the  whole  bone  is  at  first  remarkable 
for  its  shortness. 

Articulations.  With  six  bones ;  the  sphenoid,  ethmoid,  superior  maxillary,  in  • 
ferior  turbinated,  vomer,  and  opposite  palate. 

Attachment  of  Muscles.  The  Tensor  palati,  Azygos  uvulae,  Internal  and  External 
pterygoid,  and  Superior  constrictor  of  the  pharynx. 

The  Inferior  Turbinated  Bones. 

The  Inferior  Turbinated  Bones  are  situated  one  on  each  side  of  the  outer  wall 
•of  the  nasal  fossae.  Each  consists  of  a  layer  of  thin  spongy  bone,  curled  upon 
itself  like  a  scroll,  hence  its  name  "turbinated;"  and  extends  horizontally  along 
the  outer  wall  of  the  nasal  fossa,  immediately  below  the  orifice  of  the  antrum. 
Each  bone  presents  two  surfaces,  two  borders,  and  two  extremities. 


Fig.  146. — Right  Inferior  Turbinated  Bone. 
Internal  Surface. 


Fig.  147. — Bight  Inferior  Turbinated 
Bone.     Outer  Surface. 


The  internal  s urface  (Fig.  146)  is  convex,  perforated  by  numerous  apertures, 
and  traversed  by  longitudinal  grooves  and  canals  for  the  lodgment  of  arteries 
and  veins.  In  the  recent  state  it  is  covered  by  the  lining  membrane  of  the  nose. 
The  external  surface  is  concave  (Fig.  147),  and  forms  part  of  the  inferior  meatus. 
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Its  upper  border  is  thin,  irregular,  and  connected  to  various  bones  along  the 
outer  wall  of  the  nose.  It  may  be  divided  into  three  portions;  of  these,  the 
anterior  articulates  with  the  inferior  turbinated  crest  of  the  superior  maxillary 
bone;  the  posterior  with  the  inferior  turbinated  crest  of  the  palate  bone;  the 
middle  portion  of  the  superior  border  presents  three  well-marked  processes, 
which  vary  much  in  their  size  and  form.  Of  these  the  anterior  and  smallest  is 
situated  at  the  junction  of  the  anterior  fourth  with  the  posterior  three-fourths 
of  the  bone;  it  is  small  and  pointed,  and  is  called  the  lachrymal  process,  for  it 
articulates  with  the  anterior  inferior  angle  of  the  lachrymal  bone,  and  by  its 
margins,  with  the  groove  on  the  back  of  the  nasal  process  of  the  superior  maxil- 
lary, and  thus  assists  in  forming  the  lachrymal  canal.  At  the  junction  of  the 
two  middle  fourths  of  the  bone,  but  encroacning  on  its  posterior  fourth,  a  broad 
thin  plate,  the  ethmoidal  process,  ascends  to  join  the  unciform  process  of  the 
ethmoid ;  from  the  lower  border  of  this  process  a  thin  lamina  of  bone  curves 
downwards  and  outwards,  hooking  over  the  lower  edge  of  the  orifice  of  the 
antrum,  which  it  narrows  below ;  it  is  called  the  maxillary  process,  and  fixes 
the  bone  firmly  on  to  the  outer  wall  of  the  nasal  fossa.  The  inferior  border  is 
free,  thick,  and  cellular  in  structure,  more  especially  in  the  middle  of  the  bone. 
Both  extremities  are  more  or  less  narrow  and  pointed.  If  the  bone  is  held  so 
that  its  outer  concave  surface  is  directed  backwards  (i.  e.,  towards  the  holder), 
and  its  superior  border,  from  which  the  lachrymal  and  ethmoidal  processes  pro- 
ject, upwards,  the  lachrymal  process  will  be  directed  to  the  side  to  which  the 
bone  belongs. 

Development.  By  a  single  centre,  which  makes  its  appearance  about  the  middle 
of  foetal  life. 

Articulations.  With  four  bones:  one  of  the  cranium,  the  ethmoid,  and  three 
of  the  face,  the  superior  maxillary,  lachrymal,  and  palate. 

No  muscles  are  attached  to  these  bones. 


Ala, 


The  Vomer. 

The  Vomer  is  a  single  bone,  situated  vertically  at  the  back  part  of  the  nasal 
fossae,  forming  part  of  the  septum  of  the  nose.  It  is  thin,  somewhat  like  a  plough- 
share in  form ;  but  it  varies  in  different  individuals,  being  frequently  bent  to 
one  or  the  other  side ;  it  pre- 
sents for  examination  two  sur-  Fig.  148.— Vomer. 
faces  and  four  borders.  The 
lateral  surfaces  are  smooth, 
marked  by  small  furrows  for 
the  lodgment  of  bloodvessels, 
and  by  a  groove  on  each  side 
sometimes  a  canal,  the  naso- 
palatine, which  runs  obliquely 
downwards  and  forwards  to 
the  intermaxillary  suture  be- 
tween the  two  anterior  pala- 
tine canals;  it  transmits  the 
naso-palatine  nerve.  The  su- 
perior border,  the  thickest, 
presents  a  deep  groove,  boun- 
ded on  each  side  by  a  hori- 
zontal projecting  ala  of  bone : 

the  groove  receives  the  rostrum  of  the  sphenoid,  whilst  the  alae  are  overlapped 
and  retained  by  laminae  (the  vaginal  processes)  which  project  from  the  under 
surface  of  the  body  of  the  sphenoid  at  the  base  of  the  pterygoid  processes.  At 
the  front  of  the  groove  a  fissure  is  left  for  the  transmission  of  bloodvessels  to 
the  substance  of  the  bone.  The  inferior  border,  the  longest,  is  broad  and  uneven 
in  front,  where  it  articulates  with  the  two  superior  maxillary  bones ;  thin  and 
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sharp  behind,  where  it  joins  with  the  palate  bones.  The  upper  half  of  the 
anterior  border  usually  consists  of  two  lamina)  of  bone,  between  which  is  received 
the  per)>endicular  plate  of  the  ethmoid,  the  lower  half  consisting  of  a  single 
rough  edge,  also  occasionally  channelled, which  is  united  to  the  triangular  carti- 
lage of  the  nose.  The  posterior  border  is  free,  concave,  and  separates  the  nasal 
fossa;  behind.     It  is  thick  and  bilid  above,  thin  below. 

Development.  The  vomer  at  an  early  period  consists  of  two  lamina?  separated 
by  a  very  considerable  interval,  and  inclosing  between  them  a  plate  of  cartilage 
which  is  prolonged  forwards  to  form  the  remainder  of  the  septum.  Ossification 
commences  in  it  at  about  the  same  period  as  in  the  vertebrae  (the  coalescence  of 
the  lamina;  taking  place  from  behind  forwards),  but  is  not  complete  until  after 
puberty. 

Articulations.  With  six  bones:  two  of  the  cranium,  the  sphenoid  and  ethmoid: 
and  four  of  the  face,  the  two  superior  maxillary  and  the  two  palate  bones,  and 
wilii  the  cartilage  of  the  septum. 

The  vomer  has  no  muscles  attached  to  it. 


U- 


The  Inferior  Maxillary  Bone. 


The  Inferior  Maxillary  Bone,  the  largest  and  strongest  bone  of  the  face,  serves 
for  the  reception  of  the  lower  teeth.  It  consists  of  a  curved  horizontal  portion, 
the  body,  and  two  pcriiendicular  portions,  the  rami,  which  join  the  back  part 
of  the  body  nearly  at  right  angles. 

The  Horizontal  portion,  or  body  (Fig.  149),  is  convex  in  its  general  outline. 
and  curved  somewhat  like  a  horse-shoe.      It  presents  for  examination   two 


Fig.  143.— luferior  Maxillary  Boue.     Outer  Surface.     Side  Vi 


surfaces  and  two  borders.  The  external  tmrfarr  is  convex  from  side  to  side, 
concave  from  above  downwards.  In  the  median  line  is  a  vertical  ridge,  the 
symphysis,  which  extends  from  the  upper  to  the  lower  border  of  the  bone,  and 
indicates  the  point  of  junction  of  the  two  pieces  of  which  the  bone  is  composed 
at  an  early  peri.nl  of  life.  The  lower  part  of  the  ridge  terminates  in  n  prominent 
triangular  eminence,  the  mental  process.  On  either  side  of  the  symphysis,  just 
below  the  roots  of  the  incisor  teeth,  is  n  depression,  the  incisive  f-'ssa  .for  the 
attachment  of  the  Levator  menti  (or  Levator  laliii  inferions);  and  still  more 
externally,  a  foramen,  the  mental  foramen,  for  the  passage  of  the  mental  nerve 
and  artery.     This  foramen  is  placed  just  below  the  root  of  the  second  bicuspid 
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tooth.  Running  outwards  from  the  base  of  the  mental  process  on  each  side,  is 
a  well-marked  ridge,  the  external,  oblique  line.  The  ridge  is  at  first  nearly 
horizontal,  but  afterwards  inclines  upwards  and  backwards,  and  is  continuous 
with  the  anterior  border  of  the  ramus;  it  affords  attachment  to  the  Depressor 
labii  infcrioris  and  Depressor  anguli  oris,  below  which  the  Platysma  myoides  is 
inserted. 

The  internal  surface  (Fig.  150)  is  concave  from  side  to  side,  convex  from  above 
downwards.  In  the  middle  line  is  an  indistinct-linear  depression,  corresponding 
to  the  symphysis  externally;  on  either  side  of  this  depression,  just  below  its 
centre,  are  four  prominent  tubercles,  placed  in  pairs,  two  above  and  two  below ; 
they  are  called  the  genial  tubercles,  and  afford  attachment,  the  upper  pair  to  the 
Genio-hyoglossi  muscles,  the  lower  pair  to  the  Genio-hyoidei  muscles.  Some- 
times the  tubercles  on  each  side  are  blended  into  one,  or  they  all  unite  into  an 
irregular  eminence  of  bone,  or  nothing  but  an  irregularity  may  be  seen  on  the 
surface  of  the  bone  at  this  part.  On  either  side  of  the  genial  tubercles  is  an 
oval  depression,  the  sublingual  fossa,  for  lodging  the  sublingual  gland;   and 

Fig.  150.— Inferior  Maxillary  Bone.     Inner  Surface.     Side  View. 


beneath  the  fossa,  a  rough  depression  on  each  side,  which  gives  attachment  to 
the  anterior  belly  of  the  Digastric  muscle.  At  the  back  part  of  the  sublingual 
fossa,  the  internal  oblique  line  (mylo-hyoidean)  commences;  it  is  at  first  faintly 
marked,  but  becomes  more  distinct  as  it  passes  upwards  and  outwards,  and  is 
especially  prominent  opposite  the  last  two  molar  teeth;  it  affords  attachment 
throughout  its  whole  extent  to  the  Mylohyoid  muscle,  the  Superior  constrictor 
of  the  pharynx  with  the  pterygo  maxillary  ligament,  being  attached  above  its 
posterior  extremity,  nearer  the  alveolar  margin.  The  portion  of  bone  above 
this  ridge  is  smooth,  and  covered  by  the  mucous  membrane  of  the  mouth; 
whilst  that  below  it  presents  an  oblong  depression,  the  submaxillary  fossa, 
wider  behind  than  in  Front,  for  the  lodgment  of  the  submaxillary  gland.  The 
external  oblique  line  and  the  internal  or  mylo-hyoidean  line  divide  the  body  of 
the  bone  into  a  superior  or  alveolar,  and  an  inferior  or  basilar  portion. 

The  superior  or  alveolar  border  is  wider,  and  its  margins  thicker  behind  than 
in  front.  It  is  hollowed  into  numerous  cavities,  for  the  reception  of  the  teeth; 
these  cavities  are  sixteen  in  number,  and  vary  in  depth  and  size  according  to 
the  teeth  which  they  contain.     To  its  outer  side,  the  Buccinator  muscle  is  at- 
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tached  as  far  forward  as  the  first  molar  tooth.  The  inferior  border  is  rounded, 
longer  than  the  superior,  and  thicker  in  front  than  behind ;  it  presents  a  shallow 
groove,  just  where  the  body  joins  the  ramus,  over  which  the  facial  artery  turns. 

The  Perpendicular  Portions,  or  Rami,  are  of  a  quadrilateral  form.  Each 
presents  for  examination  two  surfaces,  four  borders,  and  two  processes.  The 
external  surface  is  flat,  marked  with  ridges,  and  gives  attachment  throughout 
nearly  the  whole  of  its  extent  to  the  Masseter  muscle.  The  internal  surface 
presents  about  its  centre  the  oblique  aperture  of  the  inferior  dental  canal,  for 
the  passage  of  the  inferior  dental  vessels  and  nerve.  The  margin  of  this  open- 
ing is  irregular ;  it  presents  in  front  a  prominent  ridge,  surmounted  by  a  sharp 
spine,  which  gives  attachment  to  the  internal  lateral  ligament  of  the  lower  jaw ; 
and  at  its  lower  and  back  part  a  notch  leading  to  a  groove,  the  mylo-hyoidean, 
which  runs  obliquely  downwards  to  the  back  part  of  the  submaxillary  fossa ; 
and  lodges  the  mylo-hyoid  vessels  and  nerve :  behind  the  groove  is  a  rough 
surface  for  the  insertion  of  the  Internal  pterygoid  muscle.  The  inferior  dental 
canal  runs  obliquely  downwards  and  forwards  in  the  substance  of  the  ramus, 
and  then  horizontally  forwards  in  the  body ;  it  is  here  placed  under  the  alveoli, 
with  which  it  communicates  by  small  openings.  On  arriving  at  the  incisor 
teeth,  it  turns  back  to  communicate  with  the  mental  foramen,  giving  off  two 
small  canals,  which  run  forward,  to  be  lost  in  the  cancellous  tissue  of  the  bone 
beneath  the  incisor  teeth.  This  canal,  in  the  posterior  two-thirds  of  the  bone, 
is  situated  nearer  the  internal  surface  of  the  jaw ;  and  in  the  anterior  third, 
nearer  its  external  surface.  Its  walls  are  composed  of  compact  tissue  at  either 
extremity,  and  of  cancellous  in  the  centre.  It  contains  the  inferior  dental 
vessels  and  nerve,  from  which  branches  are  distributed  to  the  teeth  through 
small  apertures  at  the  basos  of  the  alveoli.  The  upper  border  of  the  ramus  is 
thin  and  presents  tw.oprocesses,  separated  by  a  deep  concavity,  the  sigmoid  notch. 
Of  these  processes,  the  anterior  is  the  coronoid,  the  posterior  the  condyloid. 

The  Coronoid  Process  is  a  thin,  flattened7,  triangular  eminence  of  bone,  which 
varies  in  shape  and  size  in  different  subjects,  and  serves  chiefly  for  the  attach- 
ment of  the  Temporal  muscle.  Its  external  surface  is  smooth,  and  affords 
attachment  to  the  Masseter  and  Temppral  muscles.  Its  internal  surface  gives 
attachment  to  the  Temporal  muscle,  and  presents  the  commencement  of  a  longi- 
tudinal ridge,  which  is  continued  to  the  posterior  part  of  the  alveolar  process. 
On  the  outer  side  of  this  ridge  is  a  deep  groove,  continued  below  on  the  outer 
side  of  the  alveolar  process ;  this  ridge  and  part  of  the  groove  afford  attach- 
ment, above,  to  the  Temporal ;  below,  to  the  Buccinator  muscle. 

The  Condyloid  Process,  shorter  but  thicker  than  the  coronoid,  consists  of  two 
portions :  the  condyle,  and  the  constricted  portion  which  supports  the  condyle, 
the  neck.  The  condyle  is  of  an  oblong  form,  its  long  axis  being  transverse,  and 
set  obliquely  on  the  neck  in  such  a  manner  that  its  outer  end  is  a  little  more 
forward  and  a  little  higher  than  its  inner.  It  is  convex  from  before  backwards, 
and  from  side  to  side,  the  articular  surface  extending  further  on  the  posterior 
than  on  the  anterior  surface.  The  neck  of  the  condyle  is  flattened  from  before 
backwards,  and  strengthened  by  ridges  which  descend  from  the  fore  part  and 
sides  of  the  condyle.  Its  lateral  margins  are  narrow,  and  present  externally  a 
tubercle  for  the  external  lateral  ligament.  Its  posterior  surface  is  convex ;  its 
anterior  is  hollowed  out  on  its  inner  side  by  a  depression  (the  pterygoid  fossa) 
for  the  attachment  of  the  External  pterygoid. 

The  lower  border  of  the  ramus  is  thick,  straight,  and  continuous  with  the 
body  of  the  bone.  At  its  junction  with  the  posterior  border  is  the  angle  of  the 
jaw,  which  is  either  inverted  or  everted,  ana  marked  by  rough  oblique  ridges 
on  each  side  for  the  attachment  of  the  Masseter  externally,  and  the  Internal 

Eterygoid  internally;  the  stylo-maxillary  ligament  is  attached  to  the  bone 
etween  these  muscles.  The  anterior  border  is  thin  above,  thicker  below,  and 
continuous  with  the  external  oblique  line.  The  posterior  border  is  thick,  smooth, 
rounded,  and  covered  by  the  parotid  gland. 
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Side  View  of  the  lower  jaw  at  different  Periods  of  Life. 

Fig.  151.— At  Birth. 


Fig.  152.— -At  Puberty. 


Fig.  153. -In  the  Adult. 


Fig.  154.— In  old  Age. 
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The  Sigmoid  Notch,  separating  the  two  processes,  is  a  deep  semilunar  depres- 
sion, crossed  by  the  masseteric  artery  and  nerve. 

Development.  This  bone  is  formed  at  such  an  early  period  of  life,  before, 
indeedj  any  other  bone  except  the  clavicle,  that  it  has  been  found  impossible  at 
present  to  determine  its  earliest  condition.  It  appears  probable,  however,  that 
it  is  developed  by  two  centres,  one  for  each  lateral  half,  the  two  segments  meet- 
ing at  the  symphysis,  where  they  become  united.  Additional  centres  have  also 
been  described  for  the  coronoia  process,  the  condyle,  the  angle,  and  the  thin 
plate  of  bone  which  forms  the  inner  side  of  the  alveolus. 

Ceanges  produced  in  the  Lower  Jaw  by  Age. 

The  changes  which  the  Lower  Jaw  undergoes  after  birth  relate — 1.  To  the  alterations  effect- 
ed in  the  body  of  the  bone  by  the  first  and  second  dentitions,  the  loss  of  the  teeth  in  the  aged, 
and  the  subsequent  absorption  of  the  alveoli.  2.  To  the  size  and  situation  of  the  dental  canal ; 
and,  3.  To  the  angle  at  which  the  ramus  joins  with  the  body. 

At  birth  (Fig.  151),  the  bone  consists  of  two  lateral  halves,  united  by  fibro-cartilaginous  tissue, 
in  which  one  or  two  osseous  nuclei  are  generally  found.  The  body  is  a  mere  shell  of  bone,  con- 
taining the  sockets  of  the  two  incisor,  the  canine,  and  the  two  temporary  molar  teeth,  imperfectly 
partitioned  from  one  another.  The  dental  canal  is  of  large  size,  and  runs  near  the  lower  border 
of  the  bone,  the  mental  foramen  opening  beneath  the  socket  of  the  first  molar.  The  angle  is 
obtuse,  from  the  jaws  not  being  as  yet  separated  by  the  eruption  of  the  teeth. 

After  birth  (Fig.  152),  the  two  segments  of  the  bone  become  joined  at  the  symphysis,  from 
below  upwards,  in  the  first  year ;  but  a  trace  of  separation  may  be  visible  in  the  beginning  of 
the  second  year,  near  the  alveolar  margin.  The  body  becomes  elongated  in  its  whole  length, 
but  more  especially  benind  the  mental  foramen,  to  provide  space  for  the  three  additional  teeth 
developed  in  this  part.  The  depth  of  the  body  becomes  greater,  owing  to  increased  growth  of 
the  alveolar  part,  to  afford  room  for  the  fangs  of  the  teeth,  and  by  thickening  of  the  subdental 
portion  which  enables  the  jaw  to  withstand  the  powerful  action  of  the  masticatory  muscles;  but 
the  alveolar  portion  is  the  deeper  of  the  two,  and  consequently,  the  chief  part  of  the  body  lies 
above  the  oblique  line.  The  dental  canal,  after  the  second  dentition,  is  situated  just  above  the 
level  of  the  mylo-hyoid  ridge ;  and  the  mental  foramen  occupies  the  position  usual  to  it  in  the 
adult.     The  angle  becomes  less  obtuse,  owing  to  the  separation  of  the  jaws  by  the  teeth. 

In  the  adult  (Fig.  153),  the  alveolar  and  basilar  portions  of  the  body  are  usually  of  equal 
depth.  The  mental  foramen  opens  midway  between  the  upper  and  lower  border  of  the  bone,  and 
the  dental  canal  runs  nearly  parallel  with  the  mylo-hyoid  line.  The  ramus  ia  almost  vertical  in 
direction,  and  joins  the  bodv  nearly  at  right  angles. 

In  old  age  (Fig.  154),  the  bone  becomes  greatly  reduced  in  size;  for,  with  the  loss  of  the 
teeth,  the  alveolar  process  is  absorbed,  and  the  basilar  part  of  the  bone  alone  remains ;  conse- 
quently the  chief  part  of  the  bone  is  below  the  oblique  line.  The  dental  canal,  with  the  mental 
foramen  opening  from  it,  is  close  to  the  alveolar  border.  The  rami  are  oblique  in  direction,  and 
the  angle  obtuse. 

Articulations.    With  the  glenoid  fossae  of  the  two  temporal  bones. 

Attachment  of  Muscles.  To  its  external  surface,  commencing  at  the  symphy- 
sis, and  proceeding  backwards :  Levator  menti,  Depressor  labii  inferioris,  De- 
pressor anguli  oris,  Platysma  myoides,  Buccinator,  Masseter :  a  portion  of  the 
Orbicularis  oris  (Accessorii  orbicularis  inferiores)  is  also  attached  to  this  sur- 
face. To  its  internal  surface,  commencing  at  the  same  point :  Genio-hyo-glossusT 
Genio-hyoideus,  Mylo-hyoideus,  Digastric,  Superior  constrictor,  Temporal, 
Internal  pterygoid,  External  pterygoid. 

THE  SUTURES. 

The  bones  of  the  cranium  and  face  are  connected  to  each  other  by  means  of 
sutures.  The  sutures  are  rows  of  dentated  processes  of  bone  projecting  from  the 
edge  of  either  bone,  and  locking  into  each  other :  the  dentations,  however,  are 
confined  to  the  external  table,  the  edges  of  the  internal  table  lying  merely  in 
apposition.  The  Cranial  Sutures  may  be  divided  into  three  sets :  1.  Those  at 
the  vertex  of  the  skull.  2.  Those  at  the  side  of  the  skull.  3.  Those  at  the 
base. 

The  sutures  at  the  vertex  of  the  skull  are  three :  the  sagittal,  coronal,  and 
lambdoid. 
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The  Sagittal  Suture  {interparietal)  is  formed  by  the  junction  of  the  two  parietal 
bones,  and  extends  from  the  middle  of  the  frontal  bone,  backwards  to  the  supe- 
rior angle  of  the  occipital.  In  childhood  and  occasionally  in  the  adult,  when 
the  two  halves  of  the  frontal  bone  are  not  united,  it  is  continued  forwards  to  the 
root  of  the  nose.  This  suture  sometimes  presents,  near  its  posterior  extremity, 
the  parietal  foramen  on  each  side;  and  in  front,  where  it  joins  the  coronal 
suture,  a  space  is  occasionally  left,  which  incloses  a  large  Wormian  bone. 

The  Coronal  Suture  {frontoparietal)  extends  transversely  across  the  vertex  of 
the  skull,  and  connects  the  frontal  with  the  parietal  bones.  It  dommences  at 
the  extremity  of  the  great  wing  of  the  sphenoid  on  one  side,  and  terminates  at 
the  same  point  on  the  opposite  side.  Tne  dentations  of  this  suture  are  more 
marked  at  the  sides  than  at  the  summit,  and  are  so  constructed  that  the  frontal 
rests  on  the  parietal  above,  whilst  laterally  the  frontal  supports  the  parietal. 

The  Lamhdoid  Suture  {occipitoparietal),  so  called  from  its  resemblance  to  the 
Greek  letter  a,"  connects  tne  occipital  with  the  parietal  bones.  It  commences  on 
each  side  at  the  mastoid  portion  of  the  temporal  bone,  and  inclines  upwards  to 
the  end  of  the  sagittal  suture.  The  dentations  of  this  suture  are  very  deep  and 
distinct,  and  are  often  interrupted  by  several  small  Wormian  bones. 

The  sutures  at  the  3ide  of  the  skull  are  also  three  in  number :  the  spheno- 
parietal, squamo-parietal,  and  masto-parietal.'  They  are  subdivisions  of  a  single 
suture,  formed  Between  the  lower  border  of  the  parietal,  and  the  temporal  and 
sphenoid  bones,  and  which  extends  from  the  lower  end  of  the  lambdoid  suture 
behind,  to  the  lower  end  of  the  coronal  suture  in  front. 

The  Spheno-parieta I  is  very  short;  it  is  formed  by  the  tip  of  the  great  wing 
of  the  sphenoid^  which  overlays  the  anterior  inferior  angle  of  the  parietal  bone. 

The  Squamo^oarietal,  or  squamous  suture,  is  arched.  It  is  formed  by  the 
squamous  portion  of  the  temporal  bone  overlapping  the  middle  division  of  the 
lower  border  of  the  parietal. 

The  Masto-parietal  is  a  short  suture,  deeply  dentated,  formed  by  the  posterior 
inferior  angle  of  the  parietal,  and  the  superior  border  of  the  mastoid  portion  of 
the  temporal. 

The  sutures  at  the  base  of  the  skull  are,  the  basilar  in  the  centre,  and  on  eacfi 
side,  the  petro-occipital,  the  masto-occipital,  the  petro-sphenoidal,  and  the 
squamo-sphenoidal. 

The  Basilar  Suture  is  formed  by  the  junction  of  the  basilar  surface  of  the 
occipital  bone  with  the  posterior  surface  of  the  body  of  the  sphenoid.  At  an 
early  period  of  life,  a  thin  plate  of  cartilage  exists  between  these  bones ;  but  in 
the  adult  they  become  fused  into  one.  Between  the  outer  extremity  of  the 
basilar  suture,  and  the  termination  of  the  lambdoid,  an  irregular  suture  exists, 
which  is  subdivided  into  two  portions.  The  inner  portion,  formed  by  the  union 
of  the  petrous  part  of  the  temporal  with  the  occipital  bone,  is  termed  the  petro- 
occipitaL  The  outer  portion,  formed  by  the  junction  of  the  mastoid  part  of  the 
temporal  with  the  occipital,  is  called  the  masto-occipital.  Between  the  bones 
forming  the  petro-occipital  suture,  a  thin  plate  of  cartilage  exists ;  in  the  masto- 
occipital  is  occasionally  found  the  opening  of  the  mastoid  foramen.  Between 
the  outer  extremity  of  the  basilar  suture  and  the  spheno-parietal,  an  irregular 
suture  may  be  seen,  formed  by  the  union  of  the  sphenoid  with  the  temporal 
bone.  The  inner  and  smaller  portion  of  this  suture  is  termed  the  petro-sphenoi- 
dal; it  is  formed  between  the  petrous  portion  of  the  temporal  and  the  great 
wing  of  the  sphenoid;  the  outer  portion,  of  greater  length,  and  arched,  is  formed 
between  the  squamous  portion  of  the  temporal  and  the  great  wing  of  the  sphe- 
noid :  it  is  called  the  squamo-sphenoidal. 

The  cranial  bones  are  connected  with  those  of  the  face,  and  the  facial  bones 
with  each  other,  by  numerous  sutures,  which,  though  distinctly  marked,  have 
received  no  special  names.  The  only  remaining  suture  deserving  especial  con- 
sideration, is  the  trajjsverse.  This  extends  across  the  upper  part  of  the  face,  and 
is  formed  by  the  junction  of  the  frontal  with  the  facial  bones :  it  extends  from 
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the  external  angular  process  of  one  side,  to  the  same  point  on  the  opposite  side, 
and  connects  the  frontal  with  the  malar,  the  sphenoid,  the  ethmoid,  the  lachrymal, 
the  superior  maxillary,  and  the  nasal  bones  on  each  side. 

The  sutures  remain  separate  for  a  considerable  period  after  the  complete  for- 
mation of  the  skull.  It  is  probable  that  they  serve  the  purpose  of  permitting 
the  growth  of  the  bones  at  their  margins;  while  their  peculiar  formation, 
together  with  the  interposition  of  the  sutural  ligament  between  the  bones  form- 
ing them,  prevents  the  dispersion  of  blows  or  jars  received  upon  the  skull.  Dr. 
Humphry  reftiarks,  "  that,  as  a  general  rule,  the  sutures  are  first  obliterated  at 
the  parts  in  which  the  ossification  of  the  skull  was  last  completed,  viz.,  in  the 
neighborhood  of  the  fontanelles ;  and  the  cranial  bones  seem  in  this  respect  to 
observe  a  similar  law  to  that  which  regulates  the  union  of  the  epiphyses  to  the 
shafts  of  the  long  bones."  The  same  author  remarks  that  the  time  of  their  dis- 
appearance is  extremely  variable :  they  are  sometimes  found  well-marked  in 
skulls  edentulous  with  age,  while  in  others  which  have  only  just  reached  matu- 
rity they  can  hardly  be  traced. 


THE  SKULL. 

The  Skull,  formed  by  the  union  of  the  several  cranial  and  facial  bones  already 
described,  when  considered  as  a  whole,  is  divisible  into  five  regions :  a  superior 
region  or  vertex,  an  inferior  region  or  base,  two  lateral  regions,  and  an  anterior 
region,  the  face. 

Vertex  of  the  Skull. 

The  Superior  Eegion,  or  Vertex,  presents  two  surfaces,  an  external  and  an  in- 
ternal. 

The  Externql__Surfa.ee  is  bounded,  in  front,  by  the  nasal  eminences  and  super- 
ciliary  ridges ;  behind,  by  the  occipitaTprotuberance  and  superior  curved  Tmes 
of  the  occipital  bone ;  laterally,  by  an  imaginary  line  extending  from  the  outer 
end  of  the  superior  curvecttine,  along  the  temporal  ridge,  to  the  external  angu- 
lar  process  of  the  frontal.  This  surface  includes  the  vertical  portion  oT  the 
frontal,  the  greater  part  of  the  parietal,  and  the  superior  third  of  the  occipital 
bone  ;  it  is  smooth,  convex,  of  an  elongated  oval  form,  crossed  transversely  bv 
the  coronal  suture,  and  from  before  backwards  bv  the  sagittal,  which  terminates 
behind  in  the  lambdoid.  From  before  backwards  may  be  seen  the  frontal  emi- 
nences and  remains  of  the  suture  connecting  the  two  lateral  halves  of  the  frontal 
bone ;  on  each  side  of  the  sagittal  suture  are  the  parietal  foramen  and  parietal  emi- 
nence, and  still  more  posteriorly  the  smooth  convex  surface  of  the  occipital  bone. 

The  Internal  Surface  is  concave,  presents  eminences  and  depressions  for  the 
convolutions  of  the  cerebrum,  and  numerous  furrows  for  the  lodgment  of  branches 
of  the  meningeal  arteries.  Along  the  middle  line  of  this  surface  is  a  longitudinal 
groove,  narrow  in  front,  where  it  terminates  in  the  frontal  crest ;  broader  behind  ; 
it  lodges  the  superior  longitudinal  sinus,  and  its  margin  affords  attachment  to 
the  falx  cerebri.  On  either  side  of  it  are  several  depressions  for  the  Pacchionian 
bodies,  and"  at  its  back  part,  the  internal  openings  of  the  parietal  foramina.  This 
surface  is  crossed,  in  front,  by  the  coronal  suture ;  from  before  backwards,  by 
the  sagittal ;  behind,  by  the  lambdoid. 

Base  of  the  Skull. 

The  Inferior  Eegion,  or  Base  of  the  skull,  presents  two  surfaces,  an  internal 
or  cerebral,  and  an  external,  or  basilar. 

The  Internal  or  Cerebral  Surf  ace  (Fig.  155)  presents  three  fossaa,  on  each  side, 
called  the  anterior \  middle,  and  posterior  fossje  of  the  cranium. 

The  Anterior  Fossa  is  formed  by  "tbe  orbital  plate  of  the  frontal,  the  cribriform 
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plate  of  the  ethmoid,  the  ethmoidal  spine  and  lesser  wing  of  the  sphenoid.  It  is 
the  >n™rt  elevated  o£ thg  'hree  Ibaate",  convex  externally  where  it  corresponds  to 
the  roofof  the  orbit,  concave  in  the  median  line  in  the  situation  of  the  cribri-  • 
form  plate  of  the  ethmoid.  It  is  traversed  by  three  sutures,  the  ethmoido- fron- 
tal, e th m o -sphenoidal,  and  fron to- sphenoidal ;  and  lodges  the  anterior  lobe  of 
the  cerebrjim.     It  presents,  in  tHeTnGflian  line,  from  before  backwards,  the  com-    ' 

Fig.  155.— Base  or  the  Skull.     Inner  or  Cerebral  Surface.  \ 
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mencemeiit  of  the  gnrnnvp  for  thft  superior  lnngntnrlina.1  sinus,  and  tlie  cjgai^for 
the  attachment  of  the  falx  cerebri ;  the  foramen  caecum,  an  aperture  formed  by 
the  frontal  bone  and  the  crista  galli  of  the  ethmoidT  which,  if  pervious,  trans- 
mits a  small  vein  from  the  nose  to  the  superior  longitudinal  sinus ;  behind  the 
foramen  caecum,  the  crista  galli,  the  posterior  margin  of  which  affords  attach- 
ment to  the  falx  cerebri ;  on  either  side  of  the  crista  galli,  the  olfactory  groove, 
which  supports  the  bulb  of  the  olfactory  nerve,  and  is  perforated  by  three  rows 
of  orifices  for  its  filaments,  and  in  front  by  a  slit-like  opening,  for  the  nasal 
branch  of  the  ophthalmic  nerve.  On- the  outer  side  01  eacn  olfactory  groove  are 
the  internal  openings  of  the  anterior  and  posterior  ethmoidal  foramina ;  the 
former,  situated  about  the  middle  of  the  outer  margin  of  the  olfactory  groove, 
transmits  the  anterior  p,th  117,01  rial  artery  and  the  nasal  nerve,  which  runs  in  a 
depression  along  the  surface  of  the  ethmoid,  to  the  slit-like  opening  above  men- 
tioned ;  whilst,  the  posterior  ethmoidal  foramen  opens  at  the  back  part  of  this 
margin  under  cover  of  the  project ingTamina  6F  the  sphenoid,  and  transmits  the 
posterior  ethmoidal  artery  and  vein  to  the  posterior  ethmoidal  cells.  Further 
back  in  the  middle  lln(J  is  the  ethmoidal  spine,  bounded  behind  by  an  elevated 
ridge,  separating  a  longitudinal  groove  on  each  side  which  supports  the  olfactory 
nerve.  The  anterior  fossa  presents  laterally  eminences  and  depressions  for  the 
convolutions  of  the  brain,  and  grooves  for  the  lodgment  of  the  anterior  menin- 
geal  arteries. 

The  Middle  Fossa,  somewhat  deeper  than  the  preceding,  is  narrow  in  the 
middle  and  becomes  wider  as  it  expands  laterally.  It  is  bounded  in  front  by 
the  posterior  margin  of  the  lesser  wing  of  the  sphenoid,  the  anterior  clinoid 
process,  and  the  anterior  iiTargiii  of  the~opfTc_  groove;  behind,  hy  the  upper 
bordQrJoJLthe  petrous  portio^^ the  temporal,  ana  basilar  suture;  externally,  by 
the  squamous  portion  of  the  temporal,  and  anterior  inferior  angle  of  the  parietal 
bone,  and  is  separated  from  its  fellow  by  the  sella  Turcica.  It  is  traversed  by  "four 
sutures,  the  squamous,  spheno-parietal,  sphenojtemporal,  and  petro-sphenoiclal7 
In*TEe  middle  linepfrom  before  backwards,  is  the  optic  groove,  which  supports 
the  optic  commissure,  and  terminates  on  each  side  in  the  optic  foremen,  for  the 
passage  of  the  optic  nerve  and  ophthalmic  artery ;  behind  the  optic  groove  is  the 
olivary  process,  aha  laterally  the  anterior  clinoid  processes,  to  wnich  are  attached 
the  folds  of  the  dura  mater,  which  form  the  cavernous  sinuses.  Separating  the 
middle  fossae  is  the  sella  Turcica,  a  deep  depression,  which  lodges  the  pituitary 
gland,  bounded  in  front  by  a  small  eminence  on  either  side,  the  middle  clinoid 


pTocess,  and  behind  by  a  broad  square  plate  of  bone,  surmounted  at  each  superior 
angteTby  a  tubercle,  the  posterior  clinoid  process ;  beneath  the  latter  process  is  a 
groove,  for  the  sixth  nerve.  Un  each  side  of  the  sella  Turcica  is  the  cavernous 
groove ;  it  is  broaTI^  shallow,  and  curved  somewhat  like  the  italic  letter  /;  it 
commences  behind  at  the  foramen  lacerum  medium,  and  terminates~on  {He  inner 
side  of  the  anterior  clinoid  process.  This  groove  lodges  the  cavernous  sinus,  the 
internal  carotid  artery,  and  the  nerves  of  the  orbit.  The  sides  of  the  middle 
fossa  are  of  considerable  depth ;  they  present  eminences  and  depressions  for  the 
middle  lobes  of  the  brain,  and  grooves  for  the  branches  of  the  middle  meningeal 
artery;  the  latter  commence  on  the  outer  side  of  the  foramen  sjgtTMlJUfll,  imd 
consist  of  two  large  branches,  an  anterior  and  a  posterior;  the  former  passing 
upwards  and  forwards  to  the  anterior  inferior  angle  of  the  parietal  bone,  the 
latter  passing  upwards  and  backwards.  The  following  foramina  may  also  be 
seen  from  before  backwards.  Most  anteriorly  is  the  foramen  lacerum  anterius, 
or  sphenoidal  fissure,  formed  above  by  the  lesser  wing  ot  the  sphenoid;  below 
by  the  greater  wing;  internally,  by  the  body  of  the  sphenoid;  and  completed 
externally  by  the  orbital  plate  of  the  frontal  bone.  It  transmits  the  third,  fourth, 
the  three  branches  of  the  ophthalmic  division  of  the  fifth,  the  sixth  ^twrV^and 
the  ophthalmic  vein.  Behind  the  inner  extremity  of  the  sphenoidal  Bssure  is 
the  foramen  rotundum,  for  the  passage  of  the  second  division  of  the  fifth  or 
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superior  maxillary  nerve;  dtill  more  posteriorly  is  seen  a  small  orifice,  the 
foramenVg^alii,  an  opening,  situated  between  the  foramen  rotundum  and  ovale, 
a  littlSrTnternal  to  both;  it  varies  in  size  in  different  individuals,  and  is  often 
absent ;  when  present,  it  transmits  a  small  vein.  It  opens  below  in  the  pterygoid 
fossa,  just  at  the  outer  side  of  the  scaphoid  depression^  Behind  and  external  to 
the  latter  opening  is  the  foramen  ovale,  which  transmits  the  third  division  of 
the  fifth  nr  inferior  tt^yiIWjT  Tifirv"  +h*  small  meningeal  artery,  and  the  small 


petrosal  nerve.  On  the  outer  side  of  the  foramen  ovale  is  the  foramen  spinosum 
for  the  passage  of  the  middle  meningeal  artery;  and  on  the  inner  side  of  the 
foramen  ovale,  the  foramenlacerum  medium.  The  lower  part  of  this  aperture  is 
filled  up  with  carti]flgflT|n  jjia  r^p.nt,  atfitp.  On  the  anterior  surface  of  the  petrous 
portion  of  the  temporal  bone  is  seen,  from  without  inwards,  the  eminence  caused 
by  the  projection  of  the  superior  semicircular  canal,  the  groove  leading  to  the 
hiatus  Fallopii,  for  the  transmission  of  the  petrosal  branch  of  the  Vidian  nerve ; 
beneath  it,  the  smaller  groove,  for  the  passage  of  the  smaller  petrosal  nerve ;  and, 
near  the  apex  of  the  bone,  the  depression  for  the  Casserian  ganglion,  and  the 
orifice  of  the  carotid  canal,  for  the  passage  of  the  internal  carotid  artery  and 
carotid  plexus  of  nerves.  ~ 

The  Posterior  Fossa,  deeply  concave,  is  the  largest  of  the  three,  and  situated 
on  a  lower  level  than  either  of  the  preceding.  It  is  formed  by  the  occipital,  the 
petrous  and  mastoid  portions  of  the  temporal,  and  the  posterior  inferior  angle  of  ~ 
the  parietal  bone :  is  crossed  by  three  sutures,  the  petro-occipital,  masto-occipital,  ^. 
and  masto-parietal;  and  lodges  the  cerebellum,  pons"Varolii,  and  medulla  oblon- 
gata. It  is  separated  from  the  middle  fossa  in  the  median  line  by  the  basilar 
suture,  and  on  each  side  by  the  superior  border  of  the  petrous  portion  of  the 
temporal  bone.  This  border  serves  for  the  attachment  of  the  tentorium  cerebelli, 
is  grooved  externally  for  the  superior  petrosal  sinus,  and  at  its  inner  extremity 
presents  a  notch,  upon  which  rests  the  fifth  nerve.  The  circumference  of  the 
fossa  is  bounHedposteriorly  by  the  grooves  for  the  lateral  sinuses.  In  the  centre 
of  this  fossa  is  the  foramen  magnum,  bounded  on  either  side  by  a  rough  tubercle, 
which  gives  attachment  to  the  odontoid  ligaments;  and  a  little  above  these  are 
seen  the  internal  openings  of  the  anterior  condyloid  foramina.  In  front  of  the 
foramen  magnum  is  the  basilar^  process,  grdovecl  for  the  support  of  the  medulla 
oblongata  and  pons  Varolii,  and  "articulating  on  each  side  with  the  petrous 
portion  of  the  temporal  bone,  forming  the  petro-occipital  suture,  the  anterior 
half  of  which  is  grooved  forlhe  inferior  petrosal  sinus,  The  posterior  half  being 
encroached  upon  by  the  foramen  lacerum  posterius,  or  jugular  foramen.  This 
foramen  is  partially  subdivided  into  two  parts;  the  posterior  and  larger  division 
transmitting  the  internal  jugular  vein  and  meningeal  brandies  6f"the  ascending 
pharyngeal  and  occipital  arteries,  "the  anterior  the  eighth  pair  of  nerves.  Above 
the  jugular  foramen  is  the  internal  auditory  foramen,  For  the  facial  and  auditory 
nerves  and  auditory  artery;  behind  and  external  to  this  is  the  slit-like  opening 
leading  into  the  aquaaductus  vestibuli ;  whilst  between  the  two  latter,  and  near 
the  superior  border  or  the  petrous  portion,  is  a  small  triangular  depression  which 
lodges  a  process  of  the'diira  mater,  and  occasionally  transmits  a  small  vein  into 
the  substance  of  the  bone.  Behind  the  foramen  magnum  are  the  inferior  occipital 
fossae,  which  lodge  the  hemispheres  of  the  cerebellum,  separated  from  one  another 
by  the  internal  occipital  crest,  which  serves  for  the  attachment  of  the  falx  cere- 
belli, and  lodges  the  occipital  sinuses.  The  posterior  fossas  are  surmounted, 
above,  by  the  deep  transverse  grooves  for  the  lodgment  of  the  lateral  sinuses. 
These  channels,  in  their  passage  outwards,  groove  the  occipital  bone,  the  posterior 
inferior  angle  of  the  parietal,  the  mastoid  portion  of  the  temporal,  and  the  occi- 
pital just  behind  the  jugular  foramen,  at  the  back  part  of  which  they  terminate. 
Where  this  sinus  grooves  the  mastoid  part  of  the  temporal  bone,  the  orifice  of 
the  mastoid  foramen  may  be  seen;  ana,  just  previous  to  its  termination,  it  has 
opening  mfoltlhe  posterior  condyloid  foramen.  Neither  foramen  is  constant. 
The  External  Surface  of  the  base  of  the  skull  (Fig.  156)  is  extremely  irregular. 
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It  is  bounded  in  front  by  the  incisor  teeth  in  the  upper  jaws;  behind,  by  the 
superior  curved  lines  of  the  occipital  bone;  and  laterally  by  the  alveolar  arch, 

Fig.  156.— Base  of  the  Skull.    External  Surface. 
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the  lower  border  of  the  malar  bone,  the  zygoma,  and  an  imaginary  line,  extending 
from  the  zygoma  to  the  mastoid,  process  ami  extremity  oixhe  superior  curved 
line  of  the  occiput.  It  is  formed  by  the  palate  processes  of  the  superior  maxillary 
and  palate  bones,  the  vomer,  the  pterygoid  processes,  under  surface  of  the  great 
wing,  spinousjDrocesses  and  part  of  theTJod^  of  the  sphenoid,  the  under  surface 
of  the  squamous,  mastoid,  and  petrous  portions  of  the  temporal,  and  the  under 
surface  of  the  occipital  bone.  The  anterior  part  of  the  base  of  the  skull  is  raised 
above  the  level  of  the  rest  of  this  surface  (when  the  skull  is  turned  over  for  the 
purpose  of  examination),  surrounded  by  tne  alveolar  process,  which  is  thicker 
behind  than  in  front,  and  excavated  by  sixteen  depressions  for  lodging  the  teeth 
of  the  upper  jaw ;  the  cavities  varying  inHepth  and  size  according  to  the  teeth 
they  contain.  Immediately  behind  the  incisor  teeth  is  the  anterior  palatine  fossa. 
At  the  bottom  of  this  fossa  may  usually  be  seen  fouxJipertures,"  two  placed 
laterally,  which  open  above,  one  in  the  floor  of  each  nostril,  and  transmit  the 
anterior  palatine  vessels,  and  two  in  the  median  line  of  the  intermaxillary  suture, 
one  In  front  of  the  other,  the  anterior  transmitting  the  left,  and  the  posterior  (the 
larger)  the  right  naso-galatine  nerve.  "These  two  latter  canals  are  sometimes 
wanting,  or  they  may  join  to  form  a  single  one,  or  one  of  them  may  open  into 
one  of  the  lateral  canals  above  referred  to.  The  palatine  vault  is  concave, 
uneven,  perforated  by  numerous  foramina,  marked  by  depressions  for  the  palatal 
glands,  and  crossed  by  a  crucial  suture,  formed  by  the  junction  of  the  four  bones 
of  which  it  is  composed.  One  or  two  small  foramina,  in  the  alveolar  margin 
behind  the  incisor  teeth,  occasionally  seen  in  the  adult,  almost  constant  in  young 
subjects,  are  called  the  incisive  foramina;  they  transmit  nerves  and  vessels  to 
the  incisor  teeth.  At  each  posterior  angle  of  the  hard  palate  is  the  posterior 
palatine  foramen,  for  "the"  transmission  of  the  posterior  palatine  vessels  and 
descending  palatine  nerve,  and  running  forwards  and  inwards  from  it  a  groove, 
which  lodges  the  same  vessels  and  nerve.  Behind  the  posterior  palatine  foramen 
is  the  tuberosity  of  the  palate  bone,  perforated  by  one_qr_more  accessory  pos- 
terior palatine  canals,  and  marked  by  the  commencement  of  a  ridge,  which  runs 
transversely  inwards,  and  serves  for  the  attachment  of  the  tendinous  expansion 
of  the  Tensor  palati  muscle.  Projecting  backwards  from  the  centre  of  the  pos- 
terior border  of  the  hard  palate  is  the  posterior  _nasal  spine,  for  the  attachment 
of  the  Azygos  uvulae.  Behind  and  above  theTiard  palate  is  the  posterior  aper- 
ture of  the  nares,  divided  into  two  parts  by  the  vomer,  boundea  above  by  the 
body  of  the  "Sphenoid,  below  by  the  horizontal  plaleTof  the  palate  bone,  and 
laterally  by  the  pterygoid  processes  of  the  sphenoid.  Each  aperture  measures 
about  an  \j\oh  in  the,  vATti^j  and  half  an.  inch  in  the  transverse  direction.  At 
the  base  of  the  vomer  may  be  seen  the  expanded  alas  of  this  bone,  receiving 
between  them  the  rostrum  of  the  sphenoid.  Near  the  lateral  margins  of  the 
vomer,  at  the  root  6F~the  pterygoii^jEocesses,  are  the  pterygopalatine  canals. 
The  pterygoid  process,  which'  bounds  the  posterior  nares  on  each,  side,  presents 
near  its  base  the  pterygoid  or  Vidian  canal,  for  the  Vidian  nerve  and  artery. 
Each  process  consists  of  two  plates,  which  bifurcate  at  the  extremity  to  receive 
the  tuberosity  of  the  palate  bone,  and  are  separated  behind  by  the  pterygoid 
fossa,  which  lodges  the  Internal  pterygoid  muscle.  The  internal  plate  is  long  and 
naTrTJW,  presenting  on  the  outer  side  of  its  base  the  scaphoid  fossa,  for  the  origin 
of  the  Tensor  palati  muscle,  and  at  its  extremity  the  hamular  process,  around 
which  the  tendon  of  this  muscle  turns.  The  external  pterygoid  plate  is  broad, 
forms  the  inner  boundary  of  the  zygomatic  fossa,  and  affords  attachment,  by  its 
outer  surface,  to  the  External  ptcrygoIcTmuscle. 

Behind  the  nasal  fossas  in  the  middle  line  is  the  basilar  surface  of  the  occipital 
hone,  presenting  in  its  centre  the  pharyngeal  spincTbf  the  attachment  of  the 
Superior  constrictor  muscle  of  the  pharynx,  with  depressions  on  each  side  for 
the  insertion  of  the  Bcctus  capitis  anticus  major  and  minor.  At  the  base  of  the 
external  pterygoid  plate  is  the  foramen  ovale;  behind  this,  the  foramen  spinosum, 
and  the  prominent  spinous  process  of  the  sphenoid,  which  gives  attachment  to 
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the  internal  lateral  ligament  of  the  lower  jaw  and  the  Laxator  tympani  muscle. 
External  to  the  spinous  process  is  the  glenoid  fossa,  divided  into  two  parts  by 
the  Glaserian  fissure  (p.  160),  the  anterior  portion  concave,  smooth,  bounded  in 
front  by  the  emingntia  articnlaris,  and  serving  for  the  articulation  of  the  condyle 
of  the  low_er jaw ;  the  posterior  portion  rough,  bounded  behind  by  the  vaginal 
process,  and  serving  for  the  reception  of  part  of  the  parotid  gland.  Emerging 
from  between  the  laminae  of  the  vaginal  process  is  "the  styloid  process ;  and  at 
the  base  of  this  process  is  the  stylo-mastoid  foramen,  for  the  exit  of  the  facial 
nerve,  and  entrance  of  the  stylo-mastoid  artery.  External  to  the  stylo-mastoid 
foramen  is  the  auricular  fissure  for  the  auricular  branch  of  the  pncumogastric, 
bounded  behind  by"~the  mastoid. process.  Upon  the  inner  side  of  the  mastoid 
process  is  a  deep  groove,  the  digastric  fossa ;  and  a  little  .more  internally,  the 
occipital  groove,  for  the  occipital  artery.  At  the  base  of  the  internal  pterygoid 
plate  is  a  large  and  somewKaFTriangular  aperture,  the  foramen  lacerumTlluUhim, 
bounded  in  front  by  the  great  wtffg  of  tlTe" "Sphenoid,  behind  by  the  apex  of  the 
petrous  portion  of  the  temporal  bone  ;  and  internally  by  the  body  of  the  sphe- 
noid and  basilar  process  of  the  occipital  bone;  it  presents  in  front  the  posterior 
orifice  of  the  Vidian  canal,  behind,  the  aperture  of  the  carotid  canal.  The 
basilar  surface  of  this  opening  is  filled  up  in  the  recent  state  by  a  fibro-cartila- 
ginous  substance ;  across  its  upper  or  cerebral  aspect  pass  the  internal  carotid 
artery  and  Vidian  nerve.  External  to  this  aperture,  the  petro-sphenoidal  suture 
is  observed,  at  the  outer  termination  of  which  is  seen  the"ormce  of  the  canal 
for  the  Eustachian  tube,  and  that  for  the  Tensor  tympani  muscle.  Behind  this 
suture  is  seen  the  under  surface  of  the  petrous  portion  of  the  temporal  bone, 
presenting,  from  within  outwards,  the  quadrilateral  rough  surface,  part  of  which 
affords  attachment  to  the  Levator  palati  and  Tensor  tympani  muscles ;  external 
to  this  surface  the  orifices  of  the  carotid  canal  and  the  aquaeductus  cochleae,  the 
former  transmitting  the  internal  carotid  artery  and  the  ascending  branches  of 
the  superior  cervical  ganglion  of  the  sympathetic,  the  latter  serving  for  the 
passage  of  a  small  artery  and  vein  to  the  cochlea.  Behind  the  carotid  canal  is 
a  large  aperture,  the  jugular  fossa,  formed  in  front  by  the  petrous  portion  of  the 
temporal,  and  behind  by  Tta"  occipital ;  it  is  generally  larger  on  the  right  than 
on  the  left  side ;  and  towards  the  cerebral  aspect  is  divided  into  two  parts  by  a 
ridge  of  bone,  which  projects  usually  from  the  temporal ;  the  anterior,  or  smaller 
portion,  transmitting  the  three  divisions  of  the  eighth  pair  of  nerves,  the  poste- 
rior transmitting  the  internaT j ugular  vein  and  the  ascencITng  meningeal  vessels, 
from  the  occipital  and  ascending  pharyngeal  arteries.  On  the  ridge  of  bone 
dividing  the  carotid  canal  from  the  jugular  fossa,  is  the  small  foramen  for  the 
transmission  of  the  tympanic  nerve;  and  on  the  outer  wall  of  the  jugular  fora- 
men,  near  the  root  of  the  styloid  process,  is  the  small  aperture  for  the  trans- 
mission of  Arnold's  nerve.  Behind  the  basilar  surface  of  the  occipital  bone  is 
the  foramen  magnum,  bounded  on  each  side  by  the  condyles,  rough  internally 
for  the  attachment  of  the  alar  ligaments,  and  presenting  externally  a  rough  sur- 
face, the  jugular  process,  which  serves  for  the  attachment  of  the  Rectus  lateralis. 
On  either  side  of  each  condyle  anteriorly  is  the  anterior  condyloid  fossa;  perfo- 
rated by  the  anterior  condyloid  foramen,  for  the  passage  of  the  hypoglossal 
nerve.  Behind  each  condyle  are  the  posterigLCQfidyJoid  fossae,  perforated  on 
one  or  both  sides  by  the  posterior  condyloid  foramina,  for  the  transmission  of  a 
vein  to  the  lateral  sinus.  Behind  the  foramen  magnum  is  the  external  occipital 
orcst,  terminating  above  at  the  external  occipital  protuberance,  whilst  on  each 
sicle  are  seen  the  superior  and  inferior  curved  lines ;  these,  as  well  as  the  surfaces 
of  the  bone  between  them,"being  rough  for  the  attachment  of  the  muscles,  which 
arc  enumerated  on  page  154. 
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Lateral  Region  of  the  Skull. 


The  Lateral  Region  of  the  skull  is  of  a  somewhat  triangular  form,  the  base 
of  the  triangle  being  formed  by  a  line  extending  from  the  external  angular 
process  of  the  frontal  bone  along  the  temporal  ridge  backwards  to  the  outer 
extremity  of  the  superior  curved  line  of  the  occiput :  and  the  Bides  by  two  lines, 
the  one  drawn  downwards  and  backwards  from  the  external  angular  process  of 
ihe  frontal  bone  to  the  angle  of  the  lower  jaw,  the  other  from  the  angle  of  the 
jaw  upwards  and  backwards  to  the  extremity  of  the  superior  curved  line.  Th:s 
region  is  divisible  into  three  portions,  temporal,  mastoid,  and  zygomatic. 

The  Temporal  Fossa. 

The  Temporal  Fossa  is  bounded  above  and  behind  by  the  temporal  ridge, 
which  extends  from  the  external  angular  process  of  the  frontal  upwards  and 
backwards  across  the  frontal  and  parietal  bones,  curving  downwards  behind  to 
terminate  at  the  posterior  root  of  the  zygomatic  process.  In  front,  it  is  bounded 
by  the  frontal,  malar,  and  great  wing  of  the  sphenoid :  externally,  by  the  zygo- 
matic arch,  formed  conjointly  by  the  malar  and  temporal  bones ;  below,  it  is 

_X-  Fijr.  157.— SMe  View  of  the  Skull. 


separated  from  the  zygomatic  fossa  by  the  pterygoid  ridge,  seen  on  the  outer 
surface  of  the  great  wing  of  the  sphenoid.  This  "fossa  is  formed  by  five  bones, 
part  of  the  frontal,  great  wing  of  the  sphenoid,  parietal,  squamous  portion  of 
the  temporal,  and  malar  bones,  and  is  traversed  by  five  sutures,  the  tranvcrse 


200  THE   SKELETON. 

facial,  coronal,  spheno-parietal,  squamo-parietal  and  squamo-sphenoidal.  It  is 
deeply  concave  in  front,  convex  behind,  traversed  by  grooves  which  lodge 
branches  of  the  deep  temporal  arteries,  and  filled  by  the  Temporal  muscle. 

"'he  Mastoid  Portion  of  the  side  of  the  skull  is  bounded  in  front  by  the  ante- 
riorrb^t^rf* the  zygoma  ;  above,  by  a  line  which  runs  from  the  posterior  root  of 
the  zygomat»4fee  end  of  the  masto-parietal  suture ;  behind  and  below,  by  the 
masto-occipital  suttt*3*^It  is  formed  by  the  mastoid  and  part  of  the  squamous 
and  petrous  portions  of  tfert«n£oral  bone ;  its  surface  is  convex  and  rough  for 
the  attachment  of  muscles,  and  presents,  from  behind  forwards,  the  mastoid 
foramen,  the  mastoid  process,  the  externab^nditory  meatus,  surrounded  by  the 
auditory  process,  and,  most  anteriorly,  the  glenbklfossa,  bounded  in  front  by 
the  eminentia  articularis,  behind  by  the  vaginal  proc* 

The  Zygomatic  Fossa. 

The  Zygomatic  Fossa  is  an  irregularly  shaped  cavity,  situated  below,  and  on 
the  inner  side  of  the  zygoma;  bounded,  injroni,  by  the  tuberosity  of  the  supe- 
rior maxillary  bone  and  the  ridge  which  descends  from  its  malar  process ;  behind, 
by  the  posterior  border  of  the  pteryg£2iiLj>rocess  j  above,  by  the  pterygoid  ridge 
on  the  outer  surlace  of  the  .great  wing  of  the  sphenoid  and  squamous  uortion  of 
the  temporal ;  below,  by  the  alveolar  border  of  the  superior  maxilla ;  inter- 
nally, by  the  external  pterygoid  plate ;  and  externally,  by  the  zygomatic  arch 
and  ramus  of  the  jaw.  It  contains  the  lower  part  of  the  Temporal,  the  External, 
and  Internal^^pterygoid  muscles,  the  internal  maxillary  artery,  the  inferior 
maxillary  nerve,  and  their  branches.  At  its'  "upper  and  inner  part  may  Idc 
observed  two  fissures,  the  spheno-maxillary  and  pterygo-maxillary. 

The  Spheno-maxillary  fissureTTiorizontal  in  direction,  opens  into  the  outer  and 
back  part  of  the  orbit.  It  is  formed  above  by  the  lower  border  of  the  orbital 
surface  of  the  great  wing  of  the  sphenoid ;  dqIow,  by  the  external  border  oFthc 
orbital  surface  of  the  superior  mTnrilla  and  a  small  part  of  the  palate  bone; 
externally,  by  a  small  part  of  the  malar  bone ;  internally,  it  joins  at  right  angles 
with  the  pterygo-maxillary  fissure.  This  fissure  opens  a  communication  from 
the  orbit  into  three  fossae,  the  temporal,  zygomatic,  and  spheno-maxillary ;  it 
transmits  the  superior  maxillary  Ecrve  and  its  orbital  branch,  the  infraorbital 
artery,  and  ascending  branches  from  Mockers  ganglion. 

The  Pterygo-maxillary  "fissure  is  vertical,  and  descends  at  right  angles  from 
the  inner  extremity  of  the  preceding;  it  is  an  elongated  interval,  formed  by 
the  divergence  of  the  superior  maxillary  bone  from  the  pterygoid  process  of 
the  sphenoid.  It  serves  to  connect  the  spheno-maxillary  fossa  with  the  zygo- 
matic, and  transmits  branches  of  the  internal  maxillary  artery.  It  forms  the 
entrance  from  the  zygomatic  fossa  to 

The  Spheno-maxillary  Fossa. 

The  Spheno-maxillary  Fossa  is  a  small  triangular  space  situated  at  the  angle 
of  junction  of  the  spheno-maxillary  and  pterygo-maxillary  fissures~and  placed 
beneath  the  apex  of  the  orbit.  It  is  formed  aboye  by  the  under  surface  of  the 
body  of  the  sphenoid  or  by  the  orbital  plate  of  the  palate  bone ;  in  front,  by 
the  superior  maxillary  bone  ;  behind,  by  the  pterygoid  process  of  the  sphenoid  ; 
internally,  by  the  vertical  plate  of  the  palate.  This  fossa  has  three  fissures 
terminating  in  it,  the  sphenoidal,  spheno-maxillary,  and  pterygo-maxillary :  it 
communicates  with  three  fossae,  the  orbital,  nasal,  and  zygomatic,  and  with  the 
cavity  of  the  cranium,  and  has  opening  into  it  five  foramina.  Of  these  there  are 
three  on  the  posterior  wall ;  the  foramen  rotundum  above ;  below,  and  internal 
to  this,  the  Vidian,  and  still  more  inferior  and  internal,  the  pterygopalatine.  On 
the  inner  wall  is  the  sphcno-palatine  foramen  by  which  the  spheno-maxillary 
communicates  with  the  nasal  fossa,  and  below  is  the  superior  orifice  of  the  poste- 
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nor  palatine  canal,  besides  occasionally  the  orifices  of  two  or  three  accessory 
posterior  palatine  canals. 


Anterior  Region  of  the  Skull. 

The  Anterior  Region  of  the  skull,  which  forms  the  face,  is  of  an  oval  form, 
presents  an  irregular  surface,  and  is  excavated  for  the  reception  of  the  two  prin- 
cipal organs  of  sense,  the  eye  and  the  nose.  It  is  bounded  above  by  the  nasal 
eminences  and  margins  of  the  orbit ;  below,  by  the  prominence  of  the  chin ;  on 
each  side,  by  the  malar  bone,  and  anterior  margin  of  the  ramus  of  the  jaw.  In 
the  median  line  are  seen  from  above  downwards,  the  nasal  eminences,  which 
indicate  the  situation  of  the  frontal  sinuses;  and  diverging  from  which  are  the 
superciliary  ridges  which  support  the  eyebrows.  Beneath  the  nasal  eminences 
is  the  arch  of  the  nose,  formed  by  the  nasal  bones,  and  the  nasal  processes  of 
the  superior  maxillary.  The  nasal  arch  is  convex  from  side  to  side,  concave 
from  above  downwards,  presenting  in  the  median  line  the  internasal  suture, 
formed  between  the  nasal  bones,  laterally  the  naso-maxillary  suture,  formed 

Fig.  158.— Anterior  Region  of  the  Skull. 
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between  the  nasal  bone  and  the  nasal  process  of  the  superior  maxillary  bone, 
both  these  sutures  terminating  above  in  that  part  of  the  transverse  suture  which 
connects  the  nasal  bone  and  nasal  processes  of  the  superior  maxillary  with  the 
frontal.    Below  the  nose  is  seen  the  opening  of  the  anterior  nares,  which  is 
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heart-shaped,  with  the  narrow  end  upwards,  and  presents  laterally  the  thin, 
sharp  margins  serving  for  the  attachment  of  the  lateral  cartilages  of  the  nose, 
and  in  the  middle  line  below,  a  prominent  process,  the  anterigmiagal  spine» 
bounded  by  two  deep  notches.  Below  this  is  the  intermaxillary  suture,  and  on 
each  side  of  it  tfartncisivefossa.  Beneath  this  fossa  is  the  alveolar  process  of  the 
upper  and  lower  jaw,~containing  the  incisor  teeth,  and  at  the  4ower  part  of  the 
median  line,  the  symphisis  of  the  chin,  the  mental  eminence,  and  tne  incisive 
fossa  of  the  lower  jaw.  "~ 

On  each  side,  proceeding  from  above  downwards,  is  the  supraorbital  ridge, 
terminating  externally  in  the  extern^ljajigular  process  at  its  junction  with  the 
malar,  and  internally  in  the  internal  angular  process ;  towards  the  inner  third 
of  this  ridge  is  the  supraorbital  notch  or  foramen,  for  the  passage"  or  the  supra- 
orbital vessels  and  nerve,  and  at  its  inner  side  a  slight  depression  for  the  attach- 
ment of  the  pulley  of  the  SupenorJSLIique  muscle.  Beneath  the  supraorbital 
ridge  is  the  opening  of  the  orbit,  bounded  externally  by  the  orbital  ridge  of  the 
riTHfar  bone ;  betow,  by  the  orbital  ridge  formed  by  the  malar,"  superior  maxil- 
lary^and  lachrymal  bones;  internally,  by  the  nasal  process  of  the  superior 
maxillary,  and  the  internal  angular  processes  of  the  frontal  bone.  On  the  outer 
side  of  the  orbit,  is  the  quadrilateral  anterior  surface  of  the  malar  bone,  perfora- 
ted by  one  or  two  small  malar  foramina.  Below  the  inferior  margin  of  the  orbit, 
is  the  infraorbital  foramen,  the  termination  of  the  infraorbital  canal,  and  beneath 
this,  the  canine  fossa,  which  gives  attachment  to  the  Levator  anguli  oris; 
bounded  belowTJy  the  alveolar  processes,  containing  the  teeth  of  the  upper  and 
lower  jaw.  Beneath  the  alveolar  arch  of  the  lower  jaw  is  the  mental  foramen 
for  the  passage  of  the  mental  nerve  and  artery,  the  external  oblique  line,  and  at 
the  lower  border  of  the  bone,  "at  the  point  of  junction  of  the  bbcty  with  the  ramus, 
a'  shallow  groove  for  the  passage  of  the  facial  artery. 

The  Okbtts. 

The  Orbits  (Fig.  158)  are  two  quadrilateral  pyramidal  cavities,  situated  at  the 
upper  and  anterior  part  of  the  face,  their  bases  being  directed  forwards  and  out- 
wards and  their  apices  backwards  and  inwards.  Each  orbit  is  formed  of  seven 
bones,  thfl.frontal,  sphenoid,  ethmoid,  superior  maxillary,  malar,  lachrymal,  and 
palate; /but  three  of  these,  the  frontal,  ethmoid,  and  sphenoid,  enter  into  the  for- 
mation oTboth  orbits,  so  that  the  two  cavities  are  formed  of  eleven  bones  only. 
Each  cavity  presents  for  examination  a  roof,  a  floor,  an  inner  and  an  outer  walT 
four  angles,  a  circumference  or  base,  and  an  apex.  The  Roof  is  concave,  directed 
downwards  and  forwards,  and  formed  in  front  by  the  orbital  plate  of  the  frontal ; 
behind  by  the  lesser  wing,  of  the, sphenoid.  This  surface  presents  internally  the 
depression  for  the  fibrocartilaginous  pulley  of  the  Superior  oblique  muscle; 
externally,  the  depression  for  the  lachrymal  gland ;  and  posteriorly,  the  suture 
connecting  the  frontal  and  lesser  wing  of  fhe  sphenoid. 

The  Floor  is  nearTy  flat,  and  of  less  extent  tlian  the  roof;  it  is  formed  chiefly 
by  the  orbital  surface  of  the  superior  maxillary ;  in  front,  to  a  small  extent,  by 
the  orbital  process  of  the  malar,  and  behind,  by  the  orETTal  surface  of  the  palate. 
This  surface  presents  at  its  anterior  and  internal  part,  just  external  to  the  lachry- 
mal canal,  a  depression  for  the  attachment  of  the  Inferiorrrblique  muscle;  exter- 
nally, the  sutureT>etween  the  malar  and  superior  maxillary  bones;  near  its 
middle,  the  infra-orbital  groove ;  and  posteriorly,  the  suture  between  the  maxil- 
lary and  palate  bones. 

The  Inner  Wall  is  flattened,  and  formed  from  before  backwards  by  the  nasal 
process  of  the  superior  maxillary,  the  lachrymal,  os  planum  xjf  the  ethmoid,"  and 
a  small  part  of  tne  body  of  the  sphenoid.  This^  surface  presents  fTielachrymal 
groove,  and  crest  of  the  lachrymal  bone,  and  the" sutures  connecting  theethmoid 
with  the  lachrymal  bone  in  front  and  the  sphenoid  behind. 

The  Outer  Wall  is  formed  in  front  by  the  orbital  process  of  the  malar  bone; 
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behind  by  the  orbital  plate  of  the  sphenoid.     On  it  are  seen  the  orifices  of  one  or 
two  malar  canals,  and  the  suture  connecting  the  sphenoid  and  malar  bones. 

Angles.  The  superiorjxternal  angle  is  formed  by  the  junction  of  the  upper 
and  outer  walls,  it  pfesents,  from  before  backwards,  the  suture  connecting  the 
frontal  with  the  malar  in  front,  and  with  the  orbital  plate  of  the  sphenoid  behind ; 
quite  posteriorly  ia  the  foramen  lacerum  anterius,  or  sphenoidal  fissure,  which 
transmits  the  third*  fourthj  the  ophthalmic  division  of  the  fifth  and  the  sixth 
nerves,  and  the  ophthalmicyein.  T&e  superior  internal  angle Is  formed  By  the 
junction  of  the  uppcr~ancTinnpr  wall,  and  presents  tlie  suture  connecting  the 
frontal  bone  with  trie  lachrymal  in  front,  and  wixh  the  ethmoid  behind.  This 
suture  is  perforated  by  two  foramina,  the  anterior,  and  posterior  ethmoidal,  the 
former  transmitting  the  anterior  ethmoidal  artery  and  nasal  nerve,  the  latter  the 
posterior  ethmoidal  artery  and  vein.  The  inferior  external  angle,  formed  by  the 
junction  of  the  outer  wall  and  floor,  presents  the  spheno-maxillary  fissure,  which 
transmits  the  infraorbital  vessels  and  nCrye,  and  the  ascending  branches  from 
the  spheno- palatine  ganglion.  The  inferior  internal  anq /Jislormed  by  the  union 
of  the  lachrymal  and  os  planum  of  the  ethmoid,  with  the  superior  maxillary  and 
palate  bones."  The  circunTference,  or  base,  of  the  orbit,  quadrilateral  in  form,  is 
bounded  above  by  the  supraorbital  arch  ;  below,  by  the  anterior  border  of  the 
orbital  plate  of  the  malar,  superior  ihaxillary,  and  lachrymal  bones ;  externally 
by  the  internal  angular  process  of  the  frontal,  and  the  nasal  process  of  the  superior 
maxillary.  The  circumference  is  marked  by  three  sutures,  the  fronto-maxillary 
internally,  the  fronto-malar  externally,  and  the  malo-maxillary  below ;  it  con- 
tributes to  the  formation  of  the  lachrymal  groove,  and  presents  above  the  supra- 
orbital notch  (or  foramen),  for  the  passage  of  the  supra-orbital  artery,  veins,  and 
nerve.  The  apex,  situated  at  the  back  of  the  orbit,  corresponds  to  the  optic 
foramen,  a  short  circular  canal,  which  transmits  the  optic  nerve  and  ophthalmic 
artery.  It  will  thus  be  seen  that  there  are  nine  openings  communicating  with 
each  orbit,  viz.  the  optic,  foramen  lacerum  anterius,  spheno-maxillary  fissure, 
supraorbital  foramen,  infraorbital  canal,  anterior  and  posteriofethmoidal  fora- 
mina, and  lachrymal  canal.  To  these  may  be  added  the  external  orbital  fora- 
mina, when  present.  " 

TnE  Nasal  Fossae. 

The  Nasal  Fossaa  are  two  large  irregular  cavities,  situated  in  the  middle  line 
of  the  face,  extending  from  the  base  of  the  cranium  to  the  roof  of  the  mouth,  and 
separated  from  each  other  by  a  thin  vertical  septum.  They  communicate  by  two 
large  apertures,  the  anterior  narcs.  with  the  front  of  the  face ;  and  witlTthe  pha- 
rvnx  behind  by  the  two  posterior  nares.  These  fossae  are  much  narrower  above 
than  below,  and  in  the  middle  than  at  the  anterior  or  posterior  openings :  their 
depth,  which  is  considerable,  is  much  greater  in  the  middle  than  at  either  ex- 
tremitv.  Each  nasal  fossa  communicates  with  four  sinuses,  the  frontal  above, 
the  sphenoidal  Jbehind,  and  the  maxillary  and  ethmoidal  on  either  side.  Each 
fossa  also  communicates  with  four  cavities:  with  the  orbit  by  the  lachrymal  canal, 
with  the  mouth  by  the  anterior^palatine  canal,  with  the  cranium  by  the  olfactory 
foramina,  and"with  the  spheno-maxillary  fossa  by  the  sphcno-palatine  foramen ; 
and  tfiey  occasionally  commtTnicate  with  each  other  by  an  apeflure  in  the  septum. 
The  bones  entering  into  their  formation  are  fourteen  in  number:  three  of  the 
cranium,  the  frontal,  sphenoid,  and  ethmoid,  and  all  the  bones  of  the  face,  except- 
ing the  malar  and  lower  jaw.  Each  cavity  is  bounded  by  a  roo^a  floor,  an  inner 
and  an  outer  wall.  -"-"^     *"~  — 

The  uppef^vall,  or  roof  (Fig.  159),  is  lonnr,  narrow,  and  concave  from  before 
backwards  ;Tr is  formed  in  front  by  tne  nasal  bones  and  nasal  spine  of  the  frontal, 
which  are  directed  downwards  and  forwards;  in  the  middle,  by  the  cribriform 
lamella  of  the  ethmoid,  which  is  horizontal ;  and  behind,  by  the  under  surface  of 
the  body  of  the  sphenoid,  and  sphenoidal  turbinated  bones,  which  are  directed 
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downwards  and  backwards.  This  surface  presents,  from  before  backwards,  the  in- 
ternal aspect  of  the  nasal  bones  ;  on  their  outer  side,  the  suture  formed  between  the 
nasal  bone  and  the  nasal  process  of  the  superior  maxillary ;  on  their  inner  side, 
the  elevated  crest  which  receives  the  nasal  spine  of  the  frontal,  and  the  perpen- 

Fig.  159.— Roof,  Fluor,  mid  Outer  Wall  of  Nasal  Fossa. 
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dicular  plate  of  the  ethmoid,  and  articulates  with  its  fellow  of  the  opposite  side ; 
whilst  the  surface  of  the  bones  is  perforated  by  a  few  small  vascular  apertures, 
and  presents  the  longitudinal  groove  for  the  nasal  nerve:  further  back  is  the 
transverse  suture,  connecting  the  frontal  with  the  nasal  in  front,  and  the  ethmoid 
behind,  the  olfactory  foramina  and  nasal  slit  on  the  under  surface  of  the  cribri- 
form plate,  and  the  suture  between  it  and  the  sphenoid  behind :  quite  posteriorly 
are  seen  the  sphenoidal  turbinated  bones,  the  orifices  of  the  sphenoidal  sinuses, 
and  the  articulation  of  the  alae  of  the  vomer  with  the  under  surface  of  the  body 
of  the  sphenoid. 

The  Jtqor  is  flattened  from  before  backwards,  concave  from  side  to  side,  and 
wider  in  the  middle  than  at  either  extremity.  It  is  formed  in  front  by  the 
palate"~process  of  the  superior  maxillary ;  behind,  by  the  palate  process  of  the 
palaTe  bone.  This  surface  presents,  from  before  backwards,  the  anterior  nasal 
spine  ;  behind  this,  the  upper  orifice  of  the  anterior  palatine  canal ;  internally. 
the  elevated  crest  which  articulates  with  the  vomer ;  and  behind,  the  suture- 
between  the  palate  and  superior  maxillary  bones,  and  the  posterior  nasal  spine. 

The  innep  wall,  or  septum  (Fig.  160),  is  a  thin  vertical  partition,  which  sepa- 
rates the  nasal  fosste  from  one  another ;  it  is  occasionally  perforated,  so  that  the 
fossie  communicate,  and  it  is  frequently  deflected  considerably  to  one  side.  It 
is  formed,  in  front,  by  the  crest  of  the  nasal  bones  and  nasal  spine  of  the  frontal ; 
in  the  middle,  by  the  perpendicular  lamella  of  the  ethmoid;  behind,  by  the 
vomer  and  rostrum  of  the  sphenoid ;  below,  by  the  crest  of  the  superior  maxil- 
lary and  palate  bones.     It  presents,  in  front,  a  large  triangular  notch,  whicli 
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receives  the  triangular  cartilage  of  the  nose ;  above,  the  lower  orifices  of  the 
olfactory  canal;  and  behind,  the  guttural  edge  of  the  vomer.  Its  surface  is 
marked  by  numerous  vascular  and  nervous  canals  and  the  groove  for  the  naso- 
palatine nerve,  and  is  traversed  by  sutures  connecting  the  bones  of  which  it  is 
formed. 

Fig.  160. — Inner  Wall  or  Nasal  Fossa,  or  Septum  of  Nose. 
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The  outer  wall  (Fig.  159)  is  formed,  in  front,  by  the  nasal  process  of  the  supe- 
rior maxillary  and  lachrymal  bones ;  in  the  middle,  by  the  ethmoid  and  inner 
surface  ofTte  superior  maxillary  and  inferior  turbinated  bones;  behind,  by  the 
vertical  plate  of  the  palate  bone,  and  the  internal  pterygoid  plate  of  the  sphe- 
noid. This  surface  presents  three  irregular  longitudinal  passages,  or  meatuses, 
formed  between  three  horizontal  plates  of  bone  that  spring  from  it ;  they  are 
termed  the  superior,  middle,  and  inferior  meatuses  of  the  nose.  The  superior 
meatus,  the  smallest  of  the  three,  is  situated  at  the  upper  and  back  part  of  each 
nasal  fossa,  occupying  the  posterior  third  of  the  outer  wall.  It  is  situated 
between  the  superior  and  middle  turbinated  bones,  and  has  opening  into  it  two 
foramina,  the  spneno-palatine  at  the  back  of  its  outer  wall,  the  posterior  eth- 
moidafcellfl  at  the  front  part  of  the  upj>er  wall.  The  opening  of  the  sphenoidal 
sinuses  is  usually  at  the  upper  and  back  part  of  the  nasal  fossae,  immediately 
behind  the  superior  turbinated  bone.  The  middle  meatus  is  situated  between 
the  middle  and  inferior  turbinated  bones,  and  occupies  the  posterior  two-thirds 
of  the  outer  wall  of  tlie  nasal  fossa.  It  presents  two  apertures.  In  front  is  the 
orifice  of  the  infundibulum,  by  which  the  middle  meatus  communicates  with  the 
anterior  ethmoidal  "Cells,  and  through  these  with  the  frontal  sinuses.  At  the 
centre  of  the  outer  wall  is  the  orifice  of  the  antrum,  which  varies  somewhat  as 
to  its  exact  position  in  different  skulk'.  *Tlie  inferior  meatus,  the  largest  of  the 
three,  is  the  space  between  the  inferior  turbinated  bone  and  the  floor  of  the 
nasal  fossa.  It  extends  along  the  entire  length  of  the  outer  wall  of  the  nose, 
is  broader  in  front  than  behind,  and  presents  anteriorly  the  lower  orifice  of  the 
lachrymal  canal 


THE   SKELETON. 


Os  Hyoides. 


The  Hyoid  Bone  is  named  from  its  resemblance  to  the  Greek  Upsilon  ;  it  ie 
also  called  the  lingual  bone,  because  it  supports  the  tongue,  and  gives  attach- 
ment to  its  numerous  muscles.     It  is  a  bony  arch,  shaped  like  a  horse-shoe,  and 
consisting  of  five  segments,  a  body,  two  greater  cornua,  and  two  lesser  cornua. 
The  Body  forms  the  central  part  of  the  tone,  and  is  of  a  quadrilateral  form : 
its  anterior  surface  (Fig.  ltjl),  convex,  directed  forwards  and  upwards,  is  divided 
into    two    parts    by   a   vertical 
Fig.  161.— Hyoid  Bone.     Anterior  Surface  (enlarged),     ridge,  which  descends  along  the 
median   line,  and  is  crossed  at 
right  angles  by  a  horizontal  ridge, 
so  that  this  surface  is  divided 
into  four  muscular  depressions. 
At  the"JEoint  of  meeting  of  these 
two  lines  is  a  prominent  eleva- 
tion, the  tubercle.     The  portion 
above    the    horizontal  ridge  is 
directed  upwards,  and   is  some- 
-Hvoii    time8  described  as  the  superior 
lyeu      border.      The    anterior    surface 
gives  attachment  to  the  Genio- 
***         nyoid  in  the  greater  part  of~its 
extent ;    aboyc,    to    the   Genio- 
hyo-glossus  y  belq.w,  to  the  Mylo- 
hyoid, Stylo- hyoid,  and  aponeurosis  of  the  Digastric  (suprahyoid  aponeurosis), 
and  between  These  to  part  of  the  Hyo-glossus.     The  posterior  surface  is  smooth, 
concave,  directed  backwards  and  downwards,  and  separated  from  the  epiglottis 
by  the  thyro- hyoid  membrane,  and  by  a  quantity  of  loose  areolar  tissue.     The 
superior  liorder  is  roundctl,  and  gives  attachment  to  the  thyro-hvoid  membrane, 
and  part  of  the  Gcnio-hyo-glossi  muscles.    The  inferior  l/order  gives  attachment, 
in  front,  to  the  Sternojiyoid ;  behind,  to  part  of  the  Thyro-hyoid,  and  to  the 
Omo-hyoid  at  its  junction  with  the  great  cornu.     The  lateraTsurfaces  are  small, 
ovgl,  convex  facets,  covered  with  cartilage  for  articulation  with  the  greater 


The  Greater  Cornua  project  backwards  from  the  lateral  surfaces  of  the  body ; 
they  are  flattened  from  above  downwards,  diminish  in  size  from  before  back- 
wards, and  terminate  posteriorly  in  a  tubercle  for  the  attachment  of  the  thyro- 
hyoid ligament.  Their  outer  surface  gives  attachment  to  the  Hyo-glossus;  their 
upper  border,  to  the  Middle  constrictor  of  the  pharynx ;  their  lower  border,  to 
part  of  the  Thyro-hyoid  muscle. 

The  Lesser  Oomua  are  two  small  conical-shaped  eminences,  attached  by  their 
bases  to  the  angles  of  junction  between  the  body  and  greater  cornua,  and  giving 
attachment  by  their  apices  to  the  stylo-hyoid  ligaments.  In  youth,  the  cornua  are 
connected  to  the  body  by  cartilaginous  surfaces,  and  held  together  by  ligaments ; 
in  middle  life,  the  body  and  greater  cornua  usually  become  joined  ;  and  in  old 
age,  all  the  segments  arc  united  together,  forming  a  single  bone. 

Devebpment.  By  Jive  centres:  one  for  the  body,  and  one  for  each  cornu. 
Ossification  commences  in  the  body  and  greater  cornua  towards  the  end  of  foetal 
life,  those  of  the  cornua  first  appearing.  Ossification  of  the  lesser  cornua  com- 
mences some  months  after  birth. 

Attachment  of  ifuscks,  Sterao-hyoid,  Thyro-hyoid,  Omo-hyoid,  aponeurosis 
of  the  Digastricus,  Stylo-hyoid,  Mylo-hyoid,  Genio-hyoid,  Genio-hyo-glossus, 
Hyo-glossus,  Middle  constrictor  of  the  pharynx,  and  occasionally  a  few  fibres  of 
the  Lingualis.  It  also  gives  attachment  to  the  thyro-hyoidean  membrane  aud 
the  stylo-hyoid,  thyro-hyoid,  and  hyo-epiglottic  ligaments. 
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THE  THORAX. 

The  Thorax,  or  chest,  is  an  osseocartilaginous  cage,  intended  to  contain  and 
protect  the  principal  organs  of  respiration  and  circulation.  It  is  the  second  in 
size  of  the  three  cavities  connected  with  the  spine,  and  is  formed  by  the  sternum 
and  costal  cartilages  in  front,  the  twelve  ribs  on  each  side,  and  the  bodies  of  the 
dorsal  vertebrae  behind. 

The  Sternum. 

The  Sternum  (Figs.  162,  163)  is  a  flat  narrow  bone,  situated  in  the  median 
line  of  the  front  of  the  chest,  and  consisting,  in  the  adult,  of  three  portions.  It 
has  baen  likened  to  an  ancient  sword:  the  upper  piece,  representing -the  handle, 
is  termed  the  manubrium ;  the  middle  and  largest  piece,  which  represents  the 
chief  part  of  the  blade,  is  termed  the  gladiolus ;  and  the  inferior  piece,  which  is 
likened  to  the  point  of  the  sword,  is  termed  the  ensiform  or  xiphoid  appendix. 
In  its  natural  position,  its  inclination  is  oblique  from  above,  downwards,  and 
forwards.  It  is  flattened  in  front,  concave  behind,  broad  above,  becoming  nar- 
rowed at  the  point  where  the  first  and  second  pieces  are  connected ;  after  which 
it  again  widens  a  little,  and  is  pointed  at  its  extremity.  Its  average  length  in 
the  adult  is  six  inches,  being  rather  longer  in  the  male  than  in  the  female. 

The  First  Piece  of  the  sternum,  or  manubrium,  is  of  a  somewhat  triangular 
form,  broad  and  thick  above,  narrow  below  at  its  junction  with  the  middle  piece. 
Its  anterior  surface,  convex  from  side  to  side,  concave  from  above  downwards,  is 
smooth,  and  affords  attachment  on  each  side  to  the  Pectoralis  major  and  sternal 
origin  of  the  Sterno-cleido-mastoid  muscle.  In  well-marked  bones,  the  ridges 
limiting  the  attachment  of  these  muscles  are  very  distinct.  Its  posterior  surface, 
concave  and  smooth,  affords  attachment  on  each  side  to  the  Sterno-hvoid  and 
Sterno-thyroid  muscles.  The  superior  border,  the  thickest,  presents  at  its  centre 
the  interclavicular  notch ;  and  on  each  side,  an  oval  articular  surface,  directed 
upwards,  backwards,  and  outwards,  for  articulation  with  the  sternal  end  of  the 
clavicle.  The  inferior  border  presents  an  oval  rough  surface,  covered  in  the  re- 
cent state  with  a  thin  layer  of  cartilage,  for  articulation  with  the  second  portion 
of  the  bone.1  The  lateral  borders  are  marked  above  by  an  articular  depression 
for  the  first  costal  cartilage,  and  below  by  a  small  facet,  which,  with  a  similar 
facet  on  the  upper  angle  of  the  middle  portion  of  the  bone,  forms  a  notch  for 
the  reception  of  the  costal  cartilage  of  the  second  rib.  These  articular  surfaces 
are  separated  by  a  narrow  curved  edge,  which  slopes  from  above  downwards 
and  inwards. 

The  Second  Piece  of  the  sternum,  or  gladiolus,  considerably  longer,  narrower, 
and  thinner  than  the  first  piece,  is  broader  below  than  above.  Its  anterior  sur* 
face  is  nearly  flat,  directed  upwards  and  forwards,  and  marked  by  three  trans- 
verse lines  which  cross  the  bone  opposite  the  third,  fourth,  and  fifth  articular 
depressions.  These  lines  are  produced  by  the  union  of  the  four  separate  pieces 
of  which  this  part  of  the  bone  consists  at  an  early  period  of  life.  At  the  junction 
of  the  third  and  fourth  pieces,  is  occasionally  seen  an  orifice,  the  external  fora- 

»  The  second  piece  of  the  sternum  is  united  to  the  first  either  by  an  amphiarthrodial  joint — a 
single  piece  of  true  fibro-cartilasre  uniting  the  segments—or  by  a  diarthrodial  joint,  in  which  each 
bone  is  clothed  with  a  distinct  lamina  of  cartilage,  adherent  on  one  side,  free  and  lined  with  syno- 
vial membrane  on  the  other.  In  the  latter  case,  the  cartilage  covering  the  gladiolus  is  con- 
tinued without  interruption  on  to  the  cartilnges  of  the  second  ribs.  Mr.  Rivington  has  found  the 
diarthrodial  form  of  joint  in  about  one  third  of  the  specimens  examined  by  him,  M.  Maisonneuve 
more  frequently.  It  appears  to  be  rare  in  childhood,  and  is  formed,  in  Mr.  Rivington 's  opinion, 
from  the  amphiarthrodial  form,  by  absorption.  The  diarthrodial  joint  seems  to  have  no  ten- 
dency to  ossify  at  any  age,  while  the  amphiarthrodial  is  very  liable  to  do  so,  and  has  been  found 
ossified  as  early  as  thirty-four  years  of  age.    (See  Rivington  in  "  Med.  Chir.  Trans./'  vol.  lvii.) 
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Fig.  162.— Sternum  and  Costal  Cartilages. 


Fig.  163.-  Posterior  Surface  of  Sternum. 
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men;  it  varies  in  size  and  form  in  different  individuals,  and  pierces  the  bone 
from  before  backwards.  This  surface  affords  attachment  on  each  side  to  the 
sternal  origin  of  the  Pectoralis  major.  The  posterior  surface,  slightly  concave,  is 
also  marked  by  three  transverse  lines ;  but  they  are  less  distinct  than  those  in 
front:  this  surface  affords  attachment  below,  on  each  side,  to  the  Triangularis 
sterni  muscle,  and  occasionally  presents  the  posterior  opening  of  the  sternal 
foramen.  The  superior  border  presents  an  oval  surface  for  articulation  with  the 
manubrium.  The  inferior  border  is  narrow  and  articulates  with  the  ensiform 
appendix.  Each  lateral  border  presents  at  each  superior  angle  a  small  facet, 
which,  with  a  similar  facet  on  the  manubrium,  forms  a  cavity  for  the  cartilage 
of  the  second  rib ;  the  four  succeeding  angular  depressions  receive  the  cartilages 
of  the  third,  fourth,  fifth,  and  sixth  ribs,  whilst  each  inferior  angle  presents  a 
small  facet,  which  with  a  corresponding  one  on  the  ensiform  appendix,  forms  a 
notch  for  the  cartilage  of  the  seventh  rib.  These  articular  depressions  are  sepa- 
rated by  a  series  of  curved  interarticular  intervals,  which  diminish  in  length 
from  above  downwards,  and  correspond  to  the  intercostal  spaces.  Most  of  the 
cartilages  belonging  to  the  true  ribs,  as  will  be  seen  from  the  foregoing  descrip- 
tion, articulate  with  the  sterum  at  the  line  of  junction  of  two  of  its  primitive 
component  segments.  This  is  well  seen  in  many  of  the  lower  animals,  where 
the  separate  parts  of  the  bone  remain  ununited  longer  than  in  man.  In  this 
respect  a  striking  analogy  exists  between  the  mode  of  connection  of  the  ribs 
with  the  vertebral  column,  and  the  connection  of  their  cartilages  with  the 
sternal  column. 

The  Third  piece  of  the  sternum,  the  ensiform  or  xiphoid  appendix,  is  the 
smallest  of  the  three ;  it  is  thin  and  elongated  in  form,  cartilaginous  in  structure 
in  youth,  but  more  or  less  ossified  at  its  upper  part  in  the  adult.  Its  anterior 
surface  affords  attachment  to  the  costo- xiphoid  ligaments;  its  posterior  surface, 
to  some  of  the  fibres  of  the  Diaphragm  and  Triangularis  sterni  muscles :  its  lateral 
borders,  to  the  aponeurosis  of  the  abdominal  muscles.  Above,  it  is  continuous 
with  the  lower  end  of  the  gladiolus ;  below,  by  its  pointed  extremity,  it  gives 
attachment  to  the  linea  alba,  and  at  each  superior  angle  presents  a  facet  for  the 
lower  half  of  the  cartilage  of  the  seventh  rib.  This  portion  of  the  sternum  is 
very  various  in  appearance,  being  sometimes  pointed,  broad  and  thin,  sometimes 
bifid,  or  perforated  by  a  round  hole,  occasionally  curved,  or  deflected  considera- 
bly to  one  or  the  other  side. 

Structure.  The  bone  is  composed  of  delicate  cancellated  texture,  covered  by 
a  thin  layer  of  compact  tissue,  which  is  thickest  in  the  manubrium,  between 
the  articular  facets  for  the  clavicles. 

Development.  The  sternum,  including  the  ensiform  appendix,  is  developed 
by  six  centres :  one  for  the  first  piece  or  manubrium*,  four  for  the  second  piece 
or  gladiolus,  and  one  for  the  ensiform  appendix.  Up  to  the  middle  of  foetal  life, 
the  sternum  is  entirely  cartilaginous,  and  when  ossification  takes  place,  the 
ossific  granules  are  deposited  in  the  middle  of  the  intervals  between  the  articu- 
lar depressions  for  the  costal  cartilages,  in  the  following  order  (Fig.  164).  In 
the  first  piece,  between  the  fifth  and  sixth  months ;  in  the  second  and  third, 
between  the  sixth  and  seventh  months;  in  the  fourth  piece,  at  the  ninth  month; 
in  the  fifth,  within  the  first  year,  or  between  the  first  and  second  years  after 
birth ;  and  in  the  ensiform  appendix,  between  the  second  and  the  seventeenth 
or  eighteenth  years,  by  a  single  centre  which  makes  its  appearance  at  the  upper 
part,  and  proceeds  gradually  downwards.  To  these  may  be  added  the  occasional 
existence,  as  described  by  Breschet,  of  two  small  episternal  centres,  which  make 
their  appearance  one  on  each  side  of  the  interclavicular  notch.  These  are 
regarded  by  him  as  the  anterior  rudiments  of  a  rib,  of  which  the  posterior  rudi- 
ment is  the  anterior  lamina  of  the  transverse  process  of  the  seventh  cervical 
vertebra.  It  occasionally  happens  that  some  of  the  segments  are  formed  from 
more  than  one  centre,  the  number  and  position  of  which  vary  (Fig.  166).  Thus 
the  first  piece  may  have  two,  three,  or  even  six  centres.    When  two  are  present, 
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Fig.  164. — Development  of  the  Sternum,  by  Six  Centres. 
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they  are  generally  situated 
one  above  the  other,  the 
upper  one  being  the  larger ; 
the  second  piece  has  seldom 
more  than  one;  the  third, 
fourth,  and  fifth  pieces  are 
often  formed  from  two  cen- 
tres placed  laterally,  the 
irregular  union  of  which  will 
serve  to  explain  the  occa- 
sional occurrence  of  the  ster- 
nal foramen  (Fig.  167),  or  of 
the  vertical  fissure  which 
occasionally  intersects  this 
part  of  the  bone.  Union  of 
the  various  centres  com- 
mences from  below,  and  pro- 
ceeds upwards,  taking  place 
in  the  following  order  (Fig. 
165).  The  fifth  piece  is 
joined  to  the  fourth  soon 
after  puberty;  the  fourth  to 
the  third,  between  the  twen- 
tieth and  twenty -fifth  years; 
the  third  to  the  second, 
between  the  thirty-fifth  and 
fortieth  years ;  the  second  is 
occasionally  joined  to  the 
first,  especially  at  an  ad- 
vanced age 

Articulations.     With 
clavicles,   and   seven   costal 
cartilages  on  each  side. 

Attachment  of  Muscles. 
The  Pectoralis  major,  Sterno- 
cleido-  mastoid,  Sterno-hyoid, 
Sterno-thyroid,  Triangularis 
sterni,  aponeurosis  of  the 
Obliquus  externus,  Obliquus 
internus,  and  Trans versalis 
muscles,  Rectus  and  Dia- 
phragm. 

The  Ribs. 

The  Ribs  are  elastic 
arches  of  bone,  which  form 
the  chief  part  of  the  thoracic 
walls.  They  are  twelve  in 
number  on  each  side;  but 
this  number  may  be  increased 
by  the  development  of  a  cer- 
vical or  lumbar  rib,  or  may 
be  diminished  to  eleven. 
The  first  seven  are  connect- 
ed behind  with  the  spine, 
and  in  front  with  the  ster- 
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nam,  through  the  intervention  of  the  costal  cartilages;  they  are  called  vertebro- 
sternal, or  true  ribs.  The  remaining  five  are  false  ribs;  of  these  the  first  three, 
being  connected  behind  with  the  spine,  and  in 
front  with  the  costal  cartilages,  are  usually  called 
the  vertebro-costal,  but  would  be  better  named  the 
vertebro-chondral  ribs :  tbe  last  two  are  connected 
with  the  vertebrae  only,  being  free  at  their  anterior 
extremities;  they  are  termed  vertebral  or  floating 
ribs.  The  ribs  vary  in  their  direction,  the  upper 
ones  being  placed  nearly  at  right  angles  with  the 
spine,  the  lower  ones  obliquely,  so  that  the  ante- 
rior extremity  is  lower  than  the  posterior.  The 
extent  of  obliquity  reaches  its  maximum  at  the 
ninth  rib,  and  gradually  decreases  from  that  rib 
to  tbe  twelfth.  The  ribs  are  situated  one  below 
the  other  in  such  a  manner  that  spaces  are  left 
between  them,  which  are  called  intercostal  spaces. 
Their  length  corresponds  to  the  length  of  the  ribs, 
their  breadth  is  more  considerable  in  front  than 
behind,  and  between  the  upper  than  between  the 
lower  ribs.  The  ribs  increase  in  length  from  the 
first  to  the  seventh,  when  they  again  diminish  to 
the  twelfth.  In  breadth  they  decrease  from  above 
downwards;  in  each  rib  tbe  greatest  breadth  is 
at  the  sternal  extremity. 

Common  characters  of  the  Ribs  (Fig.  168).  A  rib 
from  the  middle  of  the  series  should  be  taken  in 
order  to  study  the  common  characters  of  the  ribs. 

Each  rib  presents  two  extremities,  a  posterior 
or  vertebral,  an  anterior  or  sternal,  and  an  inter- 
vening portion,  the  body  or  shaft.  The  posterior 
or  vertebral  extremity  presents  for  examination  a 
head,  neck,  and  tuberosity.  The  head  (Fig.  169) 
is  marked  by  a  kidney -shaped  articular  surface, 
divided  by  a  horizontal  ridge  into  two  facets  for 
articulation  with  the  costal  cavity  formed  bv  the 
junction  of  the  bodies  of  two  contiguous  dorsal 
vertebrae;  the  upper  facet  is  small,  the  inferior 
one  of  large  size ;  the  ridge  separating  them  Berves 
for  the  attachment  of  the  interarticular  ligament. 

Tbe  neck  is  that  flattened  portion  of  the  rib 
which  extends  outwards  from  the  head ;  it  is  about 
an  inch  long,  and  rests  upon  the  transverse  process 
of  the  lower  of  the  two  vertebras  with  which  the 
head  articulates.  Its  anterior  surface  is  flat  and 
smooth,  its  posterior  rough,  for  the  attachment  of 
tbe  middle  costo- transverse  ligament,  and  perfo- 
rated by  numerous  foramina,  the  direction  of 
which  is  less  constant  than  those  found  on  the 
inner  surface  of  the  shaft.  Of  its  two  borders  the 
superior  presents  a  rough  crest  for  the  attachment 
of  the  anterior  costo- transverse  ligament;  its  infe- 
rior border  is  rounded.  On  the  posterior  surface 
of  the  neck,  just  where  it  joins  tbe  shaft,  and 
nearer  the  lower  than  the  upper  border,  is  an 
eminence — the  tuberosity,  or  tubercle;  it  consists 
of  an  articular  and  a  non-articular  portion.    The 
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articular  portion,  the  more  internal  and  inferior  of  the  two,  presents  a  small  oval 
surface  for  articulation  with  the  extremity  of  the  transverse  process  of  the  lower 
of  the  two  vertebrae  to  which  the  head  is  connected.  The  non-articular  portion 
is  a  rough  elevation,  which  affords  attachment  to  the  posterior  costo-transverse 
ligament.  The  tubercle  is  much  more  prominent  in  the  upper  than  in  the 
lower  ribs. 

Fig.  169.— Vertebral  Extremity  of  a  Rib.    External  Surface. 
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The  shaft  is  thin  and  flat,  so  as  to  present  two  surfaces,  an  external  and  an 
internal;  and  two  borders,  a  superior  and  an  inferior.  The  external  surface  is 
convex,  smooth,  and  marked,  at  its  back  part,  a  little  in  front  of  the  tuberosity, 
by  a  prominent  line,  directed  obliquely  from  above,  downwards  and  outwards; 
tnis  gives  attachment  to  a  tendon  of  the  Sacro-lumbalis  muscle,  or  of  one  of  its 
accessory  portions,  and  is  called  the  angle.  At  this  point,  the  rib  is  bent  in  two 
directions.  If  the  rib  is  laid  upon  its  lower  border,  it  will  be  seen  that  the 
anterior  portion  of  the  shaft,  as  far  as  the  angle,  rests  upon  this  margin,  while 
the  vertebral  end  of  the  bone,  beyond  the  angle,  is  bent  inwards  and  at  the 
same  time  tilted  upwards.  The  interval  between  the  angle  and  the  tuberosity 
increases  gradually  from  the  second  to  the  tenth  rib.  The  portion  of  bone 
between  these  two  parts  is  rounded,  rough,  and  irregular,  ana  serves  for  the 
attachment  of  the  Longissimus  dorsi.  The  portion  of  bone  between  the  angle 
and  sternal  extremity  is  also  slightly  twisted  upon  its  own  axis,  the  external 
surface  looking  downwards  behind  the  angle,  a  little  upwards  in  front  of  it.  This 
surface  presents,  towards  its  sternal  extremity,  an  oblique  line,  the  anterior  angle. 
The  internal  surface  is  concave,  smooth,  directed  a  little  upwards  behind  the 
angle ;  a  little  downwards  in  front  of  it.  This  surface  is  marked  by  a  ridge 
which  commences  at  the  lower  extremity  of  the  head ;  it  is  strongly  marked  as 
far  as  the  inner  side  of  the  angle,  and  gradually  becomes  lost  at  the  junction  of 
the  anterior  with  the  middle  third  of  the  bone.  The  interval  between  it  and 
the  inferior  border  is  deeply  grooved,  to  lodge  the  intercostal  vessels  and  nerve. 
At  the  back  part  of  the  bone,  this  groove  belongs  to  the  inferior  border,  but  just 
in  front  of  the  angle,  where  it  is  deepest  and  broadest,  it  corresponds  to  the 
internal  surface.  The  superior  edge  of  the  groove  is  rounded ;  it  serves  for  the 
attachment  of  the  Internal  intercostal  muscle.  The  inferior  edge  corresponds 
to  the  lower  margin  of  the  rib,  and  gives  attachment  to  the  External  intercostal. 
Within  the  groove  are  seen  the  orifices  of  numerous  small  foramina,  which 
traverse  the  wall  of  the  shaft  obliquely  from  before  backwards.  The  superior 
border,  thick  and  rounded,  is  marked  by  an  external  and  an  internal  lip,  more 
distinct  behind  than  in  front;  they  serve  for  the  attachment  of  the  External  and 
Internal  intercostal  muscles.  The  inferior  border,  thin  and  sharp,  has  attached 
the  External  intercostal  muscle.  The  anterior  or  sternal  extremity  is  flattened, 
and  presents  a  porous  oval  concave  depression,  into  which  the  costal  cartilage  is 
received. 

Peculiar  Eibs. 

The  ribs  which  require  especial  consideration  are  five  in  number,  viz.,  the 
first,  second,  tenth,  eleventh,  and  twelfth. 

The  first  rib  (Fig.  170)  is  one  of  the  shortest  and  the  most  curved  of  all  the 
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ribs ;  it  is  broad,  flat,  and  placed  horizontally  at  the  upper  part  of  the  thorax, 
its  surfaces  looking  upwards  and  downwards ;  and  itB  borders  inwards  and  out- 
wards. The  head  is  of  small  size,  rounded,  and  presents  only  a  single  articular 
facet  for  articulation  with  the  body  of  the  first  dorsal  vertebra.  The  neck  is 
narrow  and  rounded.  The  tuberosity,  thick  and  prominent,  resta  on  the  outer 
border.     There  is  no  angle,  and  the  shaft  is  not  twisted  on  its  axis.     The  upper 

Peculiar  Ribs. 


surface  of  the  shaft  is  marked  by  two  shallow  depressions,  separated  from  one 
another  by  a  ridge  which  becomes  more  prominent  towards  the  internal  border, 
where  it  terminates  in  a  tubercle :  this  tubercle  and  ridge  serve  for  the  attach- 
ment of  the  Scalenus  anticus  muscle,  the  groove  in  front  of  it  transmitting  the  sub- 
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clavian  vein :  that  behind  it,  the  subclavian  artery.  Between  the  groove  for  the 
subclavian  artery  and  the  tuberosity  is  a  depression  for  the  attachment  of  the  Sca- 
lenus medius  muscle.  The  wider  surface  is  smooth,  and  destitute  of  the  groove 
observed  on  the  other  ribs.  The  outer  border  is  convex,  thick,  and  rounded;  the 
inner,  concave,  thin,  and  sharp,  and  marked  about  its  centre  by  the  tubercle 
before  mentioned.  The  anterior  extremity  is  larger  and  thicker  than  any  of  the 
other  ribs. 

The  second  rib  (Fig.  171)  is  much  longer  than  the  first,  but  bears  a  very  con- 
siderable resemblance  to  it  in  the  direction  of  its  curvature.  The  non-articular 
portion  of  the  tuberosity  is  occasionally  only  slightly  marked.  The  angle  is 
slight,  and  situated  close  to  the  tuberosity,  and  the  shaft  is  not  twisted,  so  that 
both  ends  touch  any  plane  surface  upon  which  it  may  be  laid.  The  shaft  is  not 
horizontal,  like  that  of  the  first  rib ;  its  outer  surface,  which  is  convex,  looking 
upwards  and  a  little  outwards.  It  presents,  near  the  middle,  a  rough  eminence 
for  the  attachment  of  the  second  and  third  digitations  of  the  Serratus  magnus. 
The  inner  surface,  smooth  and  concave,  is  directed  downwards  and  a  little  inwards : 
it  presents  a  short  groove  towards  its  posterior  part. 

The  tenth  rib  (Fig.  172)  has  only  a  single  articular  facet  on  its  head. 

The  eleventh  and  twelfth  ribs  (Figs.  173  and  174)  have  each  a  single  articular 
facet  on  the  head,  which  is  of  rather  large  size ;  they  have  no  neck  or  tuberosity, 
and  are  pointed  at  the  extremity.  The  eleventh  has  a  slight  angle  and  a  shallow 
groove  on  the  lower  border.  The  twelfth  has  neither,  and  is  much  shorter  than 
the  eleventh. 

Structure.    The  ribs  consist  of  cancellous  tissue,  enclosed  in  a  thin  compact 

rer. 

Development.  Each  rib,  with  the  exception  of  the  last  two,  is  developed  by 
three  centres :  one  for  the  shaft,  one  for  the  head,  and  one  for  the  tubercle.  The 
last  two  have  only  two  centres,  that  for  the  tubercle  being  wanting.  Ossification 
commences  in  the  body  of  the  ribs  at  a  very  early  period,  before  its  appearance 
in  the  vertebrae.  The  epiphysis  of  the  head,  which  is  of  a  slightly  angular  shape, 
•and  that  for  the  tubercle,  of  a  lenticular  form,  make  their  appearance  between 
the  sixteenth  and  twentieth  years,  and  are  not  united  to  the  rest  of  the  bone  until 
about  the  twenty-fifth  year. 

Attachment  of  Muscles.  The  Intercostals,  Scalenus  anticus,  Scalenus  medius, 
Scalenus  posticus,  Pectoralis  minor,  Serratus  magnus,  Obliquus  externus,  Trans- 
versalis,  Quadratus  lumborum,  Diaphragm,  Latissimus  dorsi,  Serratus  posticus 
superior,  Serratus  posticus  inferior,  Sacro-lumbalis,  Musculus  accessorius  ad  sacro- 
lumbalem,  Longissimus  dorsi,  Ccrvicalis  ascendens,  Levatores  costarum. 

The  Costal  Cartilages. 

The  Costal  Cartilages  (Fig.  162,  p.  208)  are  white  elastic  structures,  which  serve 
to  prolong  the  ribs  forward  to  the  front  of  the  chest,  and  contribute  very  materially 
to  the  elasticity  of  its  walls.  The  first  seven  are  connected  with  the  sternum, 
the  next  three  with  the  lower  border  of  the  cartilage  of  the  preceding  rib.  The 
cartilages  of  the  last  two  ribs,  which  have  pointed  extremities,  float  freely  in  the 
walls  of  the  abdomen.  Like  the  ribs,  the  costal  cartilages  vary  in  their  length, 
breadth,  and  direction.  They  increase  in  length  from  the  first  to  the  seventh, 
then  gradually  diminish  to  the  last.  They  diminish  in  breadth,  as  well  as  the 
intervals  between  them,  from  the  first  to  the  last.  They  are  broad  at  their 
attachment  to  the  ribs,  and  taper  towards  their  sternal  extremities,  excepting 
the  first  two,  which  are  of  the  same  length  throughout,  and  the  sixth,  seventh,  and 
eighth,  which  are  enlarged  where  their  margins  are  in  contact.  In  direction 
they  also  vary;  the  first  descends  a  little,  the  second  is  horizontal,  the  third 
ascends  slightly,  whilst  all  the  rest  follow  the  course  of  the  ribs  for  a  short  extent, 
and  then  ascend  to  the  sternum  or  preceding  cartilage.  Each  costal  cartilage 
presents  two  surfaces,  two  borders,  and  two  extremities.     The  anterior  surface 


THE  UPPER  EXTREMITY.  215 

is  convex,  and  looks  forwards,  and  upwards ;  that  of  the  first  gives  attachment 
to  the  costo-clavicular  ligament ;  that  of  the  first,  second,  third,  fourth,  fifth,  and 
sixth,  at  their  sternal  ends,  to  the  Pectoralis  major.  The  others  are  covered  by, 
and  give  partial  attachment  to,  some  of  the  great  fiat  muscles  of  the  abdomen. 
The  posterior  surface  is  concave,  and  directed  backwards  and  downwards,  the  six 
or  seven  inferior  ones  affording  attachment  to  the  Transversalis  muscle,  and  the 
Diaphragm.  Of  the  two  borders,  the  superior  is  concave ;  the  inferior,  convex ; 
they  afford  attachment  to  the  Intercostal  muscles,  the  upper  border  of  the  sixth 
giving  attachment  to  the  Pectoralis  major  muscle.  The  contiguous  borders  of 
the  sixth,  seventh,  and  eighth,  and  sometimes  the  ninth  and  tenth,  costal  cartilages 
present  smooth  oblong  surfaces  at  the  points  where  they  articulate.  Of  the  two 
extremities,  the  outer  one  is  continuous  with  the  osseous  tissue  of  the  rib  to 
which  it  belongs.  The  inner  extremity  of  the  first  is  continuous  with  the  sternum ; 
the  six  succeeding  ones  have  rounded  extremities,  which  are  received  into 
shallow  concavities  on  the  lateral  margins  of  the  sternum.  The  inner  extremi- 
ties of  the  eighth,  ninth,  and  tenth  costal  cartilages  are  pointed,  and  lie  in  contact 
with  the  cartilage  above.    Those  of  the  eleventh  and  twelfth  are  free  and  pointed. 

The  costal  cartilages  are  most  elastic  in  youth,  those  of  the  false  ribs  being 
more  so  than  the  true.  In  old  age,  they  become  of  a  deep  yellow  color.  Under 
certain  diseased  conditions,  they  are  prone  to  ossify.  Dr.  Humphry's  observa- 
tions on  this  subject  have  led  him  to  regard  the  ossification  of  the  costal  carti- 
lages as  a  sign  of  disease  rather  than  of  age.  "  The  ossification  takes  place  in 
the  first  cartilage  sooner  than  in  the  others ;  and  in  men  more  frequently,  and 
at  an  earlier  period  of  life,  than  in  women." 

Attachment  of  Muscles.  The  Subclavius,  Sterno-thyroid,  Pectoralis  major, 
Internal  oblique,  Transversalis,  Rectus,  Diaphragm,  Triangularis  sterni,  Internal 
and  External  intercostals. 


OF  THE  EXTREMITIES. 

The  Extremities,  or  limbs,  are  those  long  jointed  appendages  of  the  body, 
which  are  connected  to  the  trunk  by  one  end,  and  free  in  the  rest  of  their  extent. 
They  arefour  in  number  :  an  upper  or  thoracic  pair,  connected  with  the  thorax 
through  the  intervention  of  the  shoulder,  and  subservient  mainly  to  tact  and 
prehension;  and  a  lower  pair,  connected  with  the  pelvis,  intended  for  support 
and  locomotion.  Both  pairs  of  limbs  are  constructed  after  one  common  type, 
so  that  they  present  numerous  analogies ;  while  at  the  same  time  certain  differ- 
ences are  observed  in  each,  dependent  on  the  peculiar  offices  they  perform. 

Of  the  Upper  Extremity. 

The  Upper  Extremity  consists  of  the  arm,  the  forearm,  and  the  hand.  Its 
continuity  with  the  trunk  is  established  by  means  of  the  shoulder,  which  is 
homologous  with  the  innominate  or  haunch  bone  in  the  lower  limb. 

Of  the  Shoulder. 

The  Shoulder  is  placed  upon  the  upper  part  and  side  of  the  chest,  connecting 
the  upper  extremity  to  the  trunk ;  it  consists  of  two  bones — the  clavicle,  and 
the  scapula. 

TnE  Clavicle. 

The  Clavicle  (chzvis,  a  key),  or  collar-bone,  forms  the  anterior  portion  of  the 
shoulder.  It  is  a  long  bone,  curved  somewhat  like  the  italic  letter/,  and  placed 
nearly  horizontally  at  the  upper  and  anterior  part  of  the  thorax,  immediately 
above  the  first  rib.     It  articulates  by  its  inner  extremity  with  the  upper  border 
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of  the  sternum,  and,  by  its  outer  extremity,  with  the  acromion  process  of  the 
scapula ;  serving  to  sustain  the  upper  extremity  in  the  various  positions  which 
it  assumes,  whilst,  at  the  same  time,  it  allows  of  great  latitude  of  motion  in  the 
arm.  The  clavicle  is  nearly  horizontal.  It  presents  a  double  curvature,  when 
looked  at  in  front ;  the  convexity  being  forwards  at  the  sternal  end,  and  the 
concavity  at  the  scapular  end.  Its  outer  third  is  flattened  from  above  down- 
wards, and  extends,  in  the  natural  position  of  the  bone,  from  a  point  opposite 
the  coracoid  process  to  the  acromion.  Its  inner  two-thirds  are  of  a  cylindrical 
form,  and  extend  from  the  sternum  to  a  point  opposite  the  coracoid  process  of 
the  scapula. 

External  or  Flattened  Portion.  The  outer  third  is  flattened  from  above  down- 
wards, so  as  to  present  two  surfaces,  an  upper  and  a  lower ;  and  two  borders, 
an  anterior  and  a  posterior.  The  upper  surface  is  flattened,  rough,  marked  by 
impressions  for  the  attachment  of  the  Deltoid  in  front,  and  the  Trapezius  behind : 
between  these  two  impressions,  externally,  a  small  portion  of  the  bone  is  sub- 
cutaneous. The  under  surface  is  flattened.  At  its  posterior  border,  where  the 
prismatic  joins  with  the  flattened  portion,  is  a  rough  eminence,  the  conoid 
tubercle ;  this,  in  the  natural  position  of  the  bone,  surmounts  the  coracoid  pro- 
cess of  the  scapula,  and  gives  attachment  to  the  conoid  ligament.  From  this 
tubercle,  an  oblique  line,  occasionally  a  depression,  passes  forwards  and  outwards 
to  near  the  outer  end  of  the  anterior  border ;  it  is  called  the  oblique  line,  and 
affords  attachment  to  the  trapezoid  ligament.  The  anterior  border  is  concave, 
thin,  and  rough ;  it  limits  the  attachment  of  the  Deltoid,  and  occasionally  pre- 
sents, near  the  centre,  a  tubercle,  the  deltoid  tubercle,  which  is  sometimes  distinct 
in  the  living  subject.  The  posterior  border  is  convex,  rough,  broader  than  the 
anterior,  and  gives  attachment  to  the  Trapezius. 

Internal  or  Cylindrical  Portion.  The  cylindrical  portion  forms  the  inner  two- 
thirds  of  the  bone.  It  is  curved,  so  as  to  be  convex  in  front,  concave  behind, 
and  is  marked  by  three  borders  separating  three  surfaces.  The  anterior  border 
is  continuous  with  the  anterior  margin  of  the  flat  portion.  At  its  commence- 
ment it  is  smooth  and  corresponds  to  the  interval  between  the  attachment  of  the 
Pectoralis  major  and  Deltoid  muscles ;  about  the  centre  of  the  clavicle  it  divides 
to  inclose  an  elliptical  space  for  the  attachment  of  the  clavicular  portion  of  the 
Pectoralis  major.  This  space  extends  inwards  as  far  as  the  anterior  margin  of 
the  sternal  extremity.  The  superior  border  is  continuous  with  the  posterior 
margin  of  the  flat  portion,  and  separates  the  anterior  from  the  posterior  surface. 
At  its  commencement  it  is  smooth  and  rounded,  becomes  rough  towards  the 
inner  third  for  the  attachment  of  the  Sterno-mastoid  muscle,  and  terminates  at 
the  upper  angle  of  the  sternal  extremity.  The  posterior  or  subclavian  border 
separates  the  posterior  from  the  inferior  surface,  and  extends  from  the  conoid 
tubercle  to  the  rhomboid  impression.  It  forms  the  posterior  boundary  of  the 
groove  for  the  Subclavius  muscle,  and  gives  attachment  to  the  fascia  which 
incloses  that  muscle.  The  anterior  surface  is  included  between  the  superior  and 
anterior  borders.  It  is  directed  forwards  and  a  little  upwards  at  the  sternal  end, 
outwards  and  still  more  upwards  at  the  acromial  extremity,  where  it  becomes 
continuous  with  the  upper  surface  of  the  flat  portion.  Externally,  it  is  smooth, 
convex,  nearly  subcutaneous,  being  covered  only  by  the  Platysma ;  but  corre- 
sponding to  the  inner  half  of  the  bone,  it  is  divided  by  a  more  or  less  promi- 
nent line  into  two  parts :  an  anterior  portion,  ellipitical  in  form,  rough,  and 
slightly  convex,  for  the  attachment  of  the  Pectoralis  major ;  and  an  upper  part, 
which  is  rough  behind,  for  the  attachment  of  the  Sterno-cleido-mastoid.  Be- 
tween the  two  muscular  impressions  is  a  small  subcutaneous  interval.  The 
posterior  or  cervical  surface  is  smooth,  flat,  directed  vertically,  and  looks  back- 
wards towards  the  root  of  the  neck.  It  is  limited,  above,  by  the  superior 
border;  below,  by  the  subclavian  border;  internally,  by  the  margin  of  the 
sternal  extremity ;  externally,  it  is  continuous  with  the  posterior  border  of  the 
flat  portion.    It  is  concave  from  within  outwards,  and  is  in  relation,  by  its  lower 
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part,  with  the  Suprascapular  vessels.  It  gives  attachment,  near  the  sternal 
extremity,  to  part  of  the  Sternohyoid  muscle ;  and  presents,  at  or  near  the 
middle,  a  foramen,  directed  obliquely  outwards,  which  transmits  the  chief 
nutrient  artery  of  the  bone.  Sometimes,  there  are  two  foramina  on  the  poste- 
rior surface,  or  one  on  the  posterior,  the  other  on  the  inferior  surface.  The 
inferior  or  subclavian  surface  is  bounded,  in  front,  by  the  anterior  border ; 
behind,  by   the   subclavian   border.     It   is   narrow  internally,   but  gradually 


Fig.  175.— Lett  Clavicle.    Anterior  Surface. 


Fig.  176.— Left  Clavicle.     Inferior  Surface. 


increases  in  width  externally,  and  is  continuous  with  the  under  surface  of  the 
flat  portion.  Commencing  at  the  sternal  extremity  may  be  seen  a  small  facet 
for  articulation  with  the  cartilage  of  the  first  rib.  This  is  continuous  with  the 
articular  surface  at  the  Bternal  end  of  the  bone.  External  to  this  is  a  broad 
rough  impression,  the  rhomboid,  rather  more  than  an  inch  in  length,  for  the 
attachment  of  the  costo- clavicular  (rhomboid)  ligament.  The  remaining  part 
of  this  surface  is  occupied  by  a  longitudinal  groove,  the  subclavian  groove. 
broad  and  smooth  externally,  narrow  and  more  uneven  internally ;  it  gives 
attachment  to  the  subclavius  muscle,  and,  by  its  anterior  margin  to  the  strong 
aponeurosis  which  incloses  it.  Not  unfrequently  this  groove  is  subdivided  into 
two  parts  by  a  longitudinal  line,  which  gives  attachment  to  the  intermuscular 
septum  of  the  subclavius  muscle. 

The  internal  or  sternal  end  of  the  clavicle  is  triangular  in  form,  directed  in- 
wards, and  a  little  downwards  and  forwards;  and  presents  an  articular  facet, 
concave  from  before  backwards,  convex  from  above  downwards,  which  articu- 
lates  with  the  sterum  through  the  intervention  of  an  interarticular  fibro-carti- 
lage;  the  circumference  of  the  articular  surface  is  rough,  for  the  attachment  of 
numerous  ligaments.  This  surface  is  continuous  with  the  costal  facet  on  the 
inner  end  of  the  inferior  or  subclavian  surface,  which  articulates  with  the 
cartilage  of  the  first  n  b.  "         ■ 

The  outer  or  acromial  extremity,  directed  outwards  and  forwards,  presents  a 
small,  flattened,  oval  facet,  which  looks  obliquelv  downwards  for  articulation 
with  the  acromion  process  of  the  scapula.  The  direction  of  this  surface  serves 
to  explain  the  greater  frequency  of  dislocation  upwards  rather  than  downwards, 
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beneath  the  acromion  process.  The  circumference  of  the  articular  facet  is  rough, 
especially  above,  for  the  attachment  of  the  acromio-clavicular  ligaments. 

Peculiarities  of  the  Bone  in  the  Sexes  and  in  Individuals.  In  the  female,  the 
clavicle  is  generally  less  curved,  smoother,  and  more  slender  than  in  tficTmale. 
In  those  persons  who  perform  considerable  manual  labor,  which  brings  into 
constant  action  the  muscles  connected  with  this  bone,  it  acquires  considerable 
bulk,  becomes  shorter,  more  curved,  its  ridges  for  muscular  attachment  become 
prominently  marked,  and  its  sternal  end  of  a  prismatic  form.  The  right  cla- 
vicle is  generally  heavier,  thicker,  and  rougher,  and  often  shorter,  than  the 
left. 

Structure.  The  shaft,  as  well  as  the  extremities,  consists  of  cancellous  tissue, 
invested  in  a  compact  layer  much  thicker  in  the  middle  than  at  either  end. 
The  clavicle  is  highly  elastic,  by  reason  of  its  curves.  From  the  experiments 
of  Mr.  Ward,  it  has  been  shown  that  it  possesses  sufficient  longitudinal  elastic 
force  to  project  its  own  weight  nearly  two  feet  on  a  level  surface,  when  a  smart 
blow  is  struck  on  it ;  and  sufficient  transverse  elastic  force,  opposite  the  centre  of 
its  anterior  convexity,  to  throw  its  own  weight  about  a  foot.  This  extent  of 
elastic  power  must  serve  to  moderate  very  considerably  the  effect  of  concussions 
- — received  upon  the  point  of  the  shoulder. 

^  Development.     By  two  centres :  one  for  the  shaft,  and  one  for  the  sternal  ex- 

tremity. The  centre  for  the  shaft  appears  very  early,  before  any  other  bone ; 
the  centre  for  the  sternal  end  makes  its  appearance  about  the  eighteenth  or 
twentieth  year,  and  unites  with  the  rest  of  the  bone  a  few  years  after. 

t  Articulations.     With  the  sternum,  scapula,  and  cartilage  of  the  first  rib. 

w— Attachment  of  Muscles.      The   Sterno-cleido-mastoid,    Trapezius,   Pectoralis 

major,  Deltoid,  Subclavius,  Sterno-hyoid,  and  Platysma. 

The  Scapula. 

The  Scapula  forms  the  back  part  of  the  shoulder.  It  is  a  large  flat  bone, 
triangular  in  shape,  situated  at  the  posterior  aspect  and  side  of  the  thorax, 
between  the  first  and  eighth  ribs,  its  posterior  border  or  base  being  about  an  inch 
from,  and  nearly  parallel  with  the  spinous  processes  of  the  vertebrae.  It  presents 
for  examination  two  surfaces,  three  borders,  and  three  angles. 

The  anterior  surface,  or  venter  (Fig.  177),  presents  a  broad  concavity,  the  sub- 
scapular fossa.  It  is  marked,  in  the  posterior  two-thirds,  by  several  oblique 
ridges,  which  pass  from  behind  obliquely  outwards  and  upwards,  the  anterior 
third  being  smooth.  The  oblique  ridges  give  attachment  to  the  tendinous  inter- 
sections, and  the  surfaces  between  them,  to  the  fleshy  fibres,  of  the  Subscapularis 
muscle.  The  anterior  third  of  the  fossa,  which  is  smooth,  is  covered  by,  but 
does  not  afford  attachment  to,  the  fibres  of  this  muscle.  This  surface  is  sepa- 
rated from  the  posterior  border  by  a  smooth  triangular  margin  at  the  superior 
and  inferior  angles,  and  in  the  interval  between  these  by  a  narrow  edge  which  is 
often  deficient.  This  marginal  surface  affords  attachment  throughout  its  entire 
extent  to  the  Serratus  magnus  muscle.  The  subscapular  fossa  presents  a  trans- 
verse depression  at  its  upper  part,  called  the  subscapular  angle ;  it  is  in  this 
situation  that  the  fossa  is  deepest ;  so  that  the  thickest  part  of  the  Subscapularis 
muscle  lies  in  a  line  perpendicular  to  the  plane  of  the  glenoid  cavity,  and  must 
consequently  operate  most  effectively  on  tne  humerus  which  is  contained  in  that 
cavity. 

The  posterior  surface,  or  dorsum  (Fig.  178),  is  arched  from  above  downwards, 
alternately  concave  and  convex  from  side  to  side.  It  is  subdivided  unequally 
into  two  parts  by  the  spine ;  the  portion  above  the  spine  is  called  the  supraspi- 
nous fossa,  and  that  below  it  the  mfraspinous  fossa. 

The  supraspinous  fossa,  the  smaller  of  the  two,  is  concave,  smooth,  and  broader 
at  the  vertebral  than  at  the  humeral  extremity.  It  affords  attachment  by  its 
inner  two-thirds  to  the  Supraspinatus  muscle. 


The  in/raspinous  fossa  is  much  larger  than  the  preceding;  towards  its  verte- 
bral margin  a  shallow  concavity  is  seen  at  its  upper  part;  its  centre  presents  a 
prominent  convexity,  whilst  towards  the  axillary  border  is  a  deep  groove,  which 
runs  from  the  upper  towards  the  lower  part.     The  inner  two-thirds  of  this  sur- 


Fig.  177. — Left  Scapula.    Anterior  Surface,  or  Venter. 


face  affords  attachment  to  the  Infraspinatus  muscle;  the  outer  third  is  only 
covered  by  it,  without  giving  origin  to  its  fibres.  This  surface  is  separated  from 
the  axillary  border  by  an  elevated  ridge,  which  runs  from  the  lower  part  of  the 
glenoid  cavitv,  downwards  and  backwards  to  the  posterior  border,  about  au  inch 
above  the  inferior  angle.  The  ridge  serves  for  the  attachment  of  a  strong  apo- 
neurosis, which  separates  the  Infraspinatus  from  the  two  Teres  muscles.  The 
surface  of  bone  between  this  line  and  the  axillary  border  is  narrow  in  the  upper 
two-thirds  of  its  extent,  and  traversed  near  its  centre  by  a  groove  for  the  passage 
of  the  dorsalis  scapulas  vessels ;  it  affords  attachment  'to  the  Teres  minor.  Its 
lower  third  presents  a  broader,  somewhat  triangular  surface,  which  gives  origin 
to  the  Teres  major,  and  over  which  glides  the  Latissimus  dorsi;  sometimes  the 
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latter  muscle  takes  origin  by  a  few  fibres  from  this  part.  The  broad  and  nar- 
row portions  of  bone  above  alluded  to  are  separated  by  an  oblique  line,  which 
runs  from  the  axillary  border,  downwards  and  backwards :  to  it  is  attached  the 
aponeurosis  separating  the  two  Teres  muscles  from  each  other. 


Fig.  178. — Left  Scapula.    Posterior  Surface,  or  Dorsum. 


e*#* 


Co  racoiec 


The  Spine  is  a  prominent  plate  of  bone,  which  crosses  obliquely  the  inner 
four-fifths  of  the  dorsum  of  the  scapula  at  its  upper  part,  and  separates  the 
supra-  from  the  infra-spinous  fossa:  it  commences  at  the  vertebral  border  by  a 
smooth  triangular  surface,  over  which  the  Trapezius  glides,  separated  from  the 
bone  by  a  bursa;  and,  gradually  becoming  more  elevated  as  it  passes  forwards, 
terminates  in  the  acromion  process  which  overhangs  the  shoulder -joint.  The 
spine  is  triangular,  and  flattened  from  above  downwards,  its  apex  corresponding 
to  the  posterior  border ;  its  base,  which  is  directed  outwards,  to  the  neck  of  the 
scapula.  It  presents  two  surfaces  and  three  borders.  Its  superior  surface  is 
concave  assists  in  forming  the  supraspinous  fossa,  and  affords  attachment  to 
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part  of  the  Supraspinatus  muscle.  Its  inferior  surface  forms  part  of  the  infra- 
spinous  fossa,  gives  origin  to  part  of  the  Infraspinatus  muscle,  and  presents  near 
its  centre  the  orifice  of  a  nutrient  canal.  Of  the  three  borders,  the  anterior  is 
attached  to  the  dorsum  6f  the  bone ;  the  posterior,  or  crest  of  the  spine,  is  broad, 
and  presents  two  lips,  and  an  intervening  rough  interval.  To  the  superior  lip 
is  attached  the  Trapezius,  to  the  extent  shown  in  the  figure.  A  very  rough 
tubercle  is  generally  seen  occupying  that  portion  of  the  spine  which  receives  the 
insertion  of  the  middle  and  inferior  fibres  of  this  muscle.  To  the  inferior  lip, 
throughout  its  whole  length,  is  attached  the  Deltoid.  The  interval  between  the 
lips  is  also  partly  covered  by  the  fibres  of  these  muscles.  The  external  border, 
the  shortest  of  the  three,  is  slightly  concave,  its  edges  thick  and  round,  continu- 
ous above  with  the  under  surface  of  the  acromion  process;  below,  with  the  neck 
of  the  scapula.  The  narrow  portion  of  bone  external  to  this  border  serves  to 
connect  the  supra-  and  infra-spinous  foss®. 

The  Acromion  process,  so  called  from  forming  the  summit  of  the  shoulder 
(a*po»,  a  summit;  ,y*o$,  the  shoulder),  is  a  large  and  somewhat  triangular  process, 
flattened  from  behind  forwards,  directed  at  first  a  little  outwards,  and  then  curv- 
ing forwards  and  upwards,  so  as  to  overhang  the  glenoid  cavity.  Its  upper  sur- 
face, directed  upwards,  backwards,  and  outwards,  is  convex,  rough,  and  gives 
attachment  to  some  fibres  of  the  Deltoid.  Its  under  surface  is  smooth  and  con- 
cave. Its  outer  border,  which  is  thick  and  irregular,  affords  attachment  to  the 
Deltoid  muscle.  Its  inner  margin,  shorter  than  the  outer,  is  concave,  gives  at- 
tachment to  a  portion  of  the  Trapezius  muscle,  and  presents  about  its  centre  a 
small  oval  surface,  for  articulation  with  the  acromial  end  of  the  clavicle.  Its 
apex,  which  corresponds  to  the  point  of  meeting  of  these  two  borders  in  front,  is 
thin,  and  has  attached  to  it  the  coraco-acromial  ligament. 

Of  the  three  borders  or  costi»  of  the  scapula,  the  superior  is  the  shortest  and 
thinnest ;  it  is  concave,  terminating  at  its  inner  extremity  at  the  superior  angle, 
at  its  outer  extremity  at  the  coracoid  process.  At  its  outer  part  is  a  deep 
semicircular  notch,  the  suprascapular,  formed  partly  by  the  base  of  the  coracoid 
process.  This  notch  is  converted  into  a  foramen  by  the  transverse  ligament,  and 
serves  for  the  passage  of  the  suprascapular  nerve.  The  adjacent  margin  of  the 
superior  border  affords  attachment  to  the  Omo-hyoid  muscle.  The  external,  or 
axillary  border,  is  the  thickest  of  the  three.  It  commences  above  at  the  lower 
margin  of  the  glenoid  cavity,  and  inclines  obliquely  downwards  and  backwards 
to  the  inferior  angle.  Immediately  below  the  glenoid  cavity,  is  a  rough  im- 
pression, about  an  inch  in  length,  which  affords  attachment  to  the  long  head  of 
the  Triceps  muscle ;  to  this  succeeds  a  longitudinal  groove,  which  extends  as  far 
as  its  lower  third,  and  affords  origin  to  part  of  the  Subscapulars  muscle.  The 
inferior  third  of  this  border,  which  is  thin  and  sharp,  serves  for  the  attachment 
of  a  few  fibres  of  the  Teres  major  behind,  and  of  the  Subscapularis  in  front. 
The  internal,  or  vertebral,  border,  also  named  the  base,  is  the  longest  of  the  three, 
and  extends  from  the  superior  to  the  inferior  angle  of  the  bone.  It  is  arched, 
intermediate  in  thickness  between  the  superior  and  the  external  borders,  and 
the  portion  of  it  above  the  spine  is  bent  considerably  outwards,  so  as  to  form  an 
obtuse  angle  with  the  lower  part.  The  vertebral  border  presents  an  anterior 
lip,  a  posterior  lip,  and  an  intermediate  space.  The  anterior  lip  affords  attach- 
ment to  the  Serratus  magnus ;  the  posterior  lip,  to  the  Supraspinatus  above  the 
spine,  the  Infraspinatus  below ;  the  interval  between  the  two  lips,  to  the  Levator 
anguli  scapulae  above  the  triangular  surface  at  the  commencement  of  the  spine; 
the  Bhomboideus  minor,  to  the  edge  of  that  surface ;  the  Ehomboideus  major 
being  attached  by  means  of  a  fibrous  arch,  connected  above  to  the  lower  part  of 
the  triangular  surface  at  the  base  of  the  spine,  and  below  to  the  lower  part  of 
the  posterior  border. 

Of  the  three  angles,  the  superior,  formed  by  the  junction  of  the  superior  and 
internal  borders,  is  thin,  smooth,  rounded,  somewhat  inclined  outwards,  and 
gives  attachment  to  a  few  fibres  of  the  Levator  anguli  scapulae  muscle.    The 
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inferior  angle,  thick  and  rough,  is  formed  by  the  union  of  the  vertebral  and 
axillary  borders,  its  outer  surface  affording  attachment  to  the  Teres  major,  and 
occasionally  a  few  fibres  of  the  Latissimus  dorsi.  The  anterior  angle  is  the 
thickest  part  of  the  bone,  and  forms  what  is  called  the  head  of  the  scapula.  The 
head  presents  a  shallow,  pyriform,  articular  surface,  the  glenoid  cavity  (7x^7,  a 
socket),  whose  longest  diameter  is  from  above  downwards,  and  its  direction  out- 
wards and  forwards.  It  is  broader  below  than  above :  at  its  apex  is  attached 
the  long  tendon  of  the  Biceps  muscle.  It  is  covered  with  cartilage  in  the  recent 
state;  and  its  margins,  slightly  raised,  give  attachment  to  a  fibro-cartilaginous 
structure,  the  glenoid  ligament,  by  which  its  cavity  is  deepened.  The  neck  of 
the  scapula  is  the  slightly  depressed  surface  which  surrounds  the  head ;  it  is 
more  distinct  on  the  posterior  than  on  the  anterior  surface,  and  below  than 
above.  In  the  latter  situation,  it  has,  arising  from  it,  a  thick  prominence,  the 
coracoid  process. 

The  Coracoid  process,  so  called  from  its  fancied  resemblance  to  a  crow's  beak 
txopaii  a  crow),  is  a  thick  curved  process  of  bone,  which  arises  by  a  broad  base 
irom  the  upper  part  of  the  neck  of  the  scapula ;  it  is  directed  at  first  upwards  and 
inwards ;  then,  becoming  smaller,  it  changes  its  direction,  and  passes  forwards 
and  outwards.  The  ascending  portion,  flattened  from  before  backwards,  presents 
in  front  a  smooth  concave  surface,  over  which  passes  the  Subscapularis  muscle. 
The  horizontal  portion  is  flattened  from  above  downwards;  its  upper  surface  is 
convex  and  irregular;  its  under  surface  is  smooth;  its  anterior  border  is  rough, 
and  gives  attachment  to  the  Pcctoralis  minor;  its  posterior  border  is  also  rough 
for  the  coraco-acromial  ligament,  while  the  apex  is  embraced  by  the  conjoined 
tendon  of  origin  of  the  short  head  of  the  Biceps  and  of  the  Coraco-brachialis. 
At  the  inner  side  of  the  root  of  the  coracoid  process  is  a  rough  impression  for 
the  attachment  of  the  conoid  ligament;  and,  running  from  it  obliquely  forwards 
and  outwards  on  the  upper  surface  of  the  horizontal  portion,  an  elevated  ridge 
for  the  attachment  of  the  trapezoid  ligament. 

Structure.    In  the  head,  processes,  and  all  the  thickened  parts  of  the  bone,  it 

is  cellular  in  structure,  of  a  dense  compact  tissue  in  the  rest  of  its  extent.    The 

centre  and  upper  part  of  the  dorsum,  but  especially  the  former,  are  usually  so 

thin  as  to  be  semi-transparent;  occasionally  the  bone  is  found  wanting  in  this 

^^ituation,  and  the  adjacent  muscles  come  into  contact. 

Development  (Fig.  179).     By  seven  centres:   one  for  the  body,  two  for  the 
coracoid  process,  two  for  the  acromion,  one  for  the  posterior  border,  and  one  for 
the  inferior  angle. 
'  Ossification  of  the  body  of  the  scapula  commences  about  the  second  month  of 

foetal  life,  by  the  formation  of  an  irregular  quadrilateral  plate  of  bone,  imme- 
diately behind  the  glenoid  cavity.  This  plate  extends  itself  so  as  to  form  the 
chief  part  of  the  bone,  the  spine  growing  up  from  its  posterior  surface  about  the 
third  month.  At  birth,  the  chief  part  of  the  scapula  is  osseous,  only  the  coracoid 
and  acromion  processes,  the  posterior  border,  and  inferior  angle,  being  carti- 
laginous. About  the  first  year  after  birth,  ossification  takes  place  in  the  middle 
of  the  coracoid  process;  which  usually  becomes  joined  with  the  rest  of  the  bone 
at  the  time  when  the  other  centres  make  their  appearance.  Between  the  fif- 
teenth and  seventeenth  years,  ossification  of  the  remaining  centres  takes  place 
in  quick  succession,  and  in  the  following  order:  first,  near  the  base  of  the 
acromion,  and  in  the  root  of  the  coracoid  process,  the  latter  appearing  in  the 
form  of  a  broad  scale;  secondly,  in  the  inferior  angle  and  contiguous  part  of  the 
posterior  border;  thirdly,  near  the  extremity  of  the  acromion:  fourthly,  in  the 
posterior  border.  The  acromion  process,  besides  being  formed  of  two  separate 
nuclei,  has  its  base  formed  by  an  extension  into  it  of  the  centre  of  ossification 
which  belongs  to  the  spine,  the  extent  of  which  varies  in  different  eases.  The 
two  separate  nuclei  unite,  and  then  join  with  the  extension  carried  in  from  the 
spine.  These  various  epiphyses  become  joined  to  the  bone  between  the  ages 
of  twenty-two  and  twenty-five  years.    Sometimes  failure  of  union  between  the 
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acromion  process  and  spine  occurs,  the  jnnction  being  effected  by  fibrous  tissue, 
or  by  an  imperfect  articulation;  in  some  cases  of  supposed  fracture  of  the 
acromion  with  ligamentous  union,  it  is  probable  that  the  detached  segment  was 
never  united  to  the  rest  of  the  bone. 

Fig.  179. — Plan  of  the  Development  of  the  Scapula.    By  Seven  Centres. 


The  epiphyses  (except  one  for  the  comcoid  process)  appear  from  fifteen  to  seventeen 
yeans,  and  unite  between  twenty-two  and  twenty-five  years  of  age. 

Articulations,     With  the  humerus  and  clavicle. 

Attachment  of  Muscles.  To  the  anterior  surface,  the  Subscapularis ,  posterior 
surface,  Supraspinatus,  Infraspinatus;  spine,  Trapezius,  Deltoid;  superior  border, 
Omo-hyoid;  vertebral  border,  Serratus  magnus.  Levator  anguli  scapulae,  Ehom- 
boideus,  minor  and  major;  axillary  border,  Triceps,  Teres  minor,  Teres  major; 
glenoid  cavity,  long  head  of  the  Biceps;  coracoid  process,  short  head  of  the 
Biceps,  Coraco- brachial  is,  Pectoralis  minor;  acromion  process,  the  Platysma; 
and  to  the  inferior  angle  occasionally  a  few  fibres  of  the  Latissimus  dorsi. 

The  Humebds. 

The  Humerus  is  the  longest  and  largest  bone  of  the  upper  extremity;  it 
presents  for  examination  a  Bnaft  and  two  extremities. 

The  Upper  Extremity  is  the  largest  part  of  the  bone;  it  presents  a  rounded 
head,  joined  to  the  shaft'by  a  constricted  part,  called  the  neck,  and  two  other 
eminences,  the  greater  and  lesser  tuberosities  (Fig.  180). 

The  head,  nearly  hemispherical  in  form,  is  directed  upwards,  inwards,  and  a 
little  backwards;  its  surface  is  smooth,  coated  with  cartilage  in  the  recent  state, 
and  articulates  with  the  glenoid  cavity  of  the  scapula.  The  circumference  of 
ite  articular  surface  is  slightly  constricted,  and  is  termed  the  anatomical  neck,  in 
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Fig.  180.— Left  Hnmeroa.    Anterior  View. 
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contradistinction  to  the  constriction  which  exists  below  the  tuberosities.  The 
latter  is  called  the  surgical  neck,  from  its  often  being  the  seat  of  fracture.  It 
should  be  remembered,  however,  that  fracture  of  the  anatomical  neck  does  some- 
times, though  rarely,  occur. 

The  anatomical  neck  is  obliquely  directed,  forming  an  obtuse  angle  with  the 
shaft.  It  is  more  distinctly  marked  in  the  lower  half  of  its  circumference  than 
in  the  upper  half,  where  it  presents  a  narrow  groove,  separating  the  head  from 
the  tuberosities.  Its  circumference  affords  attachment  to  the  capsular  ligament, 
and  is  perforated  by  numerous  vascular  foramina. 

The  greater  tuberosity  is  situated  on  the  outer  side  of  the  head  and  lesser 
tuberosity.  Its  upper  surface  is  rounded  and  marked  by  three  flat  facets,  sepa- 
rated by  two  slight  ridges:  the  anterior^facet  gives  attachment  to  the  tendon 
of  the  Supraspinatus:  the  middle  one  to  the  Infraspinatus;  the  posterior  facet, 
and  the  shaft  of  the  bone  beI8W!^  to  the  Teres  minor.  The  outer  surface  of 
the  great  tuberosity  is  convex,  rough,  and  continuous  with  the  outer  side  of  the 
shaft. 

The  lesser  tuberosity  is  more  prominent,  although  smaller,  than  the  greater: 
it  is  situated  in  front  of  the  head,  and  is  directed  inwards  and  forwards.  Its 
summit  presents  a  prominent  facet  for  the  insertion  of  the  tendon  of  the  Sub- 
scapularis  muscle.  The  tuberosities  are  separated  from  one  another  by  a  deep 
groove,  the  bicipital  groove,  so  called  from  its  lodging  the  long  tendon  of  the 
Biceps  muscle,  with  which  runs  a  branch  of  the  anterior  circumflex  artery.  It 
commences  above  between  the  two  tuberosities,  passes  obliquely  downwards  and 
a  little  inwards,  and  terminates  at  the  junction  of  the  upper  with  the  middle 
third  of  the  bone.  It  is  deep  and  narrow  at  the  commencement,  and  becomes 
shallow  and  a  little  broader  as  it  descends.  In  the  recent  state  it  is  covered 
with  a  thin  layer  of  cartilage,  lined  by  a  prolongation  of  the  synovial  membrane 
of  the  shoulder-joint,  and  receives  part  of  the  tendon  of  insertion  of  the  Latissi- 
mus  dorsi  about  its  centre. 

The  Shaft  of  the  humerus  is  almost  cylindrical  in  the  upper  half  of  its  extent, 
prismatic  and  flattened  below,  and  presents  three  borders  and  three  surfaces  for 
examination. 

The  anterior  border  runs  from  the  front  of  the  great  tuberosity  above  to  the 
coronoid  depression  below,  separating  the  internal  from  the  external  surface. 
Its  upper  part  is  very  prominent  and  rough,  forms  the  outer  lip  of  the  bicipital 
groove,  and  serves  for  the  attachment  of  the  tendon  of  the  Pectoralis  major. 
About  its  centre  is  seen  the  rough  deltoid  impression ;  below,  it  is  smooth  and 
rounded,  affording  attachment  to  the  Brachialis  anticus. 

The  external  harder  runs  from  the  back  part  of  the  greater  tuberosity  to  the 
external  condyle,  and  separates  the  external  from  the  posterior  surface.  It  is 
rounded  and  indistinctly  marked  in  its  upper  half,  serving  for  the  attachment 
of  the  external  head  of  the  Triceps  muscle;  its  centre  is  traversed  by  a  broad 
but  shallow  oblique  depression,  tne  musculo-spiral  groove;  its  lower  part  is 
marked  by  a  prominent  rough  margin,  a  little  curved  from  behind  forwards, 
which  presents  an  anterior  lip  for  the  attachment  of  the  Supinator  longus  above 
and  Extensor  carpi  radialis  longior  below,  a  posterior  lip  for  the  Triceps,  and 
an  interstice  for  the  attachment  of  the  external  intermuscular  septum. 

The  internal  border  extends  from  the  lesser  tuberosity  to  the  internal  condyle. 
Its  upper  third  is  marked  by  a  prominent  ridge,  forming  the  inner  lip  of  the 
bicipital  groove,  and  gives  attachment  from  above  downwards  to  the  tendons  of 
the  Latissimus  dorsi,  Teres  major,  and  part  of  the  origin  of  the  inner  head  of  the 
Triceps.  About  its  centre  is  a  rough  ridge  for  the  attachment  of  the  Coraco- 
brachialis,  and  just  below  this  is  seen  the  entrance  of  the  nutrient  canal  directed 
4pwn wards.  Sometimes  there  is  a  second  canal  higher  up,  which  takes  a  similar 
direction.  The  inferior  third  of  this  border  is  raised  into  a  slight  ridge,  which 
becomes  very  prominent  below ;  it  presents  an  anterior  lip  for  the  attachment 
15 
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of  the  Brachialis  anticus,  a  posterior  lip  for  the  internal  head  of  the  Triceps,  and 
an  intermediate  space  for  the  internal  intermuscular  septum. 

The  external  surface  is  directed  outwards  above,  where  it  is  smooth,  rounded, 
and  covered  by  the  Deltoid  muscle;  forwards  below,  where  it  is  slightly  concave 
from  above  downwards,  and  gives  origin  to  part  of  the  Brachialis  anticus  muscle. 
About  the  middle  of  this  surface  is  seen  a  rough  triangular  impression  for  the 
insertion  of  the  Deltoid  muscle;  and  below  it  the  musculo-spiral  groove,  directed 
obliquely  from  behind,  forwards,  and  downwards,  and  transmitting  the  musculo- 
spiral  nerve  and  superior  profunda  artery. 

The  internal  surface,  less  extensive  tnan  the  external,  is  directed  forwards 
above,  forwards  and  inwards  below :  at  its  upper  part  it  is  narrow,  and  forms  the 
bicipital  groove.  The  middle  part  of  this  surface  is  slightly  rough  for  the  attach- 
ment of  the  Coraco-brachialis ;  its  lower  part  is  smooth,  concave,  and  gives 
attachment  to  the  Brachialis  anticus  muscle.1 

The  posterior  surface  (Fig.  181)  appears  somewhat  twisted,  so  that  its  upper 
part  is  directed  a  little  inwards,  its  lower  part  backwards  and  a  little  outwards. 
Nearly  the  whole  of  this  surface  is  covered  by  the  external  and  internal  heads  of 
the  Triceps,  the  former  of  which  is  attached  to  its  upper  and  outer  part,  the  latter 
to  its  inner  and  back  part,  the  two  being  separated  by  the  musculo-spiral  groove. 

The  Lower  Extremity  is  flattened  from  before  backwards,  and  curved  slightly 
forwards;  it  terminates  below  in  a  broad  articular  surface,  which  is  dividedinto 
two  parts  by  a  slight  ridge.  On  either  side  of  the  articular  surface  are  the 
external  and  internal  condyles.  The  articular  surface  extends  a  little  lower  than 
the  condyles,  and  is  curved  slightly  forwards,  so  as  to  occupy  the  more  anterior 
part  of  the  bone ;  its  greatest  breadth  is  in  the  transverse  diameter,  and  it  is 
obliquely  directed,  so  that  its  inner  extremity  occupies  a  lower  level  than  the 
outer.  The  outer  portion  of  the  articular  surface  presents  a  smooth  rounded 
eminence,  which  has  received  the  name  of  the  lesser  or  radial  head  of  the 
humerus ;  it  articulates  with  the  cup-shaped  depression  on  the  head  of  the  radius, 
and  is  limited  to  the  front  and  lower  part  of  the  bone,  not  extending  as  far  back 
as  the  other  portion  of  the  articular  surface.  On  the  inner  side  of  this  eminence 
is  a  shallow  groove,  in  which  is  received  the  inner  margin  of  the  head  of  the 
radius.  The  inner  or  trochlear  portion  of  the  articular  surface  presents  a  deep 
depression  between  two  well-marked  borders.  This  surface  is  convex  from 
before  backwards,  concave  from  side  to  side,  and  occupies  the  anterior  lower  and 
posterior  parts  of  the  bone.  The  external  border,  less  prominent  than  the 
internal,  corresponds  to  the  interval  between  the  radius  and  the  ulna.  The  in- 
ternal border  is  thicker,  more  prominent,  and  consequently  of  greater  length  than 
the  external.  The  grooved  portion  of  the  articular  surface  fits  accurately  within 
the  greater  sigmoid  cavity  of  the  ulna;  it  is  broader  and  deeper  on  the  posterior 
than  on  the  anterior  aspect  of  the  bone,  and  is  inclined  obliquely  from  behind 
forwards,  and  from  without  inwards.  Above  the  back  part  of  the  trochlear 
surface  is  a  deep  triangular  depression,  the  olecranon  fossa,  in  which  is  received 

1  A  email  hook-shaped  process  of  bone,  varying  from  T'ff  to  }  of  an  inch  in  length,  is  not  un fre- 
quently found  projecting  from  the  inner  surface  of  the  shaft  of  the  humerus  two  inches  above  the 
internal  condyle.  It  is  cnrved  downwards,  forwards,  and  inwards,  and  its  pointed  extremity  ia 
connected  to  the  internal  border,  just  above  the  inner  condyle,  by  a  ligament  or  fibrous  band ; 
completing  an  arch,  through  which  the  median  nerve  and  brachial  artery  pass,  when  these  struc- 
tures deviate  from  their  usual  course.  Sometimes  the  nerve  alone  is  transmitted  through  it.  or 
the  nerve  may  be  accompanied  by  the  ulnar-interosseous  artery,  in  cases  of  high  division  of  the 
brachial.  A  well-marked  groove  is  usually  found  behind  the  process,  in  which  the  nerve  and 
artery  are  lodged.  This  space  is  analogous  to  the  supracondyloid  foramen  in  many  animals,  and 
probably  serves  in  them  to  protect  the  nerve  and  artery  from  compression  during  the  contraction 
of  the  muscles  in  this  region.  A  detailed  account  of  this  process  is  given  by  Dr.  Struthers,  in  his 
"  Anatomical  and  Physiological  Observations."  p.  202.  An  accessory  portion  of  the  Coraco-bra- 
chialis muscle  is  frequently  connected  with  this  process,  according  to  Mr.  J.  Wood :  Journal  of 
Anat  and  Phy.  No.  1,  Nov.  1866,  p.  47. 
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the  summit  of  the  olecranon  process  in  exten- 
sion of  the  forearm.  Above  the  front  part  of 
the  trochlear  surface  is  seen  a  smaller  depres- 
sion, the  coronoid  fossa,  which  receives  the  coro- 
noid  process  of  the  ulna  during  flexion  of  the 
forearm.  These  fossa?  are  separated  from  one 
another  by  a  thin  transparent  lamina  of  bone, 
which  is  sometimes  perforated ;  their  margins 
afford  attachment  to  the  anterior  and  posterior 
ligaments  of  the  elbow -joint,  and  they  are  lined 
in  the  recent  state  by  the  synovial  membrane 
of  this  articulation.  Above  the  front  part  of 
the  radial  tuberosity  is  seen  a  slight  depres- 
sion which  receives  the  anterior  border  of  the 
head  of  the  radius  when  the  forearm  is  strongly 
flexed.  The  external  condyle  is  a  small  tuber- 
cular eminence,  less  prominent  than  the  internal, 
curved  a  little  forwards,  and  giving  attachment 
to  the  external  lateral  ligament  of  the  elbow- 
joint,  and  to  a  tendon  common  to  the  origin  of 
some  of  the  extensor  and  supinator  muscles. 
The  internal  condyle,  larger  and  more  promi- 
nent than  the  external,  is  directed  a  little  back- 
wards :  it  gives  attachment  to  the  internal  late- 
ral ligament,  to  the  Pronator  radii  teres,  and  to 
a  tendon  common  to  the  origin  of  some  of  the 
flexor  muscles  of  the  forearm.  The  ulnar  nerve 
runs  in  a  groove  at  the  back  of  the  internal  con- 
dyle, or  between  it  and  the  olecranon  process. 
These  eminences  are  directly  continuous  above 
with  the  external  and  internal  borders.  The 
great  prominence  of  the  inner  one  renders  it 
more  liable  to  fracture. 

Structures,  The  extremities  consist  of  can- 
cellous tissue,  covered  with  a  thin  compact 
layer;  the  shaft  is  composed  of  a  cylinder  of 
compact  tissue,  thicker  at  the  centre  than  at  the 
extremities,  and  hollowed  out  by  a  large  me- 
dullary canal,  which  extends  along  its  whole 
length. 

Development.  By  seven  centres  (Fig.  182): 
one  for  the  shaft,  one  for  the  head,  one  for  the 
greater  tuberosity,  one  for  the  radial  head,  one 
for  the  trochlear  portion  of  the  articular  surface, 
and  one  for  each  condyle.  The  centre  for  the 
shaft  appears  very  early,  soon  after  ossification 
has  commenced  in  the  olavicle,  and  soon  extends 
towards  the  extremities.  At  birth  the  humerus 
is  ossified  nearly  in  its  whole  length,  theextremi- 
ties  remaining  cartilaginous.  Between  the  first 
and  second  years  ossification  commences  in  the 
head  of  the  bone,  and  between  the  second  and 
third  years  the  centra  for  the  tuberosities  makes 
its  appearance,  usually  by  a  single  ossific  point, 
but  sometimes,  according  to  Beclard,  by  one 
for  each  tuberosity,  that  for  the  lesser  being 
small,  and  not  appearing  until  after  the  fourth 
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year.    By  the  fifth  year  the  centres  for  the  head  and  tuberosities  have  enlarged 
and  become  joined,  so  as  to  form  a  singlelarge  epiphysis. 

The  lower  end  of  the  humerus  is  developed  in  the  following  manner :  At 
the  end  of  the  second  year  ossification  commences  in  the  radial  portion  of  the 
articular  surface,  and  from  this  point  extends  inwards,  so  as  to  form  the  chief 
part  of  the  articular  end  of  the  bone,  the  centre  for  the  inner  part  of  the 
articular  surface  not  appearing  until  about  the  age  of  twelve.  Ossification  com- 
mences fn  the  internal  condyle  about  the  fifth  year,  and  in  the  external  one  not 
until  about  the  thirteenth  or  fourteenth 
Fig.  182.— Plan  of  the  Development  of  the  year.  About  the  sixteenth  or  seventeenth 
Hume™.    By  Seven  Centres.  year  the  outer  ^adyte  and  both  portions 

n3,  of  the  articulating  surface  (having  already 

joined)  unite  with  the  shaft :  at  eighteen 
years  the  inner  condyle  becomes  joined, 
whilst  the  upper  epiphysis,  although  the 
first  formed,  is  not  united  until  about  the 
twentieth  year. 

Articulation*.  With  the  glenoid  cavity 
of  the  scapula,  and  with  the  ulna  and 
radius. 

Attachment  of  Muscles.     To  the  greater 
tuberosity,   the    Supraspinatus,   Infraspi- 
natus, and  Teres  minor ;  to  the  lesBer  tube- 
rosity, the  Subscapularis ;  to  the  anterior 
bicipital  ridge,   the  Pectoralis  major;   to 
the  posterior  bicipital  ridge  ard  groove, 
the  Latissimus  dorsi  and  Teres  major;  to 
the  shaft,  the  Deltoid,  Coraco-hrachialis, 
Brachialis  anticua,  external  and  internal 
beads  of  the  Triceps ;  to  the  internal  con- 
dyle, the  Pronator  radii  teres,  and  common 
tendon  of  the  Flexor  carpi  radial™,   Pal- 
mares longus,  Flexor  digitorum  sublimit*, 
.^     and  Flexor  carpi  ulnaris :  to  the  external 
r*    condyloid  ridge,  the  Supinator  longus,  and 
W     Extensor   carpi    radiahs   longior ;   to  the 
externa]  condyle,  the  common  tendon  of 
the  Extensor  carpi  radialis   brevior,  Ex- 
tensor   communis     digitorum,    Extensor 
i  digiti,  and  Extensor  carpi  ulnaris,  the  Anconeus  and  Supinator  brevia. 
The  Forearm  is  that  portion  of  the  upper  extremity  which  is  situated  between 
the  elbow  and  wrist.    It  is  composed  of  two  bones,  the  Ulna  and  the  Radius. 


The  Ulna. 

The  Ulna  (Figs.  183,  184),  so  called  from  its  forming  the  elbow  (iSt***),  is  a 
long  bone,  prismatic  in  form,  placed  at  the  inner  side  of  the  forearm,  parallel 
with  the  radius.  It  is  the  larger  and  longer  of  the  two  bones.  Its  upper 
extremity,  of  great  thickness  and  strength,  forms  a  large  part  of  the  articula- 
tion of  the  elbow -j oin t  ,•  it  diminishes  in  size  from  above  downwards,  its  lower 
extremity  being  very  small,  and  excluded  from  the  wrist-joint  by  the  interposi- 
tion of  an  interartieular  fibro-cartilage.  It  is  divisible  into  a  shaft,  and  two 
extremities. 

The  Umvtr  Extremity,  the  strongest  part  of  the  bone,  presents  for  examina- 
tion two  large  curved  processes,  the  Olecranon  process  and  the  Coronoid  process ; 
and  two  concave  articular  cavities,  the  greater  and  lesser  Sigmoid  cavities. 

The  Olecranon  Process  (jm'mj,  elbow ;  sparer,  head)  is  a  large  thick  curved 
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Fig.  183. — Bonce  of  Left  Forearm.    Anterior  Surface. 
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eminence,  situated  at  the  upper  and  back  part  of  the  ulna.  It  rises  somewhat 
higher  than  the  coronoid,  and  is  curved  forwards  at  the  summit  so  as  to  present 
a  prominent  tip,  its  base  being  contracted  where  it  joins  the  shaft.  This  is  the 
narrowest  part  of  the  upper  end  of  the  ulna,  and  consequently,  the  most  usual 
seat  of  fracture.  The  posterior  surface  of  the  olecranon,  directed  backwards, 
is  triangular,  smooth,  subcutaneous,  and  covered  by  a  bursa.  Its  upper  surface, 
directed  upwards,  is  of  a  quadrilateral  form,  marked  behind  by  a  rough  impres- 
sion for  the  attachment  of  the  Triceps  muscle;  and  in  front,  near  the  margin, 
by  a  slight  transverse  groove  for  the  attachment  of  part  of  the  posterior  liga- 
ment of  the  elbow -joint.  Its  anterior  surface  is  smooth,  concave,  covered  with 
cartilage  in  the  recent  state,  and  forms  the  upper  and  back  part  of  the  great 
sigmoid  cavity.  The  lateral  borders  present  a  continuation  of  the  same  groove 
that  was  seen  on  the  margin  of  the  superior  surface ;  they  serve  for  the  attach- 
ment of  ligaments,  viz.,  the  back  part  of  the  internal  lateral  ligament  internally, 
the  posterior  ligament  externally.  The  Olecranon  process,  in  its  structure  as 
well  as  in  its  position  and  use,  resembles  the  Patella  in  the  lower  limb ;  and,  like 
it,  sometimes  exists  as  a  separate  piece,  not  united  to  the  rest  of  the  bone.1 

The  Coronoid  Process  (xopwn7,  a  crow's  beak)  is  a  rough  triangular  eminence  of 
bone  which  projects  horizontally  forwards  from  the  upper  and  front  part  of  the 
ulna,  forming  the  lower  part  of  the  great  sigmoid  cavity.  Its  base  is  con- 
tinuous with  the  shaft,  and  of  considerable  strength,  so  much  so  that  fracture 
of  it  is  an  accident  of  rare  occurrence.  Its  apex  is  pointed,  slightly  curved  up- 
wards, and  received  into  the  coronoid  depression  of  the  humerus  in  flexion  of 
the  forearm.  Its  upper  surface  is  smooth,  concave,  and  forms  the  lower  part 
of  the  great  sigmoid  cavity.  The  under  surface  is  concave,  and  marked  inter- 
nally by  a  rough  impression  for  the  insertion  of  the  Brachialis  anticus.  At  the 
junction  of  this  surface  with  the  shaft  is  a  rough  eminence,  the  tubercle  of  the 
ulna,  for  the  attachment  of  the  oblique  ligament.  Its  outer  surface  presents  a 
narrow,  oblong,  articular  depression,  ihe  lesser  sigmoid  cavity.  The  inner  sur- 
face, by  its  prominent  free  margin,  serves  for  the  attachment  of  part  of  the 
internal  lateral  ligament.  At  the  front  part  of  this  surface  is  a  small  rounded 
eminence  for  the  attachment  of  one  head  of  the  Flexor  digitorum  sublimis,  behind 
the  eminence,  a  depression  for  part  of  the  origin  of  the  Flexor  profundus  digi- 
torum, and  descending  from  the  eminence,  a  ridge,  which  gives  attachment  to 
one  head  of  the  Pronator  radii  teres.  Occasionally,  the  Flexor  longus  pollicis 
arises  from  the  lower  part  of  the  Coronoid  process  by  a  rounded  bundle  of 
muscular  fibres. 

The  Greater  Sigmoid  Cavity,  so  called  from  its  resemblance  to  the  old  shape 
of  the  Greek  letter  2,  is  a  semilunar  depression  of  large  size,  formed  by  tne 
olecranon  and  coronoid  processes,  and  serving  for  articulation  with  the  trochlear 
surface  of  the  humerus.  About  the  middle  of  either  lateral  border  of  this 
cavity  is  a  notch,  which  contracts  it  somewhat,  and  serves  to  indicate  the  junc- 
tion of  the  two  processes  of  which  it  is  formed.  The  cavity  is  concave  from 
above  downwards,  and  divided  into  two  lateral  parts  by  a  smooth,  elevated 
ridge,  which  runs  from  the  summit  of  the  olecranon  to  the  tip  of  the  coronoid 
process.  Of  these  two  portions,  the  internal  is  the  larger;  it  is  slightly  concave 
transversely,  the  external  portion  being  nearly  plane  from  side  to  side. 

The  Lesser  Sigmoid  Cavity  is  a  narrow,  oblong,  articular  depression,  placed  on 
the  outer  side  of  the  coronoid  process,  and  serving  for  articulation  with  the  head 
of  the  radius.  It  is  concave  from  before  backwards ;  and  its  extremities,  which 
are  prominent,  serve  for  the  attachment  of  the  orbicular  ligament. 

The  Shaft  is  prismatic  in  form  at  its  upper  part,  and  curved  from  behind 
forwards,  and  from  within  outwards,  so  as  to  be  convex  behind  and  externally ; 

'  Professor  Owen  regards  the  olecranon  as  homologous  not  with  the  patella,  but  with  an  ex- 
tension of  the  upper  end  of  the  fibnla  above  the  knee-joint,  which  is  met  with  in  the  Ornitho- 
rhyDchus,  Echidna,  and  some  other  animals.    (Owen,  "On  the  Nature  of  ltimbs") 
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its  central  part  is  quite  straight;  its  lower  part  rounded,  smooth,  and  bent  a 
little  outwards ;  it  tapers  gradually  from  above  downwards,  and  presents  for 
examination  three  borders,  and  three  surfaces. 

The  anterior  border  commences  above  at  the  prominent  inner  angle  of  the 
coronoid  process,  and  terminates  below  in  front  of  the  styloid  process.  It  is  well 
marked  above,  smooth  and  rounded  in  the  middle  of  its  extent,  and  affords 
attachment  to  the  Flexor  profundus  digitorum:  sharp  and  prominent  in  its 
lower  fourth  for  the  attachment  of  the  Pronator  quadratus.  It  separates  the 
anterior  from  the  internal  surface. 

The  posterior  border  commences  above  at  the  apex  of  the  triangular  surface  at 
the  back  part  of  the  olecranon,  and  terminates  below  at  the  back  part  of  the 
styloid  process ;  it  is  well  marked  in  the  upper  three-fourths,  and  gives  attach- 
ment to  an  aponeurosis  common  to  the  Flexor  carpi  ulnaris,  the  Extensor  carpi 
ulnaris,  and  the  Flexor  profundus  digitorum  muscles ;  its  lower  fourth  is  smooth 
and  rounded.    This  border  separates  the  internal  from  the  posterior  surface. 

The  external  or  interosseous  border  commences  above  by  two  lines,  which  con- 
verge one  from  each  extremity  of  the  lesser  sigmoid  cavity,  inclosing  between 
them  a  triangular  space  for  the  attachment  of  part  of  the  Supinator  brevis,  and 
terminates  below  at  the  middle  of  the  head  of  the  ulna.  Its  two  middle  fourths 
are  very  prominent,  and  serve  for  the  attachment  of  the  interosseous  membrane ; 
its  lower  fourth  is  smooth  and  rounded.  This  border  separates  the  anterior 
from  the  posterior  surface. 

The  anterior  surface,  much  broader  above  than  below,  is  concave  in  the  upper 
three-fourths  of  its  extent,  and  affords  attachment  to  the  Flexor  profundus  digi- 
torum ;  its  lower  fourth,  also  concave,  to  the  Pronator  quadratus.  The  lower 
fourth  is  separated  from  the  remaining  portion  of  the  bone  by  a  prominent  ridge, 
directed  obliquely  from  above  downwards  and  inwards ;  this  ridge  marks  the 
extent  of  attachment  of  the  Pronator  above.  At  the  junction  of  the  upper  with 
the  middle  third  of  the  bone  is  the  nutrient  canal,  directed  obliquely  upwards 
and  inwards. 

The  posterior  surface,  directed  backwards  and  outwards,  is  broad  and  concave 
above,  somewhat  narrower  and  convex  in  the  middle  of  its  course,  narrow, 
smooth,  and  rounded  below.  It  presents  above  an  oblique  ridge,  which  runs 
from  the  posterior  extremity  of  the  lesser  sigmoid  cavity,  downwards  to  the 
posterior  border ;  the  triangular  surface  above  this  ridge  receives  the  insertion 
of  the  Anconeus  muscle,  whilst  the  ridge  itself  affords  attachment  to  the  Supi- 
nator brevis.  The  surface  of  bone  below  this  is  subdivided  by  a  longitudinal 
ridge,  sometimes  called  the  perpendicular  line,  into  two  parts :  the  internal  part 
is  smooth,  concave,  and  gives  origin  to  (occasionally  is  merely  covered  by)  the 
Extensor  carpi  ulnaris ;  the  external  portion,  wider  and  rougher,  gives  attach- 
ment from  above  downwards  to  part  of  the  Supinator  brevis,  the  Extensor  ossis 
metacarpi  pollicis,  the  Extensor  secundi  internodii  pollicis,  and  the  Extensor 
indicis  muscles. 

The  internal  surface  is  broad  and  concave  above,  narrow  and  convex  below. 
It  gives  attachment  by  its  upper  three-fourths  to  the  Flexor  profundus  digitorum 
muscle :  its  lower  fourth  is  subcutaneous. 

The  Lower  Extremity  of  the  ulna  is  of  small  size,  and  excluded  from  the 
articulation  of  the  wrist-joint.  It  presents  for  examination  two  eminences,  the 
outer  and  larger  of  which  is  a  rounded  articular  eminence,  termed  the  head  of 
the  ulna ;  the  inner,  narrower  and  more  projecting,  is  a  non-articular  eminence, 
the  styloid  process.  The  head  presents  an  articular  facet,  part  of  which,  of  an 
oval  form,  is  directed  downwards,  and  plays  on  the  surface  of  the  triangular 
fibro-cartilage,  which  separates  this  bone  from  the  wrist-joint;  the  remaining 
portion,  directed  outwards,  is  narrow,  convex,  and  received  into  the  sigmoid 
cavity  of  the  radius.  The  styloid  process  projects  from  the  inner  and  back  part 
of  the  bone,  and  descends  a  little  lower  than  the  head,  terminating  in  a»  rounded 
summit,  which  affords  attachment  to  the  internal  lateral  ligament  of  the  wrist. 
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Fig.  184.-  Bone  of  tbe  Left  Forearm.    Posterior  Snrr&ce. 
ULNA 
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Fig.  185.— Plan  of  the  Development  of  the 
Ulna.    By  Three  Centres. 


The  head  is  separated  from  the  styloid  process  by  a  depression  for  the  attach- 
ment of  the  triangular  interarticular  fi  bro-cartilage ;  and  behind,  by  a  shallow 
groove  for  the  passage  of  the  tendon  of  the  Extensor  carpi  ulnaris. 

Structure.     Similar  to  that  of  the  other  long  bones. 

Development.     By  three  centres:  one  for  the  shaft,  one  for  the  inferior  ex- 
tremity, and  one  for  the  olecranon  (Fig.  185).     Ossification  commences  near  the 
middle  of  the  shaft  about  the  fifth  week,  and  soon  extends  through  the  greater 
part  of  the  bone.     At  birth  the  ends  are  cartilaginous.     About  the  fourth  year, 
a  separate  osseous  nucleus  appears  in  the  middle  of  the  head,  which  soon  ex- 
tends into  the  styloid  process.     About  the  tenth  year,  ossific  matter  appears  in 
the  olecranon  near  its  extremity,  the  chief 
part  of  this  process  being  formed  from  an 
extension  of  the  shaft  of  the  bone  into  it. 
At  about  the  sixteenth  year,  the  upper 
epiphysis  becomes  joined,  and  at  about  the 
twentieth  year  the  lower  one. 

Articulations.     With  the  humerus  and 
radius. 

Attachment  of  Muscles.  To  the  olecra* 
non  :  the  Triceps,  Anconeus,  and  one  head 
of  the  Flexor  carpi  ulnaris.  To  the  coro- 
noid  process :  the  Brachialis  anticus,  Pro- 
nator radii  teres,  Flexor  sublimis  digito-  w.^ 
rum,  and  Flexor  profundus  digitorum, 
occasionally  also  the  Flexor  longus  polli- 
cis. To  the  shaft  :  the  Flexor  profundus 
digitorum,  Pronator  quadratus,  Flexor 
carpi  ulnaris,  Extensor  carpi  ulnaris,  An- 
coneus, Supinator  brevis,  Extensor  ossis 
metacarpi  pollicis,  Extensor  secundi  inter- 
nodii  pollicis,  and  Extensor  indicis. 

The  Radius. 

The  Radius  is  situated  on  the  outer  side     Apf€M  &  4  +i*(iEhxim  shjt  at  **» *' 
of  the  forearm,  lying  parallel  with  the  ^     ^&r        a1 

ulna,  which  exceeas  it  in  length  and  size.  J*Ho*    t&f^ 

Its  upper  end  is  small,  and  forms  only  a 
small  part  of  the  elbow-joint ;  but  its  lower  end  is  large,  and  forms  the  chief 

{>art  of  the  wrist.     It  is  one  of  the  long  bones,  prismatic  in  form,  slightly  curved 
ongitudinally,  and  like  other  long  bones  has  a  shaft  and  two  extremities. 

The  Upper  Extremity  presents  a  head,  neck,  and  tuberosity.  The  head  is  of  a 
cylindrical  form,  depressed  on  its  upper  surface  into  a  shallow  cup,  which  articu- 
lates with  the  radial  or  lesser  head  of  the  humerus  in  flexion  of  the  joint. 
Around  the  circumference  of  the  head  is  a  smooth  articular  surface,  coated  with 
cartilage  in  the  recent  state,  broad  internally  where  it  rotates  within  the  lesser 
sigmoid  cavity  of  the  ulna ;  narrow  in  the  rest  of  its  circumference,  to  play  in  the 
orbicular  ligament.  The  head  is  supported  on  a  round,  smooth,  and  constricted 
portion  of  bone,  called  the  neck,  which  presents,  behind,  a  slight  ridge,  for  the 
attachment  of  part  of  the  Supinator  brevis.  Beneath  the  neck,  at  the  inner  and 
front  aspect  01  the  bone,  is  a  rough  eminence,  the  tuberosity.  Its  surface  is 
divided  into  two  parts  by  a  vertical  line — a  posterior  rough  portion,  for  the 
insertion  of  the  tendon  of  the  Biceps  muscle;  and  an  anterior  smooth  portion, 
on  which  a  bursa  is  interposed  between  the  tendon  and  the  bone. 

The  Shaft  of  the  bone  is  prismoid  in  form,  narrower  above  than  below,  and 
slightly  curved,  so  as  to  be  convex  outwards.  It  presents  three  surfaces,  sepa- 
rated by  three  borders. 
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The  anterior  border  extends  from  the  lower  part  of  the  tuberosity  above,  to 
the  anterior  part  of  the  base  of  the  styloid  process  below.  It  separates  the 
anterior  from  the  external  surface.  Its  upper  third  is  very  prominent ;  and 
from  its  oblique  direction,  downwards  and  outwards,  has  received  the  name  of 
the  oblique  line  of  the  radius.  It  gives  attachment,  externally,  to  the  Supinator 
brevis;  internally,  to  the  Flexor  longus  pollicis,  and  between  these  to  the  Flexor 
digitorum  sublimis.  The  middle  third  of  the  anterior  border  is  indistinct  and 
rounded.  Its  lower  fourth  is  sharp,  prominent,  affords  attachment  to  the  Pro- 
nator quadratus,  and  terminates  in  a  small  tubercle,  into  which  is  inserted  the 
tendon  of  the  Supinator  longus. 

The  posterior  border  commences  above,  at  the  back  part  of  the  neck  of  the 
radius,  and  terminates  below,  at  the  posterior  part  of  the  base  of  the  styloid 
process ;  it  separates  the  posterior  from  the  external  surface.  It  is  indistinct 
above  and  below,  but  well  marked  in  the  middle  third  of  the  bone. 

The  internal  or  interosseous  border  commences  above,  at  the  back  part  of  the 
tuberosity,  where  it  is  rounded  and  indistinct,  becomes  sharp  and  prominent  as 
it  descends,  and  at  its  lower  part  bifurcates  into  two  ridges,  whicn  descend  to 
the  anterior  and  posterior  margins  of  the  sigmoid  cavity.  This  border  separates 
the  anterior  from  the  posterior  surface,  and  has  the  interosseous  membrane  at- 
tached to  it  throughout  the  greater  part  of  its  extent. 

The  anterior  surface  is  narrow  and  concave  for  its  upper  two- thirds,  and  gives 
attachment  to  the  Flexor  longus  pollicis  muscle ;  below,  it  is  broad  and  flat,  and 
gives  attachment  to  the  Pronator  quadratus.  At  the  junction  of  the  upper  and 
middle  thirds  of  this  surface  is  the  nutrient  foramen,  which  is  directed  obliquely 
upwards. 

The  posterior  surface  is  rounded,  convex  and  smooth,  in  the  upper  third  of  its 
extent,  and  covered  by  the  Supinator  brevis  muscle.  Its  middle  third  is  broad, 
slightly  concave,  and  gives  attachment  to  the  Extensor  ossis  metacarpi  pollicis 
above,  the  Extensor  primi  internodii  pollicis  below.  Its  lower  third  is  broad, 
convex,  and  covered  by  the  tendons  of  the  muscles,  which  subsequently  run  in 
the  grooves  on  the  lower  end  of  the  bone. 

The  external  surface  is  rounded  and  convex  throughout  its  entire  extent.  Its 
upper  third  gives  attachment  to  the  Supinator  brevis  muscle.  About  its  centre 
is  seen  a  rough  ridge,  for  the  insertion  of  the  Pronator  radii  teres  muscle.  Its 
lower  part  is  narrow,  and  covered  by  the  tendons  of  the  Extensor  ossis  meta- 
carpi pollicis  and  Extensor  primi  internodii  pollicis  muscles. 

The  Lower  Extremity  of  the  radius  is  large,  of  quadrilateral  form,  and  provided 
with  two  articular  surfaces,  one  at  the  extremity  for  articulation  with  the  carpus, 
and  one  at  the  inner  side  of  the  bone  for  articulation  with  the  ulna.  The  carpal 
articular  surface  is  of  triangular  form,  concave,  smooth,  and  divided  by  a  slight 
antero-posterior  ridge  into  two  parts.  Of  these,  the  external  is  large,  of  a  trian- 
gular form,  and  articulates  with  the  scaphoid  bone;  the  inner,  smaller  and 
quadrilateral,  articulates  with  the  semilunar.  The  articular  surface  for  the  ulna 
is  called  the  sigmoid  cavity  of  the  radius;  it  is  narrow,  concave,  smooth,  and 
articulates  with  the  head  of  the  ulna.  The  circumference  of  this  end  of  the 
bone  presents  three  surfaces,  an  anterior,  external,  and  posterior.  The  anterior 
surface,  rough  and  irregular,  affords  attachment  to  the  anterior  ligament  of  the 
wrist-joint.  The  external  surface  is  prolonged  obliquely  downwards  into  a  strong 
conical  projection,  the  styloid  process,  which  gives  attachment  by  its  base  to 
the  tendon  of  the  Supinator  longus,  and  by  its  apex  to  the  external  lateral 
ligament  of  the  wrist-joint.  The  outer  surface  of  this  process  is  marked  by  two 
grooves,  which  run  obliquely  downwards  and  forwards,  and  are  separated  from 
one  another  by  an  elevated  ridge.  The  anterior  one  gives  passage  to  the  tendon 
of  the  Extensor  ossis  metacarpi  pollicis,  the  posterior  one  to  the  tendon  of  the 
Extensor  primi  internodii  pollicis.  The  posterior  surface  is  convex,  affords 
attachment  to  the  posterior  ligament  of  the  wrist,  and  is  marked  by  three 
grooves.     Proceeding  from  without  inwards,  the  first  groove  is  broad,  but 
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shallow,  and  subdivided  into  two  by  a  slightly  elevated  ridge:  the  outer  of  these 
two  transmits  the  tendon  of  the  Extensor  carpi  radialis  longior,  the  inner  the 
tendon  of  the  Extensor  carpi  radialis  brevior.  The  second,  which  is  near  the 
centre  of  the  bone,  is  a  deep  but  narrow  groove,  directed  obliquely  from  above, 
downwards  and  outwards;  it  transmits  the  tendon  of  the  Extensor  secundi 
intemodii  pollicis.  The  third,  lying  most  internally,  is  a  broad  groove,  for  the 
passage  of  the  tendons  of  the  Extensor 


Fig.  186.— Plan  of  the  Development  of  the 
Radius.    By  Three  Centres. 
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communis  digitorum,  Extensor  indicis 
and  Extensor  minimi  digiti;  the  ten- 
don of  the  last-named  muscle  passing 
through  the  groove  at  the  point  of 
articulation  of  the  radius  with  the  ulna, 
and  lying  in  a  separate  sheath  of  the 
annular  ligament. 

Structure.  Similar  to  that  of  the 
other  long  bones. 

Development  (Fig.  186).  By  three 
centres:  one  for  the  shaft,  and  one  for 
each  extremity.  That  for  the  shaft 
makes  its  appearance  near  the  centre 
of  the  bone,  soon  after  the  development 
of  the  humerus  commences.  At  birth 
the  shaft  is  ossified,  but  the  ends  of  the 
bone  are  cartilaginous.  About  the  end 
of  the  second  year,  ossification  com- 
mences in  the  lower  epiphysis;  and 
about  the  fifth  year  in  the  upper  one. 
At  the  age  of  puberty,  the  upper  epi- 
physis becomes  joined  to  the  shaft ;  the 
lower  epiphysis  becoming  united  about 
the  twentieth  year. 

Articulations.  With  four  bones:  the 
humerus,  ulna,  scaphoid,  and  semilunar. 

Attachment  of  Muscles.  To  the  tuberosity,  the  Biceps;  to  the  oblique  ridge, 
the  Supinator  brevis,  Flexor  digitorum  sublimis,  and  Flexor  longus  pollicis ;  to 
the  shaft  (its  anterior  surface),  the  Flexor  longus  pollicis  and  Pronator  quad- 
ratus;  (its  posterior  surface),  the  Extensor  ossis  metacarpi  pollicis  and  Extensor 
primi  intemodii  pollicis;  (its  outer  surface),  the  Pronator  radii  teres;  and  to 
the  styloid  process,  the  Supinator  longus. 
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THE  HAND. 

The  skeleton  of  the  Hand  is  subdivided  into  three  segments — the  Carpus  or 
\nist  bones,  the  Metacarpus  or  bones  of  the  palm,  and  the  Phalanges  or  bones 
of  the  fingers. 

The  Carpus. 

The  bones  of  the  Carpus,  eight  in  number,  are  arranged  in  two  rows.  Those 
of  the  upper  row,  enumerated  from  the  radial  to  the  ulnar  side,  are  the  scaphoid, 
semilunar,  cuneiform,  and  pisiform ;  those  of  the  lower  row,  enumerated  in  the 
same  order,  are  the  trapezium,  trapezoid,  os  magnum,  and  unciform. 


Common  Characters  of  the  Carpal  Bones. 

Each  bone  (excepting  the  pisiform)  presents  six  surfaces.    Of  these,  the  ante- 
rior or  palmar^  and  the  posterior  or  dorsal,  are  rough,  for  ligamentous  attachment, 
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the  dorsal  surface  being  generally  the  broader  of  the  two.  The  superior  and 
inferior  are  articular,  the  superior  generally  convex,  the  interior  concave ;  and 
the  internal  and  external  are  also  articular  when  in  contact  with  contiguous 
bones,  otherwise  rough  and  tubercular.  Their  structure  in  all  is  similar,  con- 
sisting within  of  cancellous  tissue  inclosed  in  a  layer  of  compact  bone.  Each 
bone  is  also  developed  from  a  single  centre  of  ossification. 

Bones  of  the  Upper  Eow.    (Figs.  187, 188.) 

The  Scaphoid  is  the  largest  bone  of  the  first  row.  It  has  received  its  name 
from  its  fancied  resemblance  to  a  boat,  being  broad  at  one  end,  and  narrowed 
like  a  prow  at  the  opposite.  It  is  situated  at  the  upper  and  outer  part  of  the 
carpus,  its  direction  being  from  above  downwards,  outwards,  and  forwards.  The 
superior  surface  is  convex,  smooth,  of  triangular  shape,  and  articulates  with  the 
lower  end  of  the  radius.  The  inferior  surface,  directed  downwards,  outwards, 
and  backwards,  is  smooth,  convex,  also  triangular,  and  divided  by  a  slight  ridge 
into  two  parts,  the  external  of  which  articulates  with  the  trapezium,  the  inner 
with  the  trapezoid.  The  posterior  or  dorsal  surface  presents  a  narrow,  rough 
groove,  which  runs  the  entire  breadth  of  the  bone,  and  serves  for  the  attachment 
of  ligaments.  The  anterior  or  palmar  surface  is  concave  above,  and  elevated  at 
its  lower  and  outer  part  into  a  prominent  rounded  tubercle,  which  projects 
forwards  from  the  front  of  the  carpus,  and  gives  attachment  to  the  anterior 
annular  ligament  of  the  wrist.  The  external  surface  is  rough  and  narrow,  and 
gives  attachment  to  the  external  lateral  ligament  of  the  wrist.  The  internal 
surface  presents  two  articular  facets:  of  these,  the  superior  or  smaller  one  is 
flattened,  of  semilunar  form,  and  articulates  with  the  semilunar ;  the  inferior  or 
larger  is  concave,  forming,  with  the  semilunar  bone,  a  concavity  for  the  head 
of  the  os  magnum. 

Lay  it  with  the  dorsal  surface,  i.  e.,  the  narrow  nonarticular  grooved  surface, 
on  the  table,  and  the  convex  radial  articular  surface  towards  you.  The  tubercle 
is  outwards,  i.  e.,  points  to  the  side  to  which  the  bone  belongs.1 

Articulations.  With  five  bones:  the  radius  above,  trapezium  and  trapezoid 
below,  os  magnum  and  semilunar  internally. 

The  Semilunar  bone  may  be  distinguished  by  its  deep  concavity  and  crescentic 
outline.  It  is  situated  in  the  centre  of  the  upper  row  of  the  carpus,  between  the 
scaphoid  and  cuneiform.  The  superior  surface,  convex,  smooth,  and  bounded  by 
four  edges,  articulates  with  the  radius.  The  inferior  surface  is  deeply  concave, 
and  of  greater  extent  from  before  backwards  than  transversely ;  it  articulates 
with  the  head  of  the  os  magnum,  and  by  a  long  narrow  facet  (separated  by  a 
ridge  from  the  general  surface)  witn  the  unciform  bone.  The  anterior  or  palmar 
and  posterior  or  dorsal  surfaces  are  rough,  for  the  attachment  of  ligaments,  the 
former  being  the  broader,  and  of  somewhat  rounded  form.  The  external  surface 
presents  a  narrow,  flattened,  semilunar  facet,  for  articulation  with  the  scaphoid. 
The  internal  surface  is  marked  by  a  smooth,  quadrilateral  facet  for  articulation 
with  the  cuneiform. 

Lay  it  with  the  broader  non-articular  surface  upwards  and  the  semilunes 
forwards  (i.  e.,  away  from  you).  The  broader  semilunar  surface,  that  for  the  os 
magnum,  will  be  on  the  side  to  which  the  bone  belongs.  If  the  ridge  between 
the  two  semilunes  is  absent  or  ill-marked,  the  crescentic  surface  for  the  scaphoid 
will  be  on  the  side  to  which  the  bone  belongs. 

Articulations.  With  five  bones:  the  radius  above,  os  magnum  and  unciform 
below,  scaphoid  and  cuneiform  on  either  side. 

The  Cuneiform  (VOs  Pyramidal)  may  be  distinguished  by  its  pyramidal  shape, 
and  by  its  having  an  oval,  isolated  facet,  for  articulation  with  the  pisiform  bone. 

1  In  these  directions  each  bone  is  supposed  to  be  placed  as  it  would  be  if  the  hand  were  laid 
supine  on  the  table  in  front  of  the  student,  with  the  wrist  towards  him. 
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It  is  situated  at  the  upper  and  inner  side  of  the  carpus.     The  superior  surface 
presents  an  internal,  rough,  non-articular  portion;  and  an  external  or  articular 

Eortiou,  which  is  convex,  smooth,  and  separated  from  the  lower  end  of  the  ulna 
j  the  interarticular  fibro-cartilage  of  the  wrist.     The  inferior  surface,  directed 

Fig.  187.— Bones  of  the  Left  Hand.    Dorsal  Surface. 


VTlfJMI 


238  THE  SKELETON. 

outwards,  is  concave,  sinuously  curved,  and  smooth  for  articulation  with  the 
unciform.  The  posterior  or  dorsal  surface  is  rough,  for  the  attachment  of  liga- 
ments. The  anterior  or  palmar  surface  presents,  at  its  inner  side,  an  oval  facet, 
for  articulation  with  the  pisiform;  ana  is  rough  externally,  for  ligamentous 
attachment.  The  external  surface,  the  base  of  the  pyramid,  is  marked  by  a  flat, 
quadrilateral,  smooth  facet,  for  articulation  with  the  semilunar.  The  internal 
surface,  the  summit  of  the  pyramid,  is  pointed  and  roughened,  for  the  attachment 
of  the  internal  lateral  ligament  of  the  wrist. 

Lay  it  with  the  surface  on  which  the  pisiform  facet  is  upwards,  and  the  con- 
cavo-convex surface  for  the  unciform  in  front.  The  base  of  the  wedge  (t.  en  the 
broad  end  of  the  bone)  will  be  on  the  side  to  which  it  belongs. 

Articulations.  With  three  bones :  the  semilunar  externally,  the  pisiform  in 
front,  the  unciform  below,  and  with  the  triangular  interarticular  fibro-cartilage 
which  separates  it  from  the  lower  end  of  the  ulna. 

The  Pisiform  bone  may  be  known  by  its  small  size,  and  by  its  presenting  a 
single  articular  facet.  It  is  situated  at  the  anterior  and  inner  side  of  the  carpus, 
is  nearly  circular  in  form,  and  presents  on  its  posterior  surface  a  smooth  oval 
facet,  for  articulation  with  the  cuneiform  bone.  This  facet  approaches  the  supe- 
rior, but  not  the  inferior,  border  of  the  bone.  The  anterior  or  palmar  surface  is 
rounded  and  rough,  and  gives  attachment  to  the  anterior  annular  ligament.  The 
outer  and  inner  surfaces  are  also  rough,  the  former  being  convex,  the  latter 
usually  concave. 

Lay  it  with  the  articular  facet  on  the  table,  and  the  non-articular  part  of  the 
same  surface  in  front.  The  concave  (inner)  surface  is  then  on  the  side  to  which 
the  bone  does  not  belong,  i.  e.,  on  the  ulnar  side. 

Articulation.     With  one  bone,  the  cuneiform. 

Attachment  of  Muscles.  To  two:  the  Flexor  carpi  ulnaris,  and  Abductor 
minimi  digiti ;  and  to  the  anterior  annular  ligament. 

Bones  of  the  Lower  Eow.    (Figs.  187,  188.) 

The  Trapezium  is  of  very  irregular  form.  It  may  be  distinguished  by  a  deep 
groove,  for  the  tendon  of  the  Flexor  carpi  radialis  muscle.  It  is  situated  at  the 
external  and  inferior  part  of  the  carpus,  between  the  scaphoid  and  first  meta- 
carpal bone.  The  superior  surface,  concave  and  smooth,  is  directed  upwards 
and  inwards,  and  articulates  with  the  scaphoid.  The  inferior  surface,  directed 
downwards  and  outwards,  is  oval,  concave  from  side  to  side,  convex  from  before 
backwards,  so  as  to  form  a  saddle-shaped  surface,  for  articulation  with  the  base 
of  the  first  metacarpal  bone.  The  anterior  or  palmar  surface  is  narrow  and 
rough.  At  its  upper  part  is  a  deep  groove,  running  from  above  obliquely  down- 
wards and  inwards ;  it  transmits  the  tendon  of  the  Flexor  carpi  radialis,  and  is 
bounded  externally  by  a  prominent  ridge,  the  oblique  ridge  of  the  trapezium. 
This  surface  gives  attachment  to  the  Abductor  pollicis,  Flexor  ossis  metacarpi, 
and  Flexor  brevis  pollicis  muscles ;  and  the  anterior  annular  ligament.  The 
posterior  or  dorsal  surface  is  rough,  and  the  external  surface  also  broad  and  rough, 
for  the  attachment  of  ligaments.  The  internal  surface  presents  two  articular 
facets :  the  upper  one,  large  and  concave,  articulates  with  the  trapezoid ;  the 
lower  one,  narrow  and  flattened,  with  the  base  of  the  second  metacarpal  bone. 

Lay  it  with  its  prominent  ridge1  upwards  and  towards  yourself.  The  saddle- 
shaped  surface  for  the  thumb  is  on  the  side  to  which  the  bone  belongs. 

Articulations.  With  four  bones :  the  scaphoid  above,  the  trapezoid  and 
second  metacarpal  bones  internally,  the  first  metacarpal  below. 

Attachment  of  Muscles.  Abductor  pollicis,  Flexor  ossis  metacarpi,  and  part 
of  the  Flexor  brevis  pollicis. 

1  The  prominent  ridge  is  between  the  deep  groove  for  the  tendon  of  the  Flexor  carpi  radialis 
and  the  non-articular  surface. 


The  Trapezoid  is  the  smallest  bone  in  the  second  row.  It  may  be  known  by 
its  wedge-shaped  form,  the  broad  end  of  the  wedge  forming  the  dorsal,  the 
narrow  end  the  palmar  surface ;  and  by  its  having  four  articular  surfaces  touch- 
ing each  other,  and  separated  by  sharp  edges.  The  superior  surface,  quadri- 
lateral in  form,  smooth  and  slightly  concave,  articulates  with  the  scaphoid.  The 
inferior  surface  articulates  with  the  upper  end  of  the  second  metacarpal  bone ; 

Fig.  188.— Bones  of  the  Left  Hand.    Palmar  Surface.      . 
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it  is  convex  from  side  to  side,  concave  from  before  backwards,  and  subdivided 
by  an  elevated  ridge,  into  two  unequal  lateral  facets.  The  posterior  or  dorsal 
and  anterior  or  palmar  surfaces  are  rough,  for  the  attachment  of  ligaments,  the 
former  being  the  larger  of  the  two.  The  external  surface,  convex  and  smooth, 
articulates  with  the  trapezium.  The  internal  surface  is  concave  and  smooth 
below,  for  articulation  with  the  os  magnum ;  rough  above,  for  the  attachment 
of  an  interosseous  ligament. 

Lay  it  with  its  smaller  non-articular  surface  upwards,  and  the  edge  which 
separates  the  two  concave  articular  facets  forwards.  The  lower  end  of  the  bone 
will  then  curve  away  from  the  side  to  which  it  belongs.1 

Articulations.  With  four  bones :  the  scaphoid  above,  second  metacarpal  bone 
below,  trapezium  externally,  os  magnum  internally. 

Attachment  of  Muscles,     rart  of  the  Flexor  brevis  pollicis. 

The  Os  Maynum  is  the  largest  bone  of  the  carpus,  and  occupies  the  centre  of 
the  wrist.  It  presents  above  a  rounded  portion  or  head,  which  is  received  into 
the  concavity  formed  by  the  scaphoid  and  semilunar  bones ;  a  constricted  portion 
or  neck ;  and,  below,  the  body.  The  superior  surface  is  rounded,  smooth,  and 
articulates  with  the  semilunar.  The  inferior  surface  is  divided  by  two  ridges 
into  three  facets,  for  articulation  with  the  second,  third,  and  fourth  metacarpal 
bones ;  that  for  the  third  (the  middle  facet)  being  the  largest  of  the  three.  The 
posterior  or  dorsal  surf  ace  is  broad  and  rough;  the  anterior  or  palmar,  narrow, 
rounded,  and  also  rough,  for  the  attachment  of  ligaments.  The  external  surf  ace 
articulates  with  the  trapezoid  by  a  small  facet  at  its  anterior  inferior  angle,  behind 
which  is  a  rough  depression  for  the  attachment  of  an  interosseous  ligament. 
Above  this  is  a  aeep  and  rough  groove,  which  forms  part  of  the  neck,  ana  serves 
for  the  attachment  of  ligaments,  bounded  superiorly  by  a  smooth  convex  surface, 
for  articulation  with  the  scaphoid.  The  internal  surface  articulates  with  the 
unciform  by  a  smooth,  concave,  oblong  facet,  which  occupies  its  posterior  and 
superior  parts ;  and  is  rough  in  front,  for  the  attachment  of  an  interosseous 
ligament. 

Lay  it  on  the  table  with  the  narrower  (convex)  non-articular  surface  upwards, 
and  the  head  towards  you.  The  prominent  corner  at  the  lower  anterior  part 
of  the  bone  inclines  away  from  the  side  to  which  it  belongs. 

Articulations.  With  seven  bones :  the  scaphoid  and  semilunar  above ;  the 
second,  third,  and  fourth  metacarpal  below ;  the  trapezoid  on  the  radial  side ; 
and  the  unciform  on  the  ulnar  side. 

Attachment  of  Muscles.     Part  of  the  Flexor  brevis  pollicis. 

The  Unciform  bone  may  be  readily  distinguished  by  its  wedge-shaped  form, 
and  the  hook-like  process  that  projects  from  its  palmar  surface.  It  is  situated 
at  the  inner  and  lower  angle  of  the  carpus,  with  its  base  downwards,  resting  on 
the  two  inner  metacarpal  bones,  and  its  apex  directed  upwards  and  outwards. 
The  superior  surface,  the  apex  of  the  wedge,  is  narrow,  convex,  smooth,  and 
articulates  with  the  semilunar.  The  inferior  surface  articulates  with  the  fourth 
and  fifth  metacarpal  bones,  the  concave  surface  for  each  being  separated  by  a 
ridge,  which  runs  from  before  backwards.  The  posterior  or  dorsal  surface  is 
triangular  and  rough,  for  ligamentous  attachment.  The  anterior  or  palmar 
surface  presents,  at  its  lower  and  inner  side,  a  curved  hook -like  process  of  bone, 
the  unciform  process,  directed  from  the  palmar  surface  forwards  and  outwards. 
It  gives  attachment  by  its  apex,  to  the  annular  ligament;  by  its  inner  surface, 
to  the  Flexor  brevis  minimi  digiti,  and  the  Flexor  ossis  metacarpi  minimi  digiti; 
and  is  grooved  on  its  outer  side,  for  the  passage  of  the  Flexor  tendons  into  the 

1  If  the  bone  be  not  well  marked,  the  following  method,  'suggested  by  Mr.  E.  J.  Spitta, 
Demonstrator  of  Anatomy  at  St.  George's  Hospital  School,  will  be  found  more  Bimple.  Let  the 
superior — i.  e.  the  smooth  quadrilateral  articular — surface  be  directed  towards  the  Btudent,  and 
the  posterior — the  larger  rough  non-articular — surface  upwards ;  the  latter  will  then  be  found 
to  present  a  wedge-shaped  outline,  the  base  of  which  points  to  the  side  to  which  the  bone 
belongs. 
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palm  of  the  hand.  This  is  one  of  the  four  eminences  on  the  front  of  the  carpus, 
to  which  the  anterior  annular  ligament  is  attached ;  the  others  being  the  pisi- 
form internally,  the  oblique  ridge  of  the  trapezium  and  the  tuberosity  of  the 
scaphoid  externally.  The  internal  surface  articulates  with  the  cuneiform  by  an 
oblong  facet,  cut  obliquely  from  above,  downwards  and  inwards.  The  external 
surface  articulates  with  the  os  magnum  by  its  upper  and  posterior  part,  the 
remaining  portion  being  rough,  for  the  attachment  of  ligaments. 

Lay  it  with  the  hooked  process  upwards,  and  the  articular  surface  divided  into 
two  parts  for  the  metacarpal  bones  forwards.  The  concavity  of  the  process  will 
be  on  the  side  to  which  the  bone  belongs. 

Articulations.  With  five  bones:  the  semilunar  above,  the  fourth  and  fifth 
metacarpal  below,  the  cuneiform  internally,  the  os  magnum  externally. 

Attachment  of  Muscles.  To  two  :  the  Flexor  brevis  minimi  digiti,  and  Flexor 
ossis  metacarpi  minimi  digiti ;  and  to  the  anterior  annular  ligament. 

* 

TnE  Metacarpus. 

The  Metacarpal  Bones  are  five  in  number :  they  are  long  cylindrical  bones, 
presenting  for  examination  a  shaft,  and  two  extremities. 

Common  Characters  of  the  Metacarpal  Bones. 

The  shaft  is  prismoid  in  form,  and  curved  longitudinally,  so  as  to  be  convex  in 
the  longitudinal  direction  behind,  concave  in  front.  It  presents  three  surfaces ; 
two  lateral,  and  one  posterior.  The  lateral  surfaces  are  concave,  for  the  attach- 
ment of  the  Interossei  muscles,  and  separated  from  one  another  by  a  prominent 
line.  The  posterior  or  dorsal  surface  is  triangular,  smooth,  and  flattened  below, 
and  covered,  in  the  recent  state,  by  the  tendons  of  the  Extensor  muscles.  In 
its  upper  half  it  is  divided  by  a  ridge  into  two  narrow  lateral  depressions,  for  the 
attachment  of  the  Dorsal  interossei  muscles.  This  ridge  bifurcates  a  little  above 
the  centre  of  the  bone,  and  its  branches  run  to  the  small  tubercles  on  each  side 
of  the  digital  extremity. 

The  carpal  extremity,  or  base,  is  of  a  cuboidal  form,  and  broader  behind  than 
in  front :  it  articulates  above  with  the  carpus,  and  on  each  side  with  the  adjoining 
metacarpal  bones ;  its  dorsal  and  palmar  surfaces  being  rough,  for  the  attachment 
of  tendons  and  ligaments. 

The  digital  extremity,  or  head,  presents  an  oblong  surface,  flattened  at  each  side, 
for  articulation  with  the  first  phalanx ;  it  is  broader,  and  extends  farther  forwards 
in  front  than  behind,  and  is  longer  in  the  antero-posterior  than  in  the  transverse 
diameter.  On  either  side  of  the  head  is  a  deep  depression,  surmounted  by  a 
tubercle,  for  the  attachment  of  the  lateral  ligament  of  the  metacarpophalangeal 
joint.  The  posterior  surface,  broad  and  flat,  supports  the  Extensor  tendons;  the 
anterior  surface  presents  a  median  groove,  bounded  on  each  side  by  a  tubercle, 
for  the  passage  of  the  Flexor  tendons. 

Peculiar  Characters  of  the  Metacarpal  Bones. 

The  metacarpal  bone  of  the  thumb  is  shorter  and  wider  than  the  rest,  diverges 
to  a  greater  degree  from  the  carpus,  and  its  palmar  surface  is  directed  inwards 
towards  the  palm.  The  shaft  is  flattened  and  broad  on  its  dorsal  aspect,  and  does 
not  present  the  bifurcated  ridge  which  is  found  on  the  other  metacarpal  bones ; 
it  is  concave  from  before  backwards  on  its  palmar  surface.  The  carpal  extremity, 
or  base,  presents  a  concavo-convex  surface,  for  articulation  with  the  trapezium, 
and  has  no  lateral  facets.  The  digital  extremity  is  less  convex  than  that  of  the 
other  metacarpal  bones,  broader  from  side  to  side  than  from  before  backwards, 
and  terminates  anteriorly  in  a  small  articular  eminence  on  each  side,  over  which 
play  two  sesamoid  bones. 
10 
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The  side  to  which  this  bone  belongs  may  be  known  by  observing  the  little 
facet,  which  is  marked  on  the  inner  side  of  its  posterior  surface  just  above  the 
base,  for  the  tendon  of  the  Extensor  ossis  metacarpi  pollicis.  Mr.  Holden  directs 
that  the  bone  be  placed  with  its  dorsal  surface  upwards,  and  its  head  towards 
the  student,  which  is  the  reverse  of  the  ordinary  position.  This  facet  will  then 
mark  the  side  to  which  the  bone  belongs. 

The  metacarpal  bone  of  the  index  finger  is  the  longest,  and  its  base  the  largest 
of  the  other  four.  Its  carpal  extremity  is  prolonged  upwards  and  inwards.  The 
dorsal  and  palmar  surfaces  of  this  extremity  are  rough,  for  the  attachment  of 
tendons  ana  ligaments.  It  presents  four  articular  facets :  the  first,  at  the  end 
of  the  bone,  is  concave  from  side  to  side,  convex  from  before  backwards,  and 
articulates  with  the  trapezoid ;  the  second,  on  the  radial  side,  is  a  flat  quadri- 
lateral facet,  for  the  trapezium ;  the  third,  which  occupies  the  outer  part  of  the 
ulnar  side  of  the  extremity,  is  a  long  narrow  facet,  for  the  os  magnum  ;  and  the 
fourth,  which  occupies  the  inner  part  of  the  same  side,  is  a  considerably  broader 
surface,  for  the  third  metacarpal  bone. 

The  side  to  which  this  bone  belongs  is  marked  by  the  absence  of  the  lateral 
facet  on  the  outer  (radial)  side  of  its  head,  so  that  if  the  bone  be  placed  with  its 
base  towards  the  student,  and  the  palmar  surface  upwards,  the  side  on  which 
there  is  no  lateral  facet  will  be  that  to  which  it  belongs.  If  the  head  of  the  bone 
be  indistinctly  marked,  the  base  can  be  recognized,  its  ulnar  or  inner  surface 
being  marked  by  the  two  long  narrow  facets  for  the  os  magnum  and  third  meta- 
carpal, easily  distinguishable  from  the  single  quadrangular  facet  on  the  radial 
side  for  the  trapezium,  which  will  then  mark  the  side  to  which  the  bone  belongs. 

The  metacarpal  bone  of  the  middle  finger  is  a  little  smaller  than  the  preceding ; 
it  presents  a  pyramidal  eminence  on  the  radial  side  of  its  base  (dorsal  aspect), 
which  extends  upwards  behind  the  os  magnum.  The  carpal  articular  facet  is 
concave  behind,  flat  and  horizontal  in  front,  and  corresponds  to  theos  magnum. 
On  the  radial  side  is  a  smooth  concave  facet,  for  articulation  with  the  second 
metacarpal  bone ;  and  on  the  ulnar  side  two  small  oval  facets,  for  articulation 
with  the  fourth  metacarpal. 

The  side  to  which  this  bone  belongs  is  easily  recognized  by  the  projecting 
angle  on  the  lower  radial  corner  of  its  base.  With  the  palmar  surface  upper- 
most, and  the  base  towards  the  student,  this  projection  points  towards  the  side 
to  which  the  bone  belongs. 

The  metacarpal  bone  of  the  ring-finger  is  shorter  and  smaller  than  the  pre- 
ceding, and  its  base  small  and  quadrilateral ;  the  carpal  surface  of  the  base  pre- 
senting two  facets,  for  articulation  with  the  unciform  and  os  magnum.  On  the 
radial  side  are  two  oval  facets,  for  articulation  with  the  third  metacarpal  bone ; 
and  on  the  ulnar  side  a  single  concave  facet,  for  the  fifth  metacarpal. 

If  this  bone  is  placed  with  the  base  towards  the  student,  and  the  palmar  surface 
upwards,  the  radial  side  of  the  base,  which  has  two  facets  for  articulation  with 
the  third  metacarpal  bone,  will  be  on  the  side  to  which  it  belongs.  If,  as  some- 
times happens  in  badly  marked  bones,  one  of  these  facets  is  indistinguishable, 
the  side  may  be  known  by  the  greatly  larger  size  in  such  cases  of  the  facet  for 
the  fifth  metacarpal  bone,  which  is  therefore  situated  on  the  side  to  which  the 
bone  does  not  belong. 

The  metacarpal  bone  of  the  little  finger  may  be  distinguished  by  the  concavo- 
convex  form  of  its  carpal  surface,  which  articulates  with  the  unciform ;  and  bv 
its  having  only  one  lateral  articular  facet,  which  corresponds  with  the  fourth 
metacarpal  bone.  On  its  ulnar  side  is  a  prominent  tubercle,  for  the  insertion  of 
the  tendon  of  the  Extensor  carpi  ulnaris.  The  dorsal  surface  of  the  shaft  is 
marked  by  an  oblique  ridge,  which  extends  from  near  the  ulnar  side  of  the  upper 
extremity  to  the  radial  side  of  the  lower.  The  outer  division  of  this  surface 
serves  for  the  attachment  of  the  fourth  Dorsal  interosseous  muscle ;  the  inner 
division  is  smooth,  and  covered  by  the  Extensor  tendons  of  the  little  finger. 

If  this  bone  is  placed  with  its  base  towards  the  student,  and  its  palmar  surface 
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upwards,  the  side  of  the  head  which  has  a  lateral  facet  will  be  that  to  which  the 
bone  belongs. 

Articulations.  Besides  the  phalangeal  articulations,  the  first  metacarpal  bone 
articulates  with  the  trapezium ;  the  second  with  the  trapezium,  trapezoides,  os 
magnum,  and  third  metacarpal  bones;  the  third  with  the  os-magnum,  and  second 
and  fourth  metacarpal  bones ;  the  fourth  with  the  os  magnum,  unciform,  and 
third  and  fifth  metacarpal  bones ;  and  the  fifth  with  the  unciform  and  fourth 
metacarpal. 

Attachment  of  Muscles.  To  the  metacarpal  bone  of  the  thumb,  three :  the 
Flexor  ossis  metacarpi  pollicis,  Extensor  ossis  metacarpi  pollicis,  and  first  Dorsal 
interosseous.  To  the  second  metacarpal  bone,  five :  the  Flexor  carpi  radialis, 
Extensor  carpi  radialis  longior,  first  and  second  Dorsal  interosseous,  and  first 
Palmar  interosseous.  To  the  third,  five :  the  Extensor  carpi  radialis  brevior, 
Flexor  brevis  pollicis,  Adductor  pollicis,  and  second  and  third  Dorsal  inter- 
osseous. To  the  fourth,  three :  the  third  and  fourth  Dorsal  and  second  Palmar 
interosseous.  To  the  fifth,  five :  the  Extensor  carpi  ulnaris,  Flexor  carpi  ulna- 
ris,  Flexor  ossis  metacarpi  minimi  digiti,  fourth  Dorsal,  and  third  Palmar  inter- 
osseous. 

Phalanges. 

The  Phalanges  are  the  bones  of  the  fingers;  they  are  fourteen  in  number,, 
three  for  each  finger,  and  two  for  the  thumb.  They  are  long  bones,  and  present 
for  examination  a  shaft,  and  two  extremities.  The  shaft  tapers  from  above 
downwards,  is  convex  posteriorly,  concave  in  front  from  above  downwards,  flat 
from  side  to  side,  and  marked  laterally  by  rough  ridges,  which  give  attachment 
to  the  fibrous  sheaths  of  the  Flexor  tendons.  The  metacarpal  extremity  or  base, 
in  the  first  row,  presents  an  oval  concave  articular  surface,  broader  from  side  to 
side  than  from  before  backwards ;  and  the  same  extremity  in  the  other  two 
rows,  a  double  concavity  separated  by  a  longitudinal  median  ridge,  extending 
from  before  backwards.  The  digital  extremities  are  smaller  than  the  others,  and 
terminate,  in  the  first  and  second  row,  in  two  small  lateral  condyles,  separated 
by  a  slight  groove ;  the  articular  surface  being  prolonged  farther  forwards  on 
the  palmar  than  on  the  dorsal  surface,  especially  in  the  first  row. 

The  Ungual  phalanges  are  convex  on  their  dorsal,  flat  on  their  palmar  sur- 
faces; they  are  recognized  by  their  small  size,  and  by  a  roughened  elevated  sur- 
face of  a  horseshoe  form  on  the  palmar  aspect  of  their  ungual  extremity,  which 
serves  to  support  the  sensitive  pulp  of  the  finger. 

Articulations.  The  first  row  with  the  metacarpal  bones,  and  the  second  row 
of  phalanges ;  the  second  row  with  the  first  and  third ;  the  third,  with  the 
second  row. 

Attachment  of  Muscles.  To  the  base  of  the  first  phalanx  of  the  thumb,  four 
muscles  :  the  Extensor  primi  internodii  pollicis,  Flexor  brevis  pollicis,  Abductor 
pollicis,  Adductor  pollicis.  To  the  second  phalanx,  two:  the  Flexor  longus 
pollicis,  and  the  Extensor  secundi  internodii.  To  the  base  of  the  first  phalanx 
of  the  index  finger,  the  first  Dorsal  and  the  first  Palmar  interosseous ;  to  that 
of  the  middle  finger,  the  second  and  third  Dorsal  interosseous;  to  that  of  the 
ring-finger,  the  fourth  Dorsal  and  the  second  Palmar  interosseous ;  and  to  that 
of  the  little  finger,  the  third  Palmar  interosseous,  the  Flexor  brevis  minimi 
digiti,  and  Abductor  minimi  digiti.  To  the  second  phalanges,  the  Flexor  sub- 
limis  digitorum,  Extensor  communis  digitorum ;  and,  in  addition,  the  Extensor 
indicis  to  the  index  finger,  the  Extensor  minimi  digiti  to  the  little  finger.  To 
the  third  phalanges,  the  Flexor  profundus  digitorum  and  Extensor  communis 
digitorum. 
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Development  of  the  Bones  of  the  Hand. 

Tie  Carpal  bones  are  each  developed  by  a  single  centre.  At  birth  they  are 
all  cartilaginous.  Ossification  proceeds  in  the  following  order  (Fig.  189) :  in  the 
os  magnum  and  unciform  an  ossific  point  appears  during  the  first  year,  the  for- 
mer preceding  the  latter ;  in  the  cuneiform,  at  the  third  year ;  in  the  trapezium 
and  semilunar,  at  the  fifth  year,  the  former  preceding  the  latter ;  in  the  scaphoid, 
at  the  sixth  year ;  in  the  trapezoid,  during  the  eighth  year ;  and  in  the  pisiform, 
about  the  twelfth  year. 

Fig.  189. — Flan  of  the  Development  of  the  Hand. 
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The  Afetocarpal  bones  are  each  developed  by  two  centres :  one  for  the  shaft, 
and  one  for  the  digital  extremity,  for  the  four  inner  metacarpal  bones  ;  one  for 
the  shaft,  and  one  for  the  base,  for  the  metacarpal  bone  of  the  thumb,  which  in 
this  respect  resembles  the  phalanges.  Ossification  commences  in  the  centre  of 
the  shaft  about  the  sixth  week,  and  gradually  proceeds  to  either  end  of  the 
bone  ;  about  the  third  year  the  digital  extremities  of  the  four  inner  metacarpal 
bones,  and  the  base  of  the  first  metacarpal,  commence  to  ossify,  and  they  unite 
about  the  twentieth  year. 

The  Phalanges  are  each  developed  by  two  centres:  one  for  the  shaft,  and  one 
for  the  base.  Ossification  commences  in  the  shaft,  in  all  three  rows,  at  about  the 
sixth  week,  and  gradually  involves  the  whole  of  the  bone  excepting  the  upper 
extremity.  Ossification  of  the  base  commences  in  the  first  row  between  the 
third  and  fourth  years,  and  a  year  later  in  those  of  the  second  and  third  rows. 
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The  two  centres  become  united  in  each  row,  between  the  eighteenth  and  twen- 
tieth years. 

Of  the  Lower  Extremity. 

The  Lower  Extremity  consists  of  three  segments,  the  thujh,  leg,  and  foot, 
which  correspond  to  the  arm,  forearm,  and  haml  in  the  upper  extremity.  It  is 
connected  to  the  trunk  through  the  os  innominatum,  or  haunch,  which  is  homo- 
logous with  the  shoulder. 

The  Os  Innominatum. 

The  03  Innominatum,  or  nameless  bone,  so  called  from  bearing  no  resemblance 
to  any  known  object,  is  a  large  irregular-shaped  bone,  which,  with  its  fellow  of 

Fig.  190.— Right  Ob  Innotni Datum.    External  Surface. 
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the  opposite  side,  forms  the  sides  and  anterior  wall  of  the  pelvic  cavity.  In 
young  subjects  it  consists  of  three  separate  parts,  which  meet  and  form  the  large 
cup-like  cavity,  situated  near  the  middle  of  the  outer  side  of  the  hone;  and, 
although  in  the  adult  these  have  become  united,  it  is  usual  to  describe  the  bone 
as  divisible  into  three  portions — the  ilium,  the  ischium,  and  the  pubes. 

The  Mum,  so  called  from  its  supporting  the  flank  (ilia),  is  the  superior  broad 
and  expanded  portion  which  runs  upwards  from  the  upper  and  back  part  of  the 
acetabulum,  and  forms  the  prominence  of  the  hip. 

The  ischium  (iajw,  the  hip)  is  the  inferior  and  strongest  portion  of  the  bone ; 
it  proceeds  downwards  from  the  acetabulum,  expands  into  a  large  tuberosity, 
and  then,  curving  upwards,  forms  with  the  descending  ramus  of  the  pubes  a 
large  aperture,  the  obturator  foramen. 


Fig.  191.— Bight  Ob  Innominatum.     Internal  Surface. 


■tat  txjrtion  which  runs  horizontally  Inwards  from  the  inner  side 
i-ii  '. it  about  two  inches,  then  makes  a  sudden  bend,  and  descends 
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to  the  same  extent:  it  forms  the  front  of  the  pelvis,  supports  the  external  organs 
of  generation,  and  has  received  its  name  from  being  covered  with  hair. 

The  Ilium  presents  for  examination  two  surfaces,  an  external  and  an  internal, 
a  crest,  and  two  borders,  an  anterior  and  a  posterior. 

External  Surface  or  Dorsum  of  the  Ilium  (Fig.  190).  The  back  part  of  this 
surface  is  directecTback  wards,  downwards,  and  outwards;  its  front  part  forwards, 
downwards,  and  outwards.  It  is  smooth,  convex  in  front,  deeply  concave 
behind;  bounded  above  by  the  crest,  below  by  the  upper  border  of  the  aceta- 
bulum ;  in  front  and  behind,  by  the  anterior  and  posterior  borders.  This  sur- 
face is  crossed  in  an  arched  direction  by  three  semicircujar  lines,  the  superior, 
middle,  and  inferior  curved  lines.  The  superiorcurved  line,  the  shortest  of  the 
three,  commences  at  the  crest,  about  two  inches  in  front  of  its  posterior  ex- 
tremity ;  it  is  at  first  distinctly  marked,  but  as  it  passes  downwards  and  outwards 
to  the  upper  part  of  the  great  sacro-sciatic  notch,  where  it  terminates,  it  becomes 
less  marked,  and  is  often  altogether  lost.  The  rough  surface  included  between 
this  line  and  the  crest,  affords  attachment  to  part  oftfle  Gluteus  maxim  us  above, 
and  a  few  fibres  of  the  Pyriformis  below.  The  middle  curved  line,  the  longest 
of  the  three,  commences  at  the  crest,  about  an  inch  behind  its  anterior  extremity, 
and,  taking  a  curved  direction  downwards  and  backwards,  terminates  at  the 
upper  part  of  the  great  sacro-sciatic  notch.  The  space  .between  ihe  middle  and 
superior  curved  lines  and  the  crest  is  concave,  and  affords  attachment  to  the 
Gluteus  medius  muscle.  Near  the  central  part  of  this  line  may  often  be  observed 
the  orifice  of  a  nutrient  foramen.  The  inferior  curved  line,  the  least  distinct  of 
the  three,  commences  in  front  at  the  uppeFpartof  the  anterior  inferior  spinous 
process,  and  taking  a  curved  direction  backwards  and  downwards,  terminates 
at  the  anterior  part  of  the  great  sacro-sciatic  notch.  The  surface  of  bone  included 
between  the  middle  and  inferior  curved  lines  is  concave  from  aTx>ve  downwards, 
convex  from  before  backwards,  and  affords  attachment  to  the  Gluteus  minimus 
muscle.  Beneath  the  inferior  curved  line,  and  corresponding  to  the  upper  part 
of  the  acetabulum,  is  a  smooth  eminence  (sometimes  a  depression),  to  which  is 
attached  the  reflected  tendon  6t  the  Kectus  femoris  muscle. 

The  Internal  surf  ace  (Fig.  191)  of  the  ilium  is  bounded  above  by  the  crest, 
below  by  a  prominent  line,  the  linea  ilio-pectinea,  and  before  and  behind  by  the 
anterior  and  posterior  borders.  Itr  presents  "anteriorly  a  large  smooth  concave 
surface,  callea  the  internal  iliac  fossa,  or  venter  of  the  ilium,  which  lodges  the 
Iliacus  muscle,  and  presents'  at  its  lower  part  the  orifice  of  a  nutrient  canal. 
Behind  the  iliac  fossa  is  a  rough  surface,  divided  into  two  portions,  a  superior 
and  an  inferior.  The  inferior  or  auricular  portion,  so  called  from  its  resemblance 
in  shape  to  the  ear,  is  coated  with-  cartilage  in  the  recent  state,  and  articulates 
with  a  surface  of  similar  shape  on  the  side  of  the  sacrum.  The  superior  portion 
is  concave  and  rough,  for  the  attachment  of  the  posterior  sacro-iliac  ligaments. 

The  crest  of  the  ilium  is  convex  in  its  general  outline  and  sinuously  curved, 
being  bent  inwards  anteriorly,  outwards  posteriorly.  It  is  longer  in  the  female 
than  in  the  male,  very  thick  behind,  and  thinner  at  the  centre  ftiBiraTthe  extre- 
mities. It  terminates  at  either  end  in  a  prominent  eminence,  the  anterior  supe- 
rior and  posterior^superior  spinous  process.  The  surface  of  the  crest  isTbroad, 
an3  divided  inlb~ an  external  lip,  an  internal  lip,  and  an  intermediate  space. 
To  the  external  lip  is  attached  the  Tensor  vaginae  femoris,  Obliquus  externus 
abdominis,  and  Latissimus  dorsi,  and  by  its  whole  length  the  fascia  lata ;  to  the 
interspace  between  the  lips,  the  Internal  oblique;  to  the  internal  lip,  the  Trans- 
versalis,  Quadratus  lumborum,  and  Erector  spinae,  also  the  fascia  iliaca. 

The  anterior  bordeF  of  the  ilium  is  concave.  It  presents  two  projections, 
separated  by  a  notch/  Of  these,  the  uppermost,  situated  at  the  junction  of  the 
crest  and  anterior  border,  is  called  the  anterior  superior  spinous  process  of  the 
ilium,  the  outer  border  of  which  gives  attachment  to  the  fascia  lata,  and  the 
origin  of  the  Tensor  vaginae  femoris;  its  inner  border,  to  the  Iliacus  internus; 
whilst  its  extremity  affords  attachment  to  Poupart's  ligament,  aud  the  origin  of 


246 


THE   SKELETON. 


the  opposite  side,  forms  the  sides  and  anterior  wall  of  the  pelvic  cavity.  In 
young  subjects  it  consists  of  three  separate  parts,  which  meet  and  form  the  large 
cup- like  cavity,  situated  near  the  middle  of  the  outer  side  of  the  bone ;  and, 
although  in  the  adult  these  have  become  united,  it  is  usual  to  describe  the  bone 
as  divisible  into  three  portions — the  ilium,  the  ischium,  and  the  pubes. 

The  ilium,  so  called  from  its  supporting  the  flank  (ilia),  is  the  superior  broad 
and  expanded  portion  which  runs  upwards  i'rom  the  upper  and  back  part  of  the 
acetabulum,  and  forms  the  prominence  of  the  hip. 

The  ischium  (iaxio*,  the  hip)  iB  the  inferior  and  strongest  portion  of  the  bone ; 
it  proceeds  downwards  from  the  acetabulum,  expands  into  a  large  tuberosity, 
and  then,  curving  upwards,  forms  with  the  descending  ramus  of  the  pubes  a 
large  aperture,  the  obturator  foramen. 

Fig.  191.— Right  Os  Inuominatum.    Internal  Surface. 


The  pubes  is  that  portion  which  runs  horizontally  inwards  from  the  inner  side 
of  the  acetabulum  for  about  two  inches,  then  makes  a  sudden  bend,  and  descends 
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to  the  same  extent:  it  forms  the  front  of  the  pelvis,  supports  the  external  organs 
of  generation,  and  has  received  its  name  from  being  covered  with  hair. 

The  Ilium  presents  for  examination  two  surfaces,  an  external  and  an  internal, 
a  crest,  and  two  borders,  an  anterior  and  a  posterior. 

External  Surface  or  Dorsum  of  the  Ilium  (Fig.  190).  The  back  part  of  this 
surface  is  difectecT  back  wards,  downwards,  and  outwards;  its  front  part  forwards, 
downwards,  and  outwards.  It  is  smooth,  convex  in  front,  deeply  concave 
behind;  bounded  above  by  the  crest,  below  by  the  upper  border  of  the  aceta- 
bulum ;  in  front  and  behind,  by  the  anterior  and  posterior  borders.  This  sur- 
face is  crossed  in  an  arched  direction  by  three  semicircular  lines,  the  superior, 
middle,  and  inferior  curved  lines.  The  superior-curvccr  line,  the  shortest  of  the 
three,  commences  at  the  crest,  about  two  iEcEes  in  front  of  its  posterior  ex- 
tremity ;  it  is  at  first  distinctly  marked,  but  as  it  passes  downwards  and  outwards 
to  the  upper  part  of  the  great  sacrosciatic  notch,  where  it  terminates,  it  becomes 
less  marked,  and  is  often  altogether  lost.  The  rough  surface  included  between 
this  line  and  the  crest,  affords  attachment  to  part  ofTlTe  Gluteus  maxknus  above, 
and  a  few  fibres  of  the  Pyriformis  below.  The  middle  curved  line,  the  longest 
of  the  three,  commences  at  the  crest,  about  an  inch  behind  its  anterior  extremity, 
and,  taking  a  curved  direction  downwards  and  backwards,  terminates  at  the 
upper  part  of  the  great  sacro-sciatic  notch.  The  space  between -the.  middle  and 
superior  curved  lines  and  the  crest  is  concave,  and  affords  attachment  to  the 
Gluteus  medius  muscle.  Near  the  central  part  of  this  line  may  often  be  observed 
the  orifice  of  a  nutrient  foramen.  The  inferior  curved  line,  the  least  distinct  of 
the  three,  commences  in  front  at  the  uppeFpaft  of  the  anterior  inferior  spinous 
process,  and  taking  a  curved  direction  backwards  and  downwards,  terminates 
at  the  anterior  part  of  the  great  sacro-sciatic  notch.  The  surface  of  bone  included 
between  the  middle  and  inferior  curved  lines  is  concave  from  above  downwards, 
convex  from  before  backwards,  and  affords  attachment  to  the  Gluteus  minimus 
muscle.  Beneath  the  inferior  curved  line,  and  corresponding  to  the  upper  part 
of  the  acetabulum,  is  a  smooth  eminence  (sometimes  a  depression),  to  which  is 
attached  the  reflected  tendon  of  the  Kectus  femoris  muscle. 

The  Internal  mrf ace  (Fig.  191)  of  the  ilium  is  bounded  above  by  the  crest, 
below  by  a  prominent  line,  the  linea  ilio-pectinea,  and  before  and  behind  by  the 
anterior  and  posterior  borders.  tf~preserits  anteriorly  a  large  smooth  concave 
surface,  called  the  internal  iliac  fossa,  or  venter  of  the  ilium,  which  lodges  the 
Iliacus  muscle,  and  presents"  at  its  lower  part  the  orifice  of  a  nutrient  canal. 
Behind  the  iliac  fossa  is  a  rough  surface,  divided  into  two  portions,  a  superior 
and  an  inferior.  The  inferior  or  auricular  portion,  so  called  from  its  resemblance 
in  shape  to  the  ear,  is  coated  with  "cartilage  in  the  recent  state,  and  articulates 
with  a  surface  of  similar  shape  on  the  side  of  the  sacrum.  The  superior  portion 
is  concave  and  rough,  for  the  attachment  of  the  posterior  sacro-ifiac  ligaments. 

The  crest  of  the  ilium  is  convex  in  its  general  outline  and  sinuously  curved, 
being  bent  inwardsTanteriorly,  outwards  posteriorly.  It  is  longer  in  the  female 
than  in  the  male,  very  thick  behind,  and  thinner  at  the  centre  than  at  "the  extre- 
mities. It  terminates  at  either  end  in  a  prominent  eminence,  the  anterior  supe- 
rior and  posterior  superior  spinous  process.  The  surface  of  the  crest  is  Broad, 
and  divided  into  an  "external  lip,  an  internal  lip,  and  an  intermediate  space. 
To  the  external  lip  is  attached  the  Tensor  vaginae  femoris,  Obliquus  externus 
abdominis,  and  Latissimus  dorsi,  and  by  its  whole  length  the  fascia  lata ;  to  the 
interspace  between  the  Tips,  the  Internal  oblique;  to  the  internal  lip,  the  Trans- 
versalis,  Quadratus  lumborum,  and  Erector  spinae,  also  the  fascia  iliaca. 

The  anterior  border"  of  the  ilium  is  concave.  It  presents  two  projections, 
separated  by  a  notctr."  "Of  these,  the  uppermost,  situated  at  the  junction  of  the 
crest  and  anterior  border,  is  called  the  anterior  superior  spinous  process  of  the 
ilium,  the  outer  border  of  which  gives  attachment  to  the  fascia  lata,  and  the 
origin  of  the  Tensor  vaginaB  femoris;  its  inner  border,  to  the  Iliacus  internus; 
whilst  its  extremity  affords  attachment  to  Poupart's  ligament,  and  the  origin  of 
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the  Sartorius.  Beneath  this  eminence  is  a  notch  which  gives  attachment  to  the 
Sartorius  muscle,  and  across  which  passes  the  external  cutaneous  nerve.  Below 
the  notch  is  the  anterior  interior  spinous  process,  which  terminates  in  the  upper 
lip  of  the  acetabulum^;  it  gives  attachment  to  the  straight  tendon  of  the  Bectus 
femoris  muscle.  On  the  inner  side  of  the  anterior  inferior  spinous  process  is  a 
broadshallow  groove,  over  which  passes  the  Iliacus  muscle.  The  posterior 
border  o7  the  ilium,  shorter  than  the  anterior,  also  presents  two  projections 
separated  by  a  notch,  the  posterior  superior  and  the  posterior  inferior  spinous 
processes.  The  former  corresponcls'with  that  portion  of  the  posterior  surface 
of  the  ilium  which  serves  for  the  attachment  of  the  oblique  portion  of  the  sacro- 
iliac ligaments  and  the  Multifidus  spinse;  the  latter  to  the  auricular  portion 
which  articulates  with  the  sacrum.  Below  the  posterior  inferior  spinous  process 
is  a  deep  notch,  the  great  sacro-sciatic. 

The  Ischium  forms  the  Tower  and  back  part  of  the  os  innominatum.  It  is 
divisible  into  a  thick  and  solid  portion,  the  body ;  the  tuberosity,  a  large  rough 
eminence,  on  which  the'Tibdy  rests  in  sitting;  and  a  thin  ascending  part,  the 
ramus.  •  — '"  "~ 

{  The  body,  somewhat  triangular  in  form,  presents  three  surfaces,  external,  in- 
'  ternal,  and  posterior.  The  external  surface  correspondsi  to  that  portion  of  the 
acetabulum  formed  by  the  ischiumfTt  is  smooth  and  concave  above,  and  forms 
a  little  more  than  two-fifths  of  that  cavity ;  its  outer  margin  is  bounded  by  a 
prominent  rim  or  lip,  to  which  the  cotyloid  fibro-cartilage  is  attached.  Below 
the  acetabulum,  between  it  and  the  tuberosity,  "is  a  deep  groove,  along  which 
the  tendon  of  the  Obturator  externus  muscle  runs,  as  it  passes  outwards  to  be 
inserted  into  the  digital  fossa  of  the  femur  The  internal  surface  is  smooth, 
concave,  and  forms  the  lateral  boundary  of  the  true  pelvic  cavity ;  it  is  broad 
above,  and  separated  from  the  venter  of  the  ilium  by  the  linea  ilio-pectinea, 
narrow  below ;  its  posterior  border  is  encroached  upon,  a  little  below  its  centre, 
by  the  spine  of  the  ischium,  above  and  below  which  are  the  greater  and  lesser 
sacro-sciatic  notches;  in  front,  it  presents  a  sharp  margin,  which  forms  the  outer 
boundary  of  the  obturator  foramen.  This  surface  is  perforated  by  two  or  three 
.large  vascular  foramina,  and  affords  attachment  to  part  of  the  Obturator  in- 
ternus muscle.  The  posterior  surface  is  quadrilateral  in  form,  broad  and  smooth 
/above,  narrow  below  where  it  becomes  continuous  with  the  tuberosity;  it  is 
limited  in  front,  by  the  margin  of  the  acetabulum ;  behind,  by  the  front  part  of 
the  great  sacro-sciatic  notch.  This  surface  supports  the  Pyriformis,  the  two 
Gcmelli,  and  the  Obturator  internus  muscle's,  in  their  passage  outwards  to  the 
great  trochanter.  The  body  of  the  ischium  presents  three  borders,  posterior, 
inferior,  and  internal.  The  posterior  border  presents,  a  little  below  the  centre, 
a  thin  and  pointed  triangular  eminence,  the  spine  of  the  ischium,  more  or  less 
elongated  in  different  subjects.  Its  external  surface  gives  attachment  to  the 
Gemellus  superior,  its  internal  surface  to  the  Coccygeus  and  Levator  ani ;  whilst 
to  the  pointed  extremity  is  connected  the  lesser  sacro-sciatic  ligament.  Above 
the  spine  is  a  notch  of  large  size,  the  great  sacro-sciatic^  converted  into  a  foramen 
by  the  lesser  sacro-sciatic  ligament;  it  transmits  the  Pyriformis  muscle,  the 
gluteal  vessels,  and  superior  gluteal  nerve  passing  out  of  the  pelvis  above  the 
muscle;  the  sciatic  vessels,  the  greater  and  lesser  sciatic  nerves,  the  internal 
pudic  vessels  and  nerve,  and  a  small  nerve  to  the  Obturator  internus  muscle 
below  it.  Below  the  spine  is  a  smaller  notch,  the  lesser  sacro-sciatic;  it  is 
smooth,  coated  in  the  recent  state  with  cartilage,  the  surface  of  wluch  presents 
numerous  markings  corresponding  to  the  subdivision  of  the  tendon  of  the 
Obturator  internus  which  winds  over  it.  It  is  converted  into  a  foramen  by  the 
sacro-sciatic  ligaments,  and  transmits  the  tendon  of  the  Obturator  internus,  the 
nerve  which  supplies  that  muscle,  and  the  internal  pudic  vessels  and  nerve. 
The  inferior  border  is  thick  and  broad;  at  its  point  of  junction  with  the  posterior 
is  the  tuberosity  of  the  ischium.  The  internal  border  is  thin,  and  forms  the 
outer  circumference  of  the  obturator  foramen. 
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The  tuberosity  presents  for  examination  an  external  lip,  an  internal  lip,  and 
an  intermediate  space.  The  external  lip  gives  attachment  to  the  Quadratus 
femoris,  an3part  of  the  Adductor  magnus  muscles.  The  inner  lip  is  bounded 
by  a  sharp  ridge,  for  the  attachment  of  a  falciform  prolongation  of  the  great 
sacro-sciatic  ligament ;  it  presents  a  groove  on  the  inner  side  of  thia  for  the 
lodgment  of  the  internal  pudic  vessels  and  nerve ;  and,  more  anteriorly,  has 
attached  the  Transversus  perinaeTaiid  Erector  penis  muscles.  The  intermediate 
surface  presents  four  distinct  impressions.  Two  of  these,  seen  at  the  front  part 
of  the  tuberosity,  are  T&iigh,  elongated,  and  separated  from  each  other  by  a 
prominent  ridge;  the  outer  one  gives  attachment  to  the  Adductor  magnus,  the 
inner  one  to  the  great  sacro-sciatic  ligament.  Two,  situated  at  the  back 
part,  are  smooth,  larger  in  size,  and  separated  by  an  oblique  ridge:  from  the 
upper  and  outer  arises  the  Semi-membranosus ;  from  the  lower  and  inner,  the 
Biceps  and  Semi-tendinosus.  The  uppermost  part  of  the  tuberosity  gives  attach- 
ment to  the  Gemellus  inferior. 

The  ramus,  or  ascending  ramus,  is  the  thin  flattened  part  of  the  ischium,  which 
ascends  from  the  tuberosity  upwards  and  inwards,  and  joins  the  ramus  of  the 
pubes — their  point  of  junction  being  indicated  in  the  adult  by  a  rough  eminence. 
The  outer  surface  of  the  ramus  is  rough,  for  the  attachment  of  the  Obturator 
extemus  muscle,  also  some  fibres  of  the  Adductor  magnus,  and  of  the  Gracilis ; 
its  inner  surface  forms  part  of  the  anterior  wall  of  the  pelvis.  Its  inner  border 
is  thick,  rough,  slightly  everted,  forms  part  of  the  outlet  of  the  pelvis,  and 
serves  for  the  attachment  of  the  crus  penis.  Its  outer  border  is  thin  and  sharp, 
and  forms  part  of  the  inner  margin  of  the  obturator  foramen. 

The  Pvl>es  forms  the  anterior  part  of  the  os  innominatum ;  it  is  divisible  into 
a  horizontal  ramus  or  body,  and  a  perpendicular  ramus. 

The  botly,j>£jiorizontal  ramus,  presents  for  examination  two  extremities,  an 
outer  and  £ninner,  ancT  four  surfaces.  The  outer  extremity,  the  thickest  part 
of  the  bone,  forms  one-fifth  of  the  cavity  of  the  acetabulum ;  it  presents,  above,  a 
rough  eminence,  the  ilio-pectineal,  which  serves  to  indicate  the  point  of  junction 
of  the  ilium  and  pubes.  The  inner  extremity  is  the  symphysis ;  it  is  oval, 
covered  by  eight  or  nine  transverse  ridges,  or  a  series  of  nipple-like  processes 
arranged  in  rows,  separated  by  grooves  ;  they  serve  for  the  attachment  of  the 
connecting  fibro-cartilage,  placed  between  it  and  the  opposite  bone.  The  'upper 
surface,  triangular  in  form,  wider  externally  than  internally,  is  bounded  bemn3 
by  a  sharp  ridge,  the  pectineal  line;  or  linea  ilio-pectinea,  which,  running  out- 
wards, marks  the  brim  of  the  true  pelvis.  The  surface  of  bone  in  front  of  the 
pubic  portion  of  the  linea  ilio-pectinea,  serves  for  the  attachment  of  the  Pectineus 
muscle.  This  ridge  terminates  internally  at  a  tubercle,  which  projects  forwards, 
and  is  called  the  spine  of  the  pubes.  The  portion  of  bone  included  between  the 
spine  and  inner  extremity  of  the  pubes  is  called  the  crest ;  it  serves  for  the 
attachment  of  the  Rectus,  Pyranjidalis,  and  conjoined  tendon  of  the  Internal 
oblique  and  Transversalis.  The  point  of  junction  of  the  crest  with  the  symphy- 
sis is  called  the  angle  of  the  pubes.  The  inferior  surface  presents,  externally,  a 
broad  and  deep  oblique  groove,  for  the  passage  of  the  obturator  vessels  and 
nerve ;  and,  internally,  a  sITarp  margin,  which  forms  part  of  the  circumference 
of  the  obturator  foramen.  Its  external  surface,  flat  and  compressed,  serves  for 
the  attachment  of  muscles.  Its  internal  surface,  convex  from  above  downwards, 
concave  from  side  to  side,  is  smooth,  and  forms  part  of  the  anterior  wall  of  the 
pelvis. 

The  descending  ramus  of  the  pubes  passes  outwards  and  downwards,  becoming 
thinner  and  tiUrTower  as  it  descends,  and  joins  with  the  ramus  of  the  ischium. 
Its  external  surface  is  rough,  for  the  attachment  of  muscles;  the  Adductor  mag- 
nus above,  the  Adductor  brevis  below;  the  Gracilis  along  its  inner  border,  the 
Compressor  urethrae  towards  its  internal  aspect ;  and  a  portion  of  the  Obturator 
extcrnus  where  it  enters  into  the  formation  of  the  foramen  of  that  name.  Its 
inner  surface  is  smooth.     Its  inner  border  is  thick,  rough,  and  everted,  especially 
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in  females.     In  the  male  it  serves  for  the  attachment  of  the  cms  penis.     Its 
outer  border  forma  part  of  the  circumference  of  the  obturator  foramen. 

The  cotyloid  cavity,  or  acetabulum,  is  a  deep,  cup-shaped,  hemispherical  depres- 
sion ;  formed,  internally,  by  the  pubes,  above  by  the  ilium,  behind  and  below 
by  the  ischium ;  a  little  less  than  two-fifths  being  formed  by  the  ilium,  a  little 
more  than  two-fifths  by  the  ischium,  and  the  remaining  fifth  by  the  pubea.     It 
is  bounded  by  a  prominent  uneven  rim,  which  is  thick  and  strong  above,  and 
serves  for  the  attachment  of  a  libro-cartilaginous  structure  which  contracts  its 
i   orifice,  and  deepens  the  surface  for  articulation.     It  presents  on  its  inner  side  a 
1  deep  notch,  the  cotyloid  notch,  which  transmits  the  nutrient  vessels  into  the 
!  interior  of  the  joint,  and  is  continuous  with  a  circular  depression  at  the  bottom 
'  of  the  cavity :  this  depression  is  perforated  by  numerous  apertures,  lodges  a 
I  mass  of  fat,  and  its  margins  serve  for  the  attachment  of  the  ligamentum  teres. 
The  notch  is  converted,  in  the  natural  state,  into  a  foramen  by  a  dense  ligamen- 
tous band  which  passes  across  it.     Through  this  foramen  the  nutrient  vessels 
and  nerves  enter  the  joint. 

Fig.  192.— Plan  of  the  Development  of  the  Ob  Inn'imuutiim. 
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The  obturator  or  thyroid  foramen  is  a  large  aperture,  situated  between  the 
i  ischium  and  pubea.  In  the  male  it  is  Inrge,  of  an  oval  form,  its  longest  diameter 
,  being  obliquely  from  above  downwards;  in  the  female  it  is  smaller,  and  more 
\  triangular.  It  is  bounded  by  a  thin  uneven  margin,  to  which  a  strong  mem- 
\  brane  is  attached;  and  presents,  at  its  upper  and  outer  part,  a  deep  groove, 
\  which  runs  from  the  pelvis  obliquely  forwards,  inwards,  and  downwards.  This 
I  groove  is  converted  into  a  foramen  by  the  obturator  membrane,  and  transmits 
the  obturator  vessels  and'  nerve. 

Structure.    This  bone  consists  of  much  cancellous  tissue,  especially  where  it 
is  thick,  inclosed  between  two  layers  of  dense  compact  tissue.     In  the  thinner 
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parts  of  the  bone,  as  at  the  bottom  of  the  acetabulum  and  centre  of  the  iliac 
fossa,  it  is  usually  semi-transparent,  and  composed  entirely  of  compact  tissue. 

Development  (Fig.  192).  By  eight  centres :  three  primary — one  for  the  ilium, 
one  for  the  ischium,  and  one  for  the  pubes ;  and^ve  secondary — one  for  the  crest 
of  the  ilium  its  whole  length,  one  for  the  anterior  inferior  spinous  process  (said 
to  occur  more  frequently  in  the  male  than  the  female),  one  for  the  tuberosity  of 
the  ischium,  one  for  the  symphysis  pubis  (more  frequent  in  the  female  than  the 
male),  and  one  for  the  Y-shaped  piece  at  tne  bottom  of  the  acetabulum.  These 
various  centres  appear  in  the  following  order :  First,  in  the  ilium,  at  the  lower 
part  of  the  bone,  immediately  above  the  sciatic  notch,  at  about  the  same  period 
that  the  development  of  the  vertebra  commences.  Secondly,  in  the  body  of  the 
ischium,  at  about  the  third  month  of  foetal  life.  Thirdly,  in  the  body  of  the 
pubes,  between  the  fourth  and  fifth  months.  At  birth,  the  three  primary  cen- 
tres are  quite  separate,  the  crest,  the  bottom  of  the  acetabulum,  and  the  rami  of 
the  ischium  and  pubes,  being  still  cartilaginous.  At  about  the  sixth  year,  the 
rami  of  the  pubes  and  ischium  are  almost  completely  ossified.  About  the  thir- 
teenth or  fourteenth  year,  the  three  divisions  of  the  bone  have  extended  their 
growth  into  the  bottom  of  the  acetabulum,  being  separated  from  each  other  by 
a  Y-shaped  portion  of  cartilage,  which  now  presents  traces  of  ossification.  The 
ilium  and  ischium  then  become  joined,  and  lastly  the  pubes,  through  the  inter- 
vention of  this  Y-shaped  portion.  At  about  the  age  of  puberty,  ossification 
takes  place  in  each  of  the  remaining  portions,  and  they  become  joined  to  the 
rest  of  the  bone  about  the  twenty-fifth  year. 

Articulations.     With  its  fellow  of  the  opposite  side,  the  sacrum  and  femur. 

Attachment  of  Muscles.  Ilium.  To  the  outer  lip  of  the  crest,  the  Tensor  vaginae 
femoris,  Obliquus  externus  abdominis,  and  Latissimus  dorsi ;  to  the  internal  lip, 
the  Transversalis,  Quadratus  lumborum,  and  Erector  spinro ;  to  the  interspace 
between  the  lips,  the  Obliquus  internus.  To  the  outer  surface  of  the  ilium,  the 
Gluteus  maximus,  Gluteus  medius,  Gluteus  minimus,  reflected  tendon  of  Bectus, 
portion  of  Pyriformis;  to  the  internal  surface,  the  Iliacus,  and  the  Multifidus 
spin®  to  the  internal  surface  of  the  posterior  superior  spine ;  to  the  anterior  border, 
the  Sartorius  and  straight  tendon  of  the  rectus.  Ischium.  To  its  outer  surface, 
the  Obturator  externus;  internal  surface,  Obturator  internus  and  Levator  ani. 
To  the  spine,  the  Gemellus  superior,  Levator  ani,  and  Coccygeus.  To  the 
tuberosity,  the  Biceps,  Semi-tendinosus,  Semi-membranosus,  Quadratus  femoris, 
Adductor  magnus,  Gemellus  inferior,  Transversus  perinaei,  Erector  penis.  To 
the  Pufjes,  the  Obliquus  externus,  Obliquus  internus,  Transversalis,  Rectus, 
Pyramidalis,  Psoas  parvus,  Pectineus,  Adauctor  longus,  Adductor  brevis,  Gra- 
cilis, Obturator  externus  and  internus,  Levator  ani,  Compressor  urethraa,  and 
occasionally  a  few  fibres  of  the  Accelerator  urinae. 

The  Pelvis  (Figs.  193,  194). 

The  Pelvis,  so  called  from  its  resemblance  to  a  basin,  is  stronger  and  more 
massively  constructed  than  either  the  cranial  or  thoracic  cavity ;  it  is  a  bony  ring 
interposed  between  the  lower  end  of  the  spine,  which  it  supports,  and  the  lower 
extremities,  upon  which  it  rests.  It  is  composed  of  four  bones :  the  two  ossa 
innominata,  which  bound  it  on  either  side  and  in  front;  and  the  sacrum  and 
coccvx,  which  complete  it  behind.     * 

The  pelvis  is  divided  by  a  prominent  line,  the  linea  ilio-pectinea,  into  the  false 
and  true  pelvis. 

The  false  pelvis  is  all  that  expanded  portion  of  the  pelvic  cavity  which  is 
situated  above  the  linea  ilio-pectinea.  It  is  bounded  on  each  side  by  the  ossa  ilii ; 
in  front  it  is  incomplete,  presenting  a  wide  interval  between  the  spinous  processes 
of  the  ilia  on  either  side,  which  is  filled  up  in  the  recent  state  by  the  parietes  of 
the  abdomen;  behind,  in  the  middle  line,  is  a  deep  notch.     This  broad  shallow 
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cavity  is  fitted  to-support  the  intestines,  and  to  transmit  part  of  their  weight  to 
the  anterior  wall  of  the  abdomen. 

The  true  pelvis  is  all  that  part  of  the  pelvic  cavity  which  is  situated  beneath 
the  linea  ilio-pectinea.  It  is  smaller  than  the  false  pelvis,  but  its  walls  are  more 
perfect.  For  convenience  of  description,  it  is  divided  into  a  superior  circum- 
ference or  inlet,  an  inferior  circumference  or  outlet,  and  a  cavity. 

Fig.  193.— Male  Pelvis  (Adult). 


Fig.  194.    Female  Pelvis  (Adult). 


The  superior  circumference  forms  the  margin  or  brim  of  the  pelvis,  the  included 
space  being  called  the  inlet.  It  is  formed  by  the  linen  ilio-pectinea,  completed  in 
front  by  the  spine  and  crest  of  the  puhes,  nnd  behind  by  the  anterior  margin  of 
the  base  of  the  sacrum  and  sacro-vertebra!  angle. 
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The  inlet  of  the  pelvis  is  somewhat  heart-shaped,  obtusely  pointed  in  front, 
divergtn"g~on  either  side,  and  encroached  upon  behind  by  the  projection  forwards 
of  the  promontory  of  the  sacrum.  It  has  three  principal  diameters;  antero- 
posterior (sacro- pubic),  transverse,  and  oblique.  The  antero-posterior  exlciids 
from  the  sacro- vertebral  angle  to  the  symphysis  pubis ;  its  average  measurement 
is  four  inches.  The  transverse  extends  across  the  greatest  widtlroTHie  inlet,  from 
the  middle  of  the  brim  on  one  aide  to  the  same  point  on  the  opposite ;  its  average 
measurement  is  five  inches.  The  oblique  extends  from  the  margin  of  the  pelvis, 
corresponding  to  ttnrilio- pectineal  eminence  on  one  side,  to  the  sacro-iliac  sym- 
physis on  the  opposite  siael^Hs  average  measurement  is  also  five  inches 

The  cavity  of  the  true  pelvis  is  bounded  in  front  by  the  symphysis  pubis; 
behind  bv  the  concavity  of  the  sacrum  and  coccyx,  which,  curving  forwards 
above  and  below,  contracts  the  inlet  and  outlet  of  the  canal ;  and  laterally  it  is 
bounded  by  a  broad,  smooth,  quadrangular  plate  of  bone,  corresponding  to  the 
inner  surface  of  the  body  of  the  ischium.  The  cavity  is  shallow  in  front,  mea- 
suring at  the  symphysis  an  inch  and  a  half  in  depth,  three  inches  and  a  half  in 
the  middle,  and  four  inches  and  a  half  posteriorly.  From  this  description,  it  will 
be  seen  that  the  cavity  ot  the  pelvis  is  a  short  curved  canal,  considerably  deeper 
on  its  posterior  than  on  its  anterior  wall,  and  broader  in  the  middle  than  at  either 
extremity,  from  the  projection  forwards  of  the  sacro-coccygeal  column  above 
and  below.  This  cavity  contains,  in  the  recent  subject,  the  rectum,  bladder,  and 
part  of  the  organs  of  generation.  The  rectum  is  placed  at  the  back  of  the  pelvis, 
and  corresponds  to  the  curve  of  the  sacro-coccygeal  column ;  the  bladder  in  front, 
behind  the  symphysis  pubis.  In  the  female,  the  uterus  and  vagina  occupy  the 
interval  between  these  parts. 

The  lower  circumference  of  the  pelvis  is  very  irregular,  and  forms  what  is 
called  the  outlet.  It  is  bounded  by  three  prominent  eminences:  one  posterior, 
formed  by  the  point  of  the  coccyx ;  and  one  on  each  side,  the  tuberosities  of  the 


ischia.  These  eminences  are  separated  by  three  notches:  one  in  front,  the 
pubic  arch,  formed  by  the  convergence  of  the  rami  of  the  ischia  and  pubes  on 
each  side.  The  other  notches,  one  on  each  side,  are  formed  by  the  sacrum  and 
coccyx  behind,  the  ischium  in  front,  and  the  ilium  above ;  they  are  called  the 
sacro-sciatic   notches ;    in   the  natural 

state  they  are  converted  into  foramina  Fig.  19ft.— Vertical  Section  of  the  PHvis,  with 
by  the  lesser  and  greater  sacro-sciatic  lines  indicaiinp  the  Axes  of  the  Pelvis, 

ligaments. 

The  diameters  of  the  outlet  of  the 
pelvis  are  two,  antero-posterior  and 
transverse.  The  antero-posterior  ex- 
tends from  the  tip  of  the  coccyx  to 
the  lower  part  of  the  symphysis  pubis, 
and  the  transverse  from  the  posterior 
part  of  one  ischiatic  tuberosity  to  the 
same  point  on  the  opposite  side :  the 
average  measurement  of  both  is  four 
i  aches.  The  antero-posterior  dia- 
meter varies  with  the  length  of  the 
coccyx,  and  is  capable  of  increase  or 
diminution,  on  account  of  the  mobility 
<>f  that  bone. 

Position  of  the  Pelvis.  In  the  erect 
posture,  the  pelvis  is  placed  obliquely 

with  regard  to  the  trunk  of  the  body:  ri*n*  * 

the  pelvic  surface  of  the  symphysis 

nubis  looking  upwards  and  backwards,  the  concavity  of  the  sacrum  and  coccyx 
looking  downwards  and  forwards;  the  base  of  the  sacrum  in  well-formed  female 
bodies  being  nearly  four  inches  above  the  upper  border  of  the  symphysis  pubis, 
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and  the  apex  of  the  coccyx  a  little  more  than  half  an  inch  above  its  lower  border. 
The  obliquity  is  much  greater  in  the  foetus,  and  at  an  early  period  of  life,  than 
in  the  adult. 

Axes  of  the  Pelvis  (Fig.  195).  The  plane  of  the  inlet  of  the  true  pelvis  will 
be  represented  by  a  line  drawn  from  the  base  of  the  sacrum  to  the  upper  margin 
of  the  symphysis  pubis.  A  line  carried  at  right  angles  with  this  at  its  middle, 
would  correspond  at  one  extremity  with  the  umbilicus,  and  at  the  other  with 
the  middle  of  the  coccyx ;  the  axis  of  the  inlet  is  therefore  directed  downwards 
and  backwards.  The  axis  of  the  outlet  produced  upwards  would  touch  the 
base  of  the  sacrum,  and  is  therefore  directed  downwards  and  forwards.  The 
axis  of  the  cavity  is  curved  like  the  cavity  itself:  this  curve  corresponds  to  the 
concavity  of  the  sacrum  and  coccyx,  the  extremities  being  indicated  by  the 
central  points  of  the  inlet  and  outlet.  A  knowledge  of  the  direction  of  these 
axes  serves  to  explain  the  course  of  the  foetus  in  its  passage  through  the  pelvis 
during  parturition.  It  is  also  important  to  the  surgeon,  as  indicating  the  direc- 
tion of  the  force  required  in  the  removal  of  calculi  from  the  bladder,  and  as 
determining  the  direction  in  which  instruments  should  be  used  in  operations 
upon  the  pelvic  viscera. 

Differences  between  the  Male  and  Female  Pelvis.  In  the  male  the  bones  are 
thicker  and  stronger,  and  the  muscular  eminences  and  impressions  on  their 
surfaces  more  strongly  marked.  The  male  pelvis  is  altogether  more  massive ; 
its  cavity  is  deeper  and  narrower,  and. the  obturator  foramina  of  larger  size.  In 
the  female  the  bones  are  lighter  and  more  expanded,  the  muscular  impressions 
on  their  surfaces  are  only  slightly  marked,  and  the  pelvis  generally  is  less  mas- 
sive in  structure.  The  iliac  fossae  are  broad,  and  the  spines  of  the  ilia  widely 
separated ;  hence  the  great  prominence  of  the  hips.  The  inlet  and  the  outlet 
are  larger ;  the  cavity  is  more  capacious,  and  the  spines  of  the  ischia  project 
less  into  it.  The  promontory  is  less  projecting,  tlie  sacrum  wider  and  less 
curved,1  and  the  coccyx  more  movable.  The  arch  of  the  pubes  is  wider,  and 
its  edges  more  everted.  The  tuberosities  of  the  ischia  and  the  acetabula  are 
wider  apart. 

In  the  foetus  and  for  several  years  after  birth,  the  pelvis  is  small  in  proportion 
to  that  of  the  adult.  The  cavity  is  deep,  and  the  projection  of  the  sacro- verte- 
bral angle  less  marked.  The  antero-posterior  and  transverse  diameters  are 
nearly  equal.  About  puberty,  the  pelvis  in  both  sexes  presents  the  general 
characters  of  the  adult  male  pelvis,  but  after  puberty  it  acquires  its  proper 
sexual  characters. 

The  Femur  or  Thigh-bone. 

The  Femur  is  the  longest,  largest,  and  strongest  bone  in  the  skeleton,  and 
almost  perfectly  cylindrical  in  the  greater  part  of  its  extent.  In  the  erect  pos- 
ture it  is  not  vertical,  being  separated  from  its  fellow  above  by  a  considerable 
interval,  which  corresponds  to  the  entire  breadth  of  the  pelvis,  but  inclining 
gradually  downwards  and  inwards,  so  as  to  approach  its  fellow  towards  its  lower 
part,  for  the  purpose  of  bringing  the  knee-joint  near  the  line  of  gravity  of  the 
Dody.  The  degree  of  this  inclination  varies  in  different  persons,  and  is  greater 
in  the  female  than  in  the  male,  on  account  of  the  greater  breadth  of  the  pelvis. 
The  femur,  like  other  long  bones,  is  divisible  into  a  shaft,  and  two  extremities. 

The  Upper  Extremity  presents  for  examination  a  head,  a  neck,  and  the 
greater  and  lesser  trochanters. 

The  head,  which  is  globular,  and  forms  rather  more  than  a  hemisphere,  is 
directed  upwards,  inwards,  and  a  little  forwards,  the  greater  part  of  its  convexity 
being  above  and  in  front.     Its  surface  is  smooth,  coated  with  cartilage  in  the 

1  It  is  not  unusual,  however,  to  find  the  snerum  in  the  female  presenting  a  considerable  curve 
extending  throughout  its  whole  length. 
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recent  state,  and  presents,  a 
little  behind  and  below  its 
centre,  an  ovoid  depression, 
for  the  attachment  of  the 
ligamentum  teres.  The  neck 
is  a  flattened  pyramidal  pro- 
cess of  bone,  which  connects 
the  head  with  the  shaft.  It 
varies  in  length  and  obliquity 
at  various  periods  of  life,  and 
under  different  circumstances. 
Before  puberty  it  is  directed 
obliquely,  so  as  to  form  a 
gentle  curve  from  the  axis  of 
the  shaft.  ~  In  the  adult  male 
it  forms  an  obtuse  angle  with 
the  shaft,  being  directed  up- 
wards, inwards,  and  a  little 
forwards.  In  the  female  it 
approaches  more  "nearly  a 
right  angle.  Occasionally,  in 
very^old  Subjects,  and  more 
especially  in  those  greatly 
debilitated,  its  direction  be- 
comes horizontal ;  so  that  the 
head  sinks  below  the  level  of 
the  trochanter,  and  its  length 
diminishes  to  such  a  degree, 
that  the  head  becomes  almost 
contiguous  with  the  shaft. 
The  neck  is  flattened  from  be- 
fore backwards,  contracted  in 
the  middle,  and  broader  at  its 
outer  extremity,  where  it  is 
connected  with  the  shaft,  than 
at  its  summit,  where  it  is 
attached  to  the  head.  It  is 
much  broader  in  the  vertical 
than  in  the  antero-poeterior 
diameter,  and  much  thicker 
below  than  above,  on  account 
of  the  greater  amount  of  re- 
sistance required  in  sustain- 
ing the  weight  of  the  trunk. 
The  anterior  surface  of  the 
neck  is  perforated  by  nume- 
rous vascular  foramina.  The 
posterior  surface  is  smooth, 
and  is  broader  and  more  con- 
cave than  the  anterior;  it 
receives  towards  its  outer 
side  the  attachment  of  the 
capsular  ligament  of  the  hip. 
The  superior  border  is  short 
and  thick,  bounded  exter- 
nally by  the  great  trochanter, 
and  its  surface  perforated  by 
large  foramina.     The  inferior 


Pig.  196.— Right  Femur.    Anterior  Surface. 


MTUMTC4I     KTtlMVV     t  MMUJ 


<~      V*-^L       UOAMCfeTMi   TCI 


TCAftjft 


256  THE   SKELETON. 

border,  long  and  narrow,  curves  a  little  backwards,  to  terminate  at  the  lesser 
trochanter. 

The  Trochanters  (rpo^ow,  to  run  or  roll)  are  prominent  processes  of  bone  which 
afford  leverage  to  the  muscles  which  rotate  the  thigh  on  its  axis.  They  are 
two  injnumber,  the  greater jind  the  lesser. 

The  Great  Trochanter  is  a  large  irregular  quadrilateral  eminence,  situated  at 
the  outer  side  of  the  neck,  at  its  junction  with  the  upper  part  of  the  shaft.  It 
is  directed  a  little  outwards  and  backwards,  and,  in  the  adult,  is  about  three- 
quarters  of  an  inch  lower  than  the  head.  It  presents  for  examination  two 
surfaces,  and  four  borders.  The  external  surface,  quadrilateral  in  form,  is  broad, 
rough,  convex,  and  marked  by  a  prominent  diagonal  line,  which  extends  from 
the  posterior  superior  to  the  anterior  inferior  angle :  this  line  serves  for  the 
attachment  of  the  tendon  of  the  Gluteus  medius.  Above  the  line  is  a  triangular 
surface,  sometimes  rough  for  part  of  the  tendon  of  the  same  muscle,  sometimes 
smooth  for  the  interposition  of  a  bursa  between  that  tendon  and  the  bone. 
Below  and  behind  the  diagonal  line  is  a  smooth  triangular  surface  over  which 
the  tendon  of  the  Gluteus  maximus  muscle  plays,  a  bursa  being  interposed. 
The  internal  surface  is  of  much  less  extent  than  the  external,  and  presents  at 
its  base  a  deep  depression,  the  digital  or  trochanteric  fossa,  for  the  attachment 
of  the  tendon  of  the  Obturator  externus  muscle.  The  superior  border  is  free ; 
it  is  thick  and  irregular,  and  marked  by  impressions  for  the  attachment  of  the 
Pyriformis  behind,  the  Obturator  internus  and  Gemelli  in  front.  The  inferior 
border  corresponds  to  the  point  of  junction  of  the  base  of  the  trochanter  with 
the  outer  surface  of  the  shaft ;  it  is  rough,  prominent,  slightly  curved,  and  gives 
attachment  to  the  upper  part  of  the  Vastus  externus  muscle.  The  anterior 
border  is  prominent,  somewhat  irregular,  as  well  as  the  surface  of  bone  imme- 
diately below  it;  it  affords  attachment  by  its  outer  part  to  the  Gluteus  minimus. 
The  jyosterior  border  is  very  prominent,  and  appears  as  a  free  rounded  edge, 
which  forms  the  back  part  of  the  digital  fossa. 

The  Lesser  Trochanter  is  a  conical  eminence,  which  varies  in  size  in  different 
subjects ;  it  projects  from  the  lower  and  back  part  of  the  base  of  the  neck.  Its 
base  is  triangular,  and  connected  with  the  adjacent  parts  of  the  bone  by  three 
well-marked  borders :  two  of  these  are  above — the  internal  continuous  with  the 
lower  border  of  the  neck ;  the  external  with  the  posterior  intertrochanteric  line, 
while  the  inferior  border  is  continuous  with  the  middle  division  of  the  linea 
aspera.  Its  summit,  which  is  directed  inwards  and  backwards,  is  rough,  and 
gives  insertion  to  the  tendon  of  the  Psoas  magnus.  The  Iliacus  is  inserted  into 
the  shaft  below  the  lesser  trochanter,  between  the  Vastus  internus  in  front,  and 
the  Pectineus  behind.  A  well-marked  prominence,  of  variable  size,  which  pro- 
jects from  the  upper  and  front  part  of  the  neck,  at  its  junction  with  the  great 
trochanter,  is  called  the  tubercleof  the  femur ;  it  is  the  point  of  meeting  of  five 
muscles,  the  Gluteus  mimimus  externally,  the  Vastus  externus  below,  and  the 
tendon  of  the  Obturator  internus  and  Gemelli  above.  Running  obliquely  down- 
wards and  inwards  from  the  tubercle  is  the  spiral  line  of  the  femur,  or  anterior 
intertrochanteric  line ;  it  winds  round  the  inner  side  of  the  shaft,  below  the 
lesser  trochanter,  and  terminates  in  the  linea  aspera,  about  two  inches  below  this 
eminence.  Its  upper  half  is  rough,  and  affords  attachment  to  the  capsular  liga- 
ment of  the  hip  joint ;  its  lower  half  is  less  prominent,  and  gives  attachment  to 
the  upper  part  of  the  Vastus  internus.  The  posterior  intertrochanteric  line  is  very 
prominent,  and  runs  from  the  summit  of  the  great  trochanter  downwards  and 
inwards  to  the  upper  and  back  part  of  the  lesser  trochanter.  Its  upper  half 
forms  the  posterior  border  of  the  great  trochanter  A  well-marked  eminence 
commences  about  the  middle  of  the  posterior  intertrochanteric  line,  and  passes 
vertically  downwards  for  about  two  inches  along  the  back  part  of  the  shaft:  it 
is  called  the  linea  quadratic  and  gives  attachment  to  the  Quadratus  femoris,  and 
ix  few  fibres  of  th€^ctcTuctor  magnus  muscles. 

The  Shaft,  almost  perfectly  cylindrical  in  form,  is  a  little  broader  above  than 


in  the  centre,  and  somewhat 
flattened  from  before  backwards 
below.  It  is  slightly  arched, 
so  as  to  he  convex  in  front ; 
concave  behind,  where  it  is  I  . 
strengthened  by  a  prominent  I 
longitudinal  ridge,  the  linea 
aspera.  It  presents  for  exami- 1 
uation  three  borders  separating' 
three  surfaces.  Of  the  three 
Ixtrders,  one,  the  linea  aspera, 
is  posterior;  the  other  two  are 
I 'laced  laterally. 

The  linea  aspera  (Fig.  197)  is 
a  prominent  longitudinal  ridge 
>>r  crest,  presenting,  on  the  mid- 
tile  third  of  the  bone,  an  ex- 
ternal lip,  an  internal  lip,  and  a 
rough  intermediate  space.  A 
little  above  the  centre  of  the 
shaft,  this  crest  divides  into 
three  lines:1  the  most  external 
■»ne  becomes  very  rough,  and  is 
i-untinned  almost  vertically  up- 
wards to  the  base  of  the  great 
trochanter;  the  middle  one,  the 
least  distinct,  is  continued  to  the 
We  of  the  trochanter  minor; 
iind  tbe  internal  one  is  lost  above 
in  the  spiral  line  of  the  femur. 
Billow,  the  linea  aspera  divides 
iiito  two  bifurcations,  which  in- 
v loss  between  them  a  triangular 
-pace  (the  popliteal  space),  upon 
which  rests  the  popliteal  artery. 
Of  these  two  bifurcations,  the 
outer  branch  is  the  more  promi- 
nent, and  descends  to  the  sum- 
mit of  the  outer  condyle.  The 
inner  branch  is  less  marked, 
presents  a  broad  and  shallow 
groove  for  the  passage  of  the 
femoral  artery,  and  terminates 
m  a  small  tubercle  at  the  sum- 
mit of  the  internal  condyle. 

To  the  inner  lip  of  the  linea 
aspera,  along  its  whole  length, 
is  attached  the  Vastus  internus ; 
and  to  the  whole  length  of  the 
"liter  lip,  the  Vastus  extcrnus. 
The  Adductor  magnus  is  also 
attached  to  the  whole  length  of 
'he  linea  aspera,  being  connected 
with  the  outer  lipabove,  and  the 

1  Of  these  three  lines,  only  Die  ontcr 
ind  inner  are  described  hy  many  nrmto- 
mi»ls :  the  linen  aspera  is  thru  sulci  to 
bifurcate  shove  and  be'ow. 
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inner  lip  below.  Between  the  Vastus  externus  and  the  Adductor  magnus  are 
attached  two  muscles,  viz.,  the  Gluteus  maximus  above,  and  the  short  head  of 
the  Biceps  below.  Between  the  Adductor  magnus  and  the  Vastus  internus  four 
muscles  are  attached :  the  Uiacus  and  Pectineus  above  (the  latter  to  the  middle 
of  the  upper  divisions) ;  below  these,  the  Adductor  brevis  and  Adductor  longus. 
The  linea  aspera  is  perforated  a  little  below  its  centre  by  the  nutrient  canal, 
which  is  directed  obliquely  upwards. 

The  two  lateral  borders  of  the  femur  are  only  slightly  marked,  the  outer  one 
extending  from  the  anterior  inferior  angle  of  the  great  trochanter  to  the  anterior 
extremity  of  the  external  condyle  ;  the  inner  one  from  the  spiral  line,  at  a  point 
opposite  the  trochanter  minor,  to  the  anterior  extremity  of  tne  internal  condyle. 
The  internal  border  marks  the  limit  of  attachment  of  the  Crureus  muscle  inter- 
nally. 

The  anterior  surface  includes  that  portion  of  the  shaft  which  is  situated  be- 
tween the  two  lateral  borders.  It  is  smooth,  convex,  broader  above  and  below 
than  in  the  centre,  slightly  twisted,  so  that  its  upper  part  is  directed  forwards 
and  a  little  outwards,  its  lower  part  forwards  ana  a  little  inwards.  To  the  upper 
three-fourths  of  this  surface  the  Crureus  is  attached  ;  the  lower  fourth  is  sepa- 
rated from  the  muscle  by  the  intervention  of  the  synovial  membrane  of  the 
knee-joint,  and  affords  attachment  to  the  Subcrureus  to  a  small  extent.  The 
external  surface  includes  the  portion  of  bone  between  the  external  border  and 
the  outer  lip  of  the  linea  aspera ;  it  is  continuous  above  with  the  outer  surface 
of  the  great  trochanter ;  below  with  the  outer  surface  of  the  external  condyle : 
to  its  upper  three-fourths  is  attached  the  outer  portion  of  the  Crureus  muscle. 
The  internal  surface  includes  the  portion  of  bone  between  the  internal  border 
and  the  inner  lip  of  the  linea  aspera ;  it  is  continuous,  above,  with  the  lower 
border  of  the  neck ;  below,  with  the  inner  side  of  the  internal  condyle :  it  is 
covered  by  the  Vastus  internus  muscle. 

The  Lower  Extremity,  larger  than  the  upper,  is  of  a  cuboid  form,  flattened 
from  before  backwards,  and  divided  into  two  large  eminences,  the  condyles 
(x6vbv\ot,  a  knuckle),  by  an  interval  which  presents  a  smooth  depression  in  front 
called  the  trochela,  and  a  notch  of  considerable  size  behind — the  intercondylar 
notch.  The  external  condyle  is  the  more  prominent  anteriorly,  and  is  the  broader 
both  in  the  antero-posterior  and  transverse  diameters.  The  internal  condyle  is 
the  narrower,  longer,  and  more  prominent  internally.  This  difference  in  the 
length  of  the  two  condyles  is  only  observed  when  the  bone  is  perpendicular, 
/  and  depends  upon  the  obliquity  of  the  thigh-bones,  in  consequence  of  their 
i  separation  above  at  the  articulation  with  the  pelvis.  If  the  femur  is  held  ob- 
liquely, the  surfaces  of  the  two  condyles  will  be  seen  to  be  nearly  horizontal. 
The  two  condyles  are  directly  continuous  in  front,  and  form  a  smooth,  trochlear 
surface,  the  external  border  of  which  is  more  prominent,  and  ascends  higher 
than  the  internal  one.     This  surface  articulates  with  the  patella.     It  presents  a 

•  median  groove,  which  extends  downwards  and  backwards  to  the  intercondyloid 

•  notch ;  and  two  lateral  convexities,  of  which  the  external  is  the  broader,  more 
prominent,  and  prolonged  further  upwards  upon  the  front  of  the  outer  condyle. 
The  intercondyloid  notch  lodges  the  crucial  ligaments ;  it  is  bounded  laterally 
by  the  opposed  surfaces  of  the  two  condyles,  and  in  front  by  the  lower  end  of 
the  shaft. 

Outer  Condyle.  The  outer  surface  of  the  external  condyle  presents,  a  little 
behind  its  centre,  an  eminence,  the  outer  tuberosity ;  it  is  less  prominent  than 
the  inner  tuberosity,  and  gives  attachment  to  the  external  lateral  ligament  of 
the  knee.  Immediately  beneath  it,  is  a  groove  which  commences  at  a  depres 
sion  a  little  behind  the  centre  of  the  lower  border  of  this  surface :  the  depres- 
sion is  for  the  tendon  of  origin  of  the  Popliteus  muscle ;  the  groove  in  which 
this  tendon  is  contained  is  smooth,  covered  with  cartilage  in  the  recent  state, 
and  runs  upwards  and  backwards  to  the  posterior  extremity  of  the  condyle. 
The  inner  surface  of  the  outer  condyle  forms  one  of  the  lateral  boundaries  of 
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the  interoondyloid  notch,  and  gives  attachment,  by  its  posterior  part,  to  the  \ 
anterior  crucial  ligament.  The  inferior  surface  is  convex,  smooth,  and  broader  \ 
than  that  of  the  internal  condyle.  The  posterior  extremity  is  convex  and  ' 
smooth:  just  above  the  articular  surface  is  a  depression  for  the  tendon  of  the  ' 
outer  head  of  the  Gastrocnemius,  above  which  is  the  origin  of  the  Plantaris. 

Inner  Condyle.  The  inner  surface  of  the  inner  condyle  presents  a  convex 
eminence,  the  inner  tuberosity,  rough,  for  the  attachment  of  the  internal  lateral  \ 
ligament.  Above  this  tuberosity,  at  the  termination  of  the  inner  bifurcation  of  i 
the  linea  aspera,  is  a  tubercle,  for  the  insertion  of  the  tendon  of  the  Adductor  , 
magnos ;  and  behind  and  beneath  the  tubercle  a  depression  for  the  tendon  of  the  \ 
iuner  head  of  the  Gastrocnemius.  The  outer  side  of  the  inner  condyle  forms  | 
one  of  the  lateral  boundaries  of  the  intercondyloid  notch,  and  gives  attachment,  ) 
by  its  anterior  part,  to  the  posterior  crucial  ligament.  Its  inferior  or  articular 
surface  is  convex,  and  presents  a  less  extensive  surface  than  the  external  condyle. 

Structure.  The  shaft  of  the  femur  is  a  cylinder  of  compact  tissue,  hollowed 
by  a  large  medullary  canal.  The  cylinder  is  of  great  thickness  and  density  in 
the  middle  third  of  the  shaft,  where  the  bone  is  narrowest,  and  the  medullary 
canal  well  formed  ;  but  above  and  below  this,  the  cylinder  gradually  becomes 
thinner,  owing  to  a  separation  of  the  layers  of  the  bone  into  cancelli,  which  pro- 
ject into  the  medullary  canal  and  finally 

obliterate  it,  so  that  the  upper  and  lower  F*f1^ sS'TttSlS  (wl'S™ 
ends  of  the  shaft,  and  the  articular  ex-  ' 

tremities  more  especially,  consist  of  can- 
cellated tissue,  invested  by  a  thin  compact 
layer. 

The  arrangement  of  the  cancelli  in  the 
ends  of  the  femur  is  remarkable.  In  the 
upper  end  (Fig.  198),  they  run  in  parallel 
columns  a  a  from  the  summit  of  the  head 
to  the  thick  under  wall  of  the  neck,  while 
a  series  of  transverse  fibres  6  b  cross  the 
parallel  columns,  and  connect  them  to 
the  thin  upper  wall  of  the  neck.  Another 
series  of  plates  cc  springs  from  the  whole 
interior  of  the  cylinder  above  the  lesser 

trochanter ;  these  pass  upwards  and  cou-  

verge  to  form  a  series  of  arches  beneath 

ihe  upper  wall  of  the  neck,  near  its  junction  with  the  great  trochanter.  This 
structure  is  admirably  adapted  to  sustain,  with  the  greatest  mechanical  advan- 
tage, concussion  or  weight  transmitted  from  above,  and  serves  an  important 
office  in  strengthening  a  part  especially  liable  to  fracture. 

In  the  lower  end,  the  cancelli  spring  on  all  sides  from  the  inner  surface  of  the 
cylinder,  and  descend  in  a  perpendicular  direction  to  the  articular  surface,  the 
cancelli  being  strongest  and  having  a  more  accurately  perpendicular  course 
above  the  condyles. 

Articulations.     With  three  bones :  the  os  innominatum,  tibia,  and  patella. 

Development  (Fig.  199).  The  femur  is  developed  by  five  centres:  one  for  the 
shaft,  one  for  each  extremity,  and  one  for  each  trochanter.  Of  all  the  long 
bones,  except  the  clavicle,  it  is  the  first  to  show  traces  of  ossification ;  this  com- 
mences in  the  shaft,  at  about  the  fifth  week  of  fetal  life,  the  centres  of  ossifica- 
tion in  the  epiphyses  appearing  in  the  following  order:  First,  in  the  lower  end 
of  the  bone,  at  the  ninth  month  of  foetal  life ;  from  this  the  condyles  and  tube- 
rosities are  formed  ;  in  the  head,  at  thc.end  of  the  first  year  after  birth ;  in  the 
great  trochanter,  during  the  fourth  year ;  and  in  the  lesser  trochanter,  between 
the  thirteenth  and  fourteenth.  The  order  in  which  the  epiphyses  arc  joined  to 
the  shaft,  is  the  reverse  of  that  of  their  appearance;  their  junction  does  not 
commence  until  after  puberty,  the  lesser  trochanter  being  first  joined,  then  the 
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greater,  then   the  head,  and,  laBtly,  the  inferior  extremity  (the  first  in  which 
ossification  commenced),  which  ia  not  united  until  the  twentieth  year. 

Attachment  of  Muscles.  To  the  great  trochanter :  the  Gluteus  medius,  Gluteus 
minimus,  Pyriformis,  Obturator  intcrnus,  Obturator  externus,  Gemellus  superior, 
Gemellus  inferior,  and  Quadratus  femoris.  To  the  lesser  trochanter:  the  Psoas 
inagnus,  and  the  Iliacus  below  it.  To  the  shaft,  its  posterior  surface :  the  Vas- 
tus externus,  Gluteus  maximus,  short  head  of  the  Biceps,  Vastus  internus,  Ad- 
ductor magnus,  Pectineus,  Adductor  brevis,  and  Adductor  longu3;  to  its  anterior 
surface,  the  Crureus  and  Subcrureus.  To  the  condyles:  the  Gastrocnemius, 
Piantaris,  and  PopHtcus. 

Fig.  109.— Plan  or  (he  Development  of  the 
Femur.     By  Five  Centres. 
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The  skeleton  of  the  Leg  consists  of  three  bones:  the  Patella,  a  large  sesamoid 
bone,  placed  in  front  of  the  knee ;  and  the  Tibia,  and  Fibula. 

The  Patella.  (Figs.  200,  201.) 
The  Patella  is  a  flat,  triangular  bone,  situated  at  the  anterior  part  of  the  knee- 
joint.  It  resembles  the  sesamoid  bones,  from  being  developed  in  the  tendon  of 
the  Quadriceps  extensor,  and  in  its  structure,  being  composed  throughout  of 
dense  cancellous  tissue;  but  it  is  generally  regarded  as  analogous  to  the  olecra- 
non process  of  the  ulna,  which  occasionally  exists  as  a  separate  piece,  connected 
to  the  shaft  of  the  bone  by  a  continualion'of  the  tendon  of  the  Triceps  muscle.1 

1  Prnfpusnr  Owen  slates.  Hint,  "  in  certain  bats,  there  is  n  development  of  n  sesamoid  hone  in 
the  biceps  brnchii,  which  is  the  true  homotype  of  the  patella  in  the  lejr,"  regarding  the  olecranon 
ni  hnmoWonR,  not  with  the  patella,  bnt  with  an  extension  of  the  upper  end  of  the  fibula  nbovc 
the  knee-joint,  which  is  met  with  in  some  animals.     (On  the  Nature  of  Limbs,  pp.  19,  24.) 


It  serves  to  protect  the  front  of 
the  joint,  and  increases  the 
leverage  of  the  Quadriceps  ex- 
tensor by  making  it  act  at  a 
greater  angle.  It  presents  an 
anterior  and  posterior  surface, 
three  borders,  a  base,  and  an 
apex. 

The  anterior  surface  is  convex, 
perforated  by  small  apertures, 
for  the  passage  of  nutrient  ves- 
sels, and  marked  by  numerous 
rough  longitudinal  striae.  This 
surface  is  covered,  in  the  recent 
state,  by  an  expansion  from  the 
tendon  of  the  Quadriceps  exten- 
sor, and  separated  from  the  in- 
tegument by  a  bursa.  It  gives 
attachment  below  to  the  liga- 
mentuin  patellae.  The  posterior 
surface  presents  a  smooth,  oval- 
shaped,  articular  surface,  cov- 
ered with  cartilage  in  the  recent 
state,  and  divided  into  two  facets 
by  a  vertical  ridge,  which  de- 
scends from  the  superior  towards 
the  inferior  angle  of  the  bone. 
The  ridge  corresponds  to  the 
groove  on  the  trochlear  surface 
of  the  femur,  and  the  two  facets 
to  the  articular  surfaces  of  the 
two  condyles ;  the  outer  facet, 
for  articulation  with  the  outer 
condyle,  being  the  broader  and 
deeper.  This  character  serves 
to  indicate  the  side  to  which  the 
bone  belongs.  Below  the  ar- 
ticular surface  is  a  rough,  con- 
vex, non-articular  depression, 
the  lower  half  of  which  gives 
attachment  to  the  ligament um 
patella?;  the  upper  half  being 
separated  from  the  head  of  the 
tibia  by  adipose  tissue. 

The  superior  and  lateral  bor- 
ders give  attachment  to  the  ten- 
don of  the  Quadriceps  extensor; 
the  superior  border,  to  that  por- 
tion of  the  tendon  which  is 
derived  from  the  Rectus  and 
Crureus  muscles;  and  the  lateral 
borders,  to  the  portion  derived 
from  the  external  and  internal 
Vasti  muscles. 

The  base,  or  superior  border,  is 


Fig.  202.— Bones  of  the  Bight  Leg.  Auterior  Surface. 
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Fig.  203.— Bouwof  Hie  Right  Leg.  Posterior  Surface.  thick,  directed  upwards,  and  cut 
obliquely  at  the  expense  of  its 
outer  surface;  it  receives  the 
attachment,  as  already  men- 
tioned, of  part  of  the  Quadriceps 
extensor  tendon. 

The  apex  is  pointed,  and  gives 
attachment  to  the  ligamentum 
patellae. 

Structure.  Itconsistsof  dense 
r)  tin  cancellous  tissue,  covered  by  a 

thin  compact  lamina. 

Develoj/ment.  By  a  single 
centre,  which  makes  its  appear- 
ance, according  to  Beclard,  about 
the  third  year.  In  two  instances, 
I  have  seen  this  bone  cartilagi- 
nous throughout,  at  a  much  later 
period  (six  years).  More  rarely, 
the  bone  is  developed  by  two 
centres,  placed  side  by  side. 

Articulations.  With  the  two 
condyles  of  the  femur. 

Attachment  of  Muscles.  The 
Rectus,  Crureus,  Vastus  inter- 
nus,andVa8tusextcrnus.  These 
muscles  joined  at  their  insertion 
constitute  the  Quadriceps  exten- 
sor cruris. 

The  Tibia.    (Figs.  202,  203.) 

The  Tibia  is  situated  at  the 
front  and  inner  side  of  the  leg, 
and,  excepting  the  femur,  is  the 
longest  and  largest  bone  in  the 
skeleton.  It  is  prismoid  in 
form,  expanded  above,  where  it 
enters  into  the  knee-joint,  more 
slightly  enlarged  below.  In  the 
male,  its  direction  is  vertical,  and 
parallel  with  the  bone  of  the 
opposite  side ;  but  in  the  female 
it  has  a  slight  oblique  direction 
downwards  and  outwards,  to 
compensate  for  the  oblique  di- 
rection of  the  femur  inwards. 
It  presents  for  examination  a 
shaft  and  two  extremities. 

The  Upper  Extremity,  or  head, 
is  large  and  expanded  on  each 
side  into  two  lateral  eminences, 
the  tuberosities.  Superiorly,  the 
tuberosities  present  two  smooth 
concave  surfaces,  which  articulate  with  the  condyles  of  the  femur;  the  internal 
articular  surface  is  longer  than  the  external,  and  oval  from  before  backwards, 
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to  articulate  with  the  internal  condyle;  the  external  one  being  broader,  flatter, 
and  more  circular,  to  articulate  with  the  external  condyle.  Between  the  two 
articular  surfaces,  and  nearer  the  posterior  than  the  anterior  aspect  of  the  bone, 
is  an  eminence,  the  spinous  process  of  the  tibia,  surmounted  by  a  prominent 
tubercle  on  each  side,  which  gives  attachment  to  the  extremities  of  the  semi- 
lunar fibro-cartilages;  in  front  and  behind  the  spinous  process  is  a  rough  depres- 
sion for  the  attachment  of  the  anterior  and  posterior  crucial  ligaments  and  the 
semilunar  cartilages.  The  anterior  surfaces  of  the  tuberosities  are  continuous 
with  one  another,  forming  a  single  large  surface,  which  is  somewhat  flattened  : 
it  is  triangular,  broad  above,  and  perforated  by  large  vascular  foramina,  narrow 
below,  where  it  terminates  in  a  prominent  oblong  elevation  of  large  size,  the 
tubercle  of  the  tibia ;  the  lower  half  of  this  tubercle  is  rough,  for  the  attachment 
of  the  ligamentum  patellae;  the  upper  half  is  a  smooth  facet  corresponding,  in 
the  recent  state,  with  a  bursa  wnich  separates  the  ligament  from  the  bone. 
Posteriorly,  the  tuberosities  are  separated  from  each  other  by  a  shallow  depres- 
sion, the  popliteal  notch,  which  gives  attachment  to  the  posterior  crucial  liga- 
ment. The  posterior  surface  of  the  inner  tuberosity  presents  a  deep  transverse 
groove,  for  the  insertion  of  the  tendon  of  the  Semimembranosus ;  and  the  poste- 
rior surface  of  the  outer  one,  a  flat  articular  facet,  nearly  circular  in  form, 
directed  downwards,  backwards,  and  outwards,  for  articulation  with  the  fibula. 
The  lateral  surfaces  are  convex  and  rough :  the  internal  one,  the  most  promi- 
nent, gives  attachment  to  the  internal  lateral  ligament. 

The  Shctft^the  tibia  is  of  a  triangular  prismoid  form,  broad  above,  gradually 
decreasing  in  size  to  the  commencement  of  its  lower  fourth,  its  most  slender  part 
where  fracture  most  frequently  occurs ;  it  then  enlarges  again  towards  its  lower 
extremity.     It  presents  for  examination  three  surfaces  and  three  borders. 

The  anterior  border,  the  most  prominent  of  the  three,  is  called  the  crest  of  the 
tibia,  or,  in  popular  language,  the  shin;  it  commences  above  at  the  tubercle, 
and  terminates  below  at  the  anterior  margin  of  the  inner  malleolus.  This  bor- 
der is  very  prominent  in  the  upper  two-thirds  of  its  extent,  smooth  and  rounded 
below.  It  presents  a  very  flexuous  course,  being  curved  outwards  above,  and 
inwards  below;  it  gives  attachment  to  the  deep  fascia  of  the  leg. 

The  internal  border  is  smooth  and  rounded  above  and  below,  but  more  promi- 
nent in  the  centre;  it  commences  at  the  back  part  of  the  inner  tuberosity,  and 
terminates  at  the  posterior  border  of  the  internal  malleolus ;  its  upper  part  gives 
attachment  to  the  internal  lateral  ligament  of  the  knee  to  the  extent  of  about 
two  inches,  and  to  some  fibres  of  the  Popliteus  muscle ;  its  middle  third,  to  some 
fibres  of  the  Soleus  and  Flexor  longus  digitorum  muscles. 

The  external  border,  or  interosseous  ridge,  is  thin  and  prominent,  especially  its 
central  part,  and  gives  attachment  to  the  interosseous  membrane ;  it  commences 
above  in  front  of  the  fibular  articular  facet,  and  bifurcates  below,  to  form  the 
boundaries  of  a  triangular  rough  surface,  for  the  attachment  of  the  interosseous 
ligament  connecting  the  tibia  and  fibula. 

The  internal  surface  is  smooth,  convex,  and  broader  above  than  below;  its 
upper  third,  directed  forwards  and  inwards,  is  covered  by  the  aponeurosis  derived 
from  the  tendon  of  the  Sartorius,  and  by  the  tendons  of  the  Gracilis  and  Semi- 
tendinosus,  all  of  which  arc  inserted  nearly  as  far  forwards  as  the  anterior  border; 
in  the  rest  of  its  extent  it  is  subcutaneous. 

The  external  surface  is  narrower  than  the  internal :  its  upper  two-thirds  present 
a  shallow  groove  for  the  attachment  of  the  Tibialis  anticus  muscle ;  its  lower 
third  is  smooth,  convex,  curves  gradually  forwards  to  the  anterior  part  of  the 
bone,  and  is  covered  from  within  outwards  by  the  tendons  of  the  following 
muscles:  Tibialis  anticus,  Extensor  proprius  pollicis,  Extensor  longus  digitorum, 
Peroneus  tertius. 

The  posterior  surface  (Fig.  203)  presents,  at  its  upper  part,  a  prominent  ridge, 
the  oblique  line  of  the  tibia,  which  extends  from  the  back  part  of  the  articular 
facet  for  the  fibula,  obliquely  downwards,  to  the  internal  border,  at  the  junction 
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of  its  upper  and  middle  thirds.  It  marks  the  limit  for  the  insertion  of  the  Pop- 
liteus  muscle,  and  serves  for  the  attachment  of  the  popliteal  fascia,  and  part  of 
the  Soleus,  Flexor  longus  digitorum,  and  Tibialis  posticus  muscles;  the  tri- 
angular concave  surface,  above  and  to  the  inner  side  of  this  line,  gives  attach- 
ment to  the  Popliteus  muscle.  The  middle  third  of  the  posterior  surface  is 
divided  by  a  vertical  ridge  into  two  lateral  halves :  the  ridge  is  well  marked  at  its 
commencement  at  the  oblique  line,  but  becomes  gradually  indistinct  below :  the 
inner  and  broader  half  gives  attachment  to  the  Flexor  longus  digitorum,  the  outer 
and  narrower  to  part  of  the  Tibialis  posticus.  The  remaining  part  of  the  bone  is 
covered  by  the  Tibialis  posticus,  Flexor  longus  digitorum,  and  Flexor  longus 
pollicis  muscles.  Immediately  below  the  oblique  line  is  the  medullary  foramen, 
which  is  directed  obliquely  downwards. 

The  Lower  Extremity,  much  smaller  than  the  upper,  presents  five  surfaces ;  it 
is  prolonged  downwards,  on  its  inner  side,  into  a  strong  process,  the  internal 
malleolus.  The  inferior  surface  of  the  bone  is  quadrilateral,  and  smooth,  for 
articulation  with  the  astragalus.  This  surface  is  narrow  internally,  where  it 
becomes  continuous  with  the  articular  surface  of  the  inner  malleolus,,  broader 
externally,  and  traversed  from  before  backwards  by  a  slight  elevation,  separating 
two  lateral  depressions.  The  anterior  surface  of  the  lower  extremity  is  smooth 
and  rounded  above,  and  covered  by  the  tendons  of  the  Extensor  muscles  of  the 
toes ;  its  lower  margin  presents  a  rough  transverse  depression,  for  the  attachment 
of  the  anterior  ligament  of  the  ankle-joint :  the  posterior  surface  presents  a  super- 
ficial groove  directed  obliquely  downwards  and  inwards,  continuous  with  a  similar 
groove  on  the  posterior  extremity  of  the  astragalus,  and  serving  for  the  passage 
of  the  tendon  of  the  Flexor  longus  pollicis :  the  external  surface  presents  a  tri- 
angular rough  depression  for  the  attachment  of  the  inferior  interosseous  ligament 
connecting  it  with  the  fibula;  the  lower  part  of  this  depression  is  smooth  in  some 
bones,  covered  with  cartilage  in  the  recent  state,  and  articulating  with  the  fibula. 
This  surface  is  bounded  by  two  prominent  ridges,  continuous  above  with  the 
interosseous  ridge :  they  afford  attachment  to  the  anterior  and  posterior  tibio- 
fibular ligaments..  The  internal  surface  of  the  lower  .extremity  is  prolonged 
downwards  to  form  a  strong  pyramidal  process,  flattened  from  without  inwards, 
the  inner  malleolus.  The  inner  surface  of  this  process  is  convex  and  subcuta- 
neous ;  its  outer  surface,  smooth  and  slightly  concave,  deepens  the  articular  sur- 
face for  the  astragalus;  its  anterior  border  is  rough,  for  the  attachment  of  liga- 
mentous fibres ;  its  posterior  border  presents  a  broad  and  deep  groove,  directed 
obliquely  downwards  and  inwards,  which  is  occasionally  double:  this  groove 
transmits  the  tendons  of  the  Tibialis  posticus  and  Flexor  longus  digitorum 
muscles.  The  summit  of  the  internal  malleolus  is  marked  by  a  rough  depression 
behind,  for  the  attachment  of  the  internal  lateral  ligament  of  the  ankle-joint. 

Structure.     Like  that  of  the  other  long  bones. 

Development.  By  three  centres  (Fig.  204):  one  for  the  shaft,  and  one  for  each 
extremity.  Ossification  commences  in  the  centre  of  the  shaft  about  the  same 
time  as  in  the  femur,  the  fifth  week,  and  gradually  extends  towards  either 
extremity.  The  centre  for  the  upper  epiphysis  appears  at  birth ;  it  is  flattened 
in  form,  and  has  a  thin  tongue-shaped  process  in  front,  which  forms  the  tubercle. 

That  for  the  lower  epiphysis  appears  in  the  second  year.  The  lower  epiphysis 
joins  the  shaft  at  about  the  twentieth  year,  and  the  upper  one  about  the  twenty- 
fifth  year.  Two  additional  centres  occasionally  exist,  one  for  the  tongue-shaped 
process  of  the  upper  epiphysis,  the  tubercle,  and  one  for  the  inner  malleolus. 

Articulations.     With  three  bones:  the  femur,  fibula,  and  astragalus. 

Attachment  of  Muscles.  To  the  inner  tuberosity,  the  Semimembranosus :  to 
the  outer  tuberosity,  the  Tibialis  anticus  and  Extensor  longus  digitorum :  to  the 
shaft,  its  internal  surface,  the  Sartorius,  Gracilis,  and  Semitendinosus;  to  its  ex- 
ternal surface,  the  Tibialis  anticus ;  to  its  posterior  surface,  the  Popliteus,  Soleus 
Flexor  longus  digitorum,  and  Tibialis  posticus ;  to  the  tubercle,  the  ligamentum 
patellae. 


The  Fibula.    (Figs.  202,  203.) 

The  Fibula  is  situated  at  the  outer  side  of  the  leg.  It  is  the  smaller  of  the  two 
Iwnes,  and,  iu  proportion  to  its  length,  the  most  slender  of  all  the  long  bones ;  it 
is  placed  nearly  parallel  with  the  tibia.  Its  upper  extremity  is  small,  placed 
below  the  level  of  the  knee-joint,  and  excluded  from  its  formation ;  the  lower 
extremity  inclines  a  little  forwards,  so  as  to  be  on  a  plane  anterior  to  that  of  the 
upper  end,  projects  below  the  tibia,  and  forms  the  outer  ankle.  It  presents  for 
examination  a  shaft  and  two  extremities. 

The  Upper  Extremity,  or  Head,  is  of  an  irregular  rounded  form,  presenting 
above  a  flattened  articular  facet,  directed  upwards  and  inwards,  for  articulation 
with  a  corresponding  facet  on  the  ex- 
ternal tuberosity  of  the  tibia.     On  the         Fig-  204— Plan  of  the  Development  of  the 
cuter  side  is  a  thick  and  rough  promi-  Tibi»-    Bv  ',hree  Centre*. 

nence,  continued  behind  into  a  pointed  .,«?<""  *J*'*«Wi. 

eminence,  the   styloid  process,  which 

projects  upwards  from   the   posterior     4w»»"«*  jfj/ 

part  of  the  head.  The  prominence  gives 
attachment  to  the  tendon  of  the  Biceps 
muscle,  and  to  the  long  external  lateral 
ligament  of  the  knee,  the  ligament  di- 
viding the  tendon  into  two  parts.  The 
summit  of  the  styloid  process  gives  at- 
tachment to  the  short  external  lateral 
ligament.  The  remaining  part  of  the 
circumference  of  the  head  is  rough,  for 
the  attachment  of  the  anterior  supe- 
rior tibio-fibular  ligament,  and  the  up- 
per and  anterior  part  of  the  Pero- 
neus  longus  in  front;  and  of  the  pos- 
terior superior  tibio-fibular  ligament 
and  the  upper  fibres  of  the  outer  head 
of  the  Sole  us  muscle  behind. 

TheLower  Extremity,  or  external  mal- 
t-'ilut,  is  of  a  pyramidal  form,  some-       /!/»««■  <£***"* 

what  flattened  from  without  inwards, 

and  is  longer,  and  descends  lower,  than  M*w  trtrtw'V 

the  internal  malleolus.    Its  externalsur- 

face  is  convex,  subcutaneous,  and  continuous  with  a  triangular  (also  subcuta- 
neous) surface  on  the  outer  side  of  the  shaft.  The  internal  surface  presents  in 
front  a  smooth  triangular  facet,  broader  above  than  below,  and  convex  from 
above  downwards,  which  articulates  with  a  corresponding  surface  on  the  outer 
side  of  the  astragalus.  Behind  and  beneath  the  articular  surface  is  a  rough 
depression,  which  gives  attachment  to  the  posterior  fasciculus  of  the  external 
lateral  ligament  of  the  ankle.  The  anterior  border  is  thick  and  rough,  and 
marked  below  by  a  depression  for  the  attachment  of  the  anterior  fasciculus  of 
the  external  lateral  ligament.  The  posterior  border  is  broad  and  marked  by  a 
shallow  groove  for  the  passage  of  the  tendons  of  the  Peroneous  longus  and 
brevis  muscles.  The  summit  is  rounded,  and  gives  attachment  to  the  middle 
fasciculus  of  the  external  lateral  ligament. 

The  Ska/t  presents  three  surfaces  and  three  borders.  The  anterior  border 
commences  above  in  front  of  the  head,  runs  vertically  downwards  to  a  little 
below  the  middle  of  the  bone,  and  then,  curving  a  little  outwards,  bifurcates 
below.  The  two  lines  so  formed  bound  the  triangular  subcutaneous  surface 
immediately  above  the  outer  side  of  the  external  malleolus.  This  border  gives 
attachment  to  an  intermuscular  septum,  which  separates  the  muscles  on  the 
anterior  surface  from  those  on  the  external. 
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The  internal  border,  or  interosseous  ridge,  is  situated  close  to  the  inner  side  of 
the  preceding,  and  runs  nearly  parallel  with  it  in  the  upper  third  of  its  extent, 
but  diverges  from  it  so  as  to  include  a  broader  space  in  the  lower  two-thirds. 
It  commences  above  just  beneath  the  head  of  the  bone  (sometimes  it  is  quite 
indistinct  for  about  an  inch  below  the  head),  and  terminates  below  at  the  apex 
of  a  rough  triangular  surface  immediately  above  the  articular  facet  of  the  ex- 
ternal malleolus.  It  serves  for  the  attachment  of  the  interosseous  membrane, 
and  separates  the  extensor  muscles  in  front  from  the  flexor  muscles  behind. 
The  portion  of  bone  included  between  the  anterior  and  interosseous  lines  forms 
the  anterior  surface. 

The  posterior  border  is  sharp  and  prominent;  it  commences  above  at  the  base 
of  the  styloid  process,  and  terminates  below  in  the  posterior  border  of  the  outer 
malleolus.  It  is  directed  outwards  above,  backwards  in  the  middle  of  its  course, 
backwards  and  a  little  inwards  below,  and  gives  attachment  to  an  aponeurosis 
which  separates  the  muscles  on  the  outer  from  those  on  the  inner  surface  of  the 
shaft.  The  portion  of  bone  included  between  this  line  and  the  interosseous 
ridge,  and  which  includes  more  than  half  of  the  whole  circumference  of  the 
fibula,  is  known  as  the  internal  surface.  Its  upper  three-fourths  are  subdivided 
into  two  parts,  an  anterior  and  a  posterior,  by  a  very  prominent  ridge,  the  oblique 
line  of  the  fibula,  which  commences  above  at  the  inner  side  of  the  head,  and 
terminates  by  becoming  continuous  with  the  interosseous  ridge  at  the  lower 
fourth  of  the  bone.  The  oblique  line  attaches  an  aponeurosis  which  separates 
the  Tibialis  posticus  from  the  Soleus  above,  and  the  Flexor  longus  pollicis  below. 
This  line  sometimes  ceases  just  before  approaching  the  interosseous  ridge. 

The  anterior  surface  is  the  interval  between  the  anterior  and  interosseous 
borders.  It  is  extremely  narrow  and  flat  in  the  upper  third  of  its  extent; 
broader  and  grooved  longitudinally  in  its  lower  third ;  it  serves  for  the  attach- 
ment of  three  muscles,  the  Extensor  longus  digitorum,  Peroneus  tertius,  and 
Extensor  proprius  pollicis. 

The  external  surface,  much  broader  than  the  preceding,  and  often  deeply 
grooved,  is  directed  outwards  in  the  upper  two-thirds  of  its  course,  backwards 
in  the  lower  third,  where  it  is  continuous  with  the  posterior  border  of  the  ex- 
ternal malleolus.  This  surface. is  completely  occupied  by  the  Peroneus  longus 
and  brevis  muscles. 

The  internal  surface  is  the  interval  between  the  interosseous  ridge  and  the 
posterior  border,  and  occupies  nearly  two-thirds  of  the  circumference  of  the  bone. 
Its  upper  three-fourths  are  divided  into  an  anterior  and  a  posterior  portion  by  a 
very  prominent  ridge  already  mentioned,  the  oblique  line  of  the  fibula.  I'he 
anterior  portion  is  directed  inwards,  and  is  grooved  for  the  attachment  of  the 
Tibialis  posticus  muscle.  The  posterior  portion  is  continuous  below  with  the 
rough  triangular  surface  above  the  articular  facet  of  the  outer  malleolus ;  it  is 
directed  backwards  above,  backwards  and  inwards  at  its  middle,  directly  inwards 
below.  Its  upper  third  is  rough,  for  the  attachment  of  the  Soleus  muscle ;  its 
lower  part  presents  a  triangular  rough  surface,  connected  to  the  tibia  by  a  strong 
interosseous  ligament,  and  between  these  two  points  the  entire  surface  is  covered 
by  the  fibres  of  origin  of  the  Flexor  longus  pollicis  muscle.  At  about  the  middle 
of  this  surface  is  the  nutrient  foramen,  which  is  directed  downwards. 

In  order  to  distinguish  the  side  to  which  the  bone  belongs,  hold  it  with  the 
lower,  extremity  downwards,  and  the  broad  groove  for  the  Peronei  tendons  back- 
wards, towards  the  holder:  the  triangular  subcutaneous  surface  will  then  be 
directed  to  the  side  to  which  the  bone  belongs. 

Articulations.    With  two  bones :  the  tibia  and  astragalus. 

Development.  By  three  centres  (Fig.  205):  one  for  the  shaft,  and  one  for 
each  extremity.  Ossification  commences  in  the  shaft  about  the  sixth  week  of 
foetal  life,  a  little  later  than  in  the  tibia,  and  extends  gradually  towards  the 
extremities.  At  birth  both  ends  are  cartilaginous.  Ossification  commences  in 
the  lower  end  in  the  second  year,  and  in  the  upper  one  about  the  fourth  year. 
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The  lower  epiphysis,  the  first  in  which  ossifi- 
cation commences,  becomes  united  to  the  shaft 
first,  contrary  to  the  law  which  appears  to 
prevail  with  regard  to  the  junction  of  epiphyses 
with  diaphyses:  this  takes  place  about  the 
twentieth  year;  the  upper  epiphysis  is  joined 
about  the  twenty -fifth  year.1 

Attachment  of  Muscles.  To  the  head,  the 
Biceps,  Soleus,  and  Peroneus  longus:  to  the 
shaft,  its  anterior  surface,  the  Extensor  longus 
digitorum,  Peroneus  tertius,  and  Extensor  pro- 

?rius  pollicis ;  to  the  internal  surface,  the  Soleus, 
'ibialis  posticus,  and  Flexor  longus  pollicis:  to 
the  external  surface,  the  Peroneus  longus  and 
brevis. 

THE  FOOT.    (Figs.  206,  207.) 

The  skeleton  of  the  Foot  consists  of  three 
divisions :  the  Tarsus,  Metatarsus,  and  Phalanges. 

The  Tarsus. 

The  bones  of  the  Tarsus  are  seven  in  num- 
ber :  viz.,  the  calcaneum,  or  os  calcis,  astragalus, 
cuboid,  scaphoid,  internal,  middle,  and  external 
cuneiform  bones. 


Fig.  205.— Plan  of  the  Development 
of  the  Fibula.    By  Three  Centres. 
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The  Calcaneum. 

The  Calcaneum,  or  Os  Calcis,  is  the  largest  and  strongest  of  the  tarsal  bones. 
It  is  irregularly  cuboidal  in  form,  and  situated  at  the  lower  and  back  part  of  the 
foot,  serving  to  transmit  the  weight  of  the  body  to  the  ground,  and  forming  a 
strong  lever  for  the  muscles  of  the  calf.  It  presents  for  examination  six  surfaces : 
superior,  inferior,  external,  anterior,  and  posterior. 

The  superior  surface  is  formed  behind,  of  the  upper  aspect  of  that  part  of  the 
os  calcis  which  projects  backwards  to  form  the  heel.  It  varies  in  length  in 
different  individuals;  is  convex  from  side  to  side,  concave  from  before  back- 
wards, and  corresponds  above  to  a  mass  of  adipose  substance  placed  in  front  of 
the  tendo  Achillis.  In  the  middle  of  the  superior  surface  are  two.  (sometimes 
three)  articular  facets,  separated  by  a  broad  shallow  groove,  which  is  directed 
obliquely  forwards  and  outwards,  and  is  rough  for  the  attachment  of  the  inter- 
osseous ligament  connecting  the  astragalus  and  os  calcis.  Of  the  two  articular 
surfaces,  the  external  is  the  larger,  and  situated  on  the  body  of  the  bone:  it  is 
of  an  oblong  form,  wider  behind  than  in  front,  and  convex  from  before  back- 
wards. The  internal  articular  surface  is  supported  on  a  projecting  process  of 
bone,  called  the  lesser  process  of  the  calcaneum  (sustentaculum  tali);  it  is  also 
oblong,  concave  longitudinally,  and  sometimes  subdivided  into  two  parts,  which 
differ  in  size  and  shape.  More  anteriorly  is  seen  the  upper  surface  of  the  greater 
process,  marked  by  a  rough  depression  for  the  attachment  of  numerous  ligaments, 
and  the  origin  of  the  Extensor  brevis  digitorum  muscle. 

The  inferior  surface  is  narrow,  rough,  uneven,  wider  behind  than  in  front, 
and  convex  from  side  to  side ;  it  is  bounded  posteriorly  by  two  tubercles,  sepa- 
rated by  a  rough  depression ;  the  external,  small,  prominent,  and  rounded,  gives 
attachment  to  part  of  the  Abductor  minimi  digiti ;  the  internal,  broader  and 

'  It  will  be  observed  that  in  the  fibula,  as  in  other  lon£  bones,  the  epiphysis  towards  which 
the  natnent  artery  is  directed  is  the  one  first  joined  to  the  shaft. 
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Fig.  206—  Bones  of  the  Bight  Foot.     Dorsal  Surface. 
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larger,  for  the  support  of  the  heel,  gives  attachment,  by  its  prominent  inner 
margin,  to  the  Abductor  pollicis,  and  in  front  to  the  Flexor  brevis  digitorum 
muscles;  the  depression  between  the  tubercles  attaches  the  Abductor  minimi 
digiti  and  plantar  fascia.  The  rough  surface  in  front  of  the  tubercles  gives 
attachment  to  the  long  plantar  ligament,  and  to  the  outer  head  of  the  Flexor 
accessories  muscle ;  and  to  a  prominent  tubercle  nearer  the  anterior  part  of  the 
bone,  as  well  as  to  a  transverse  groove  in  front  of  it,  is  attached  the  short 
plantar  ligament. 

The  external  surface  is  broad,  flat,  and  almost  subcutaneous ;  it  presents  near 
its  centre  a  tubercle,  for  the  attachment  of  the  middle  fasciculus  of  the  external 
lateral  ligament.  Above  the  tubercle  is  a  broad  smooth  surface,  giving  attach- 
ment, at  its  upper  and  anterior  part,  to  the  external  calcaneo-astragaloid  liga- 
ment ;  and  in  front  of  the  tubercle  a  narrow  surface  marked  by  two  oblique 
grooves,  separated  by  an  elevated  ridge:  the  superior  groove  transmits  the 
tendon  of  the  Peroneus  brevis;  the  inferior,  the  tendon  of  the  Peroneus  longus ; 
the  intervening  ridge  gives  attachment  to  a  prolongation  from  the  external  annu- 
lar ligament. 

The  internal  surface  presents  a  deep  concavity,  directed  obliquely  downwards 
and  forwards,  for  the  transmission  of  the  plantar  vessels  and  nerves  and  Flexor 
tendons  into  the  sole  of  the  foot;  it  affords  attachment  to  part  of  the  Flexor 
accessorius  muscle.  This  surface  presents  an  eminence  of  bone,  the  lesser  pro- 
cess,  which  projects  horizontally  inwards  from  its  upper  and  fore  part,  and  to 
which  a  slip  of  the  tendon  of  the  Tibialis  posticus  is  attached.  This  process  is 
concave  above,  and  supports  the  anterior  articular  surface  of  the  astragalus; 
hjlow,  it  is  convex,  and  grooved  for  the  tendon  of  the  Flexor  longus  pollicis. 
Its  free  margin  is  rough  for  the  attachment  of  ligaments. 

The  anterior  surface,  of  a  somewhat  triangular  form,  is  smooth,  concavo-con- 
vex, and  articulates  with  the  cuboid.  It  is  surmounted,  on  its  outer  side,  by  a 
rough  prominence,  which  forms  an  important  guide  to  the  surgeon  in  the  per- 
formance of  Chopart's  amputation. 

The  posterior  surface  is  rough,  prominent,  convex,  and  wider  below  than 
above.  Its  lower  part  is  rough,  for  the  attachment  of  the  tendo  Achillis,  and 
of  the  Plantaris  muscle ;  its  upper  part  is  smooth,  coated  with  cartilage,  and 
corresponds  to  a  bursa  which  separates  that  tendon  from  the  bone. 

Articulations.     With  two  bones :  the  astragalus  and  cuboid. 

Attachment  of  Muscles.  Fart  of  the  Tibialis  posticus,  the  tendo  Achillis,  Plan- 
taris, Abductor  pollicis,  Abductor  minimi  digiti,  Flexor  brevis  digitorum, 
Flexor  accessorius,  and  Extensor  brevis  digitorum. 

The  Cuboid. 

The  Cuboid  Bone  is  placed  on  the  outer  side  of  the  foot,  in  front  of  the  os 
ealcis,  and  behind  the  fourth  and  fifth  metatarsal  bones.  It  is  of  a  pyramidal 
shape,  its  base  being  directed  upwards  and  inwards,  its  apex  downwards  and 
outwards.  It  may  be  distinguished  from  the  other  tarsal  bones  by  the  existence 
of  a  deep  groove  on  its  under  surface,  for  the  tendon  of  the  Peroneus  longus 
muscle.  It  presents  for  examination  six  surfaces:  three  articular  and  three 
non-articular. 

The  non-articular  surfaces  are  the  superior,  inferior,  and  external.  The 
superior  or  dorsal  surface,  directed  upwards  and  outwards,  is  rough,  for  the 
attachment  of  numerous  ligaments.  The  inferior  or  plantar  surface  presents  in 
front  a  deep  groove,  which  runs  obliquely  from  without,  forwards  and  inwards; 
it  lodges  the  tendon  of  the  Peroneus  longus,  and  is  bounded  behind  by  a  promi- 
nent ridge,  terminating  externally  in  an  eminence,  the  tuberosity  of  the  cuboid, 
the  surface  of  which  presents  a  convex  facet,  for  articulation  with  the  sesamoid 
bone  of  the  tendon  contained  in  the  groove.  The  ridge  and  surface  of  bone 
behind  it  are  rough,  for  the  attachment  of  the  long  and  short  plantar  ligaments. 
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A  few  fibres  of  the  Flexor  brevis  pollicis  may  be  traced  to  this  surface.  The 
external  surface,  the  smallest  and  narrowest  of  the  three,  presents  a  deep  notch 
formed  by  the  commencement  of  the  peroneal  groove. 

The  articular  surfaces  are  the  posterior,  pnterior,  and  internal.  The  posterior 
surface  is  smooth,  triangular  and  concavo-convex,  for  articulation  with  the  ante- 
rior surface  of  the  os  calcis.  The  anterior,  of  smaller  size,  but  also  irregularly 
triangular,  is  divided  by  a  vertical  ridge  into  two  facets :  the  inner  facet,  quad- 
rilateral in  form,  articulates  with  the  fourth  metatarsal  bone:  the  outer  one, 
larger  and  more  triangular,  articulates  with  the  fifth  metatarsal.  The  internal 
surface  is  broad,  rough,  irregularly  quadrilateral,  presenting  at  its  middle  and 
upper  part  a  small  oval  facet,  for  articulation  with  the  external  cuneiform  bone ; 
ana  behind  this  (occasionally)  a  smaller  facet,  for  articulation  with  the  scaphoid; 
it  is  rough  in  the  rest  of  its  extent,  for  the  attachment  of  strong  interosseous 
ligaments. 

To  ascertain  to  which  foot  it  belongs,  hold  the  bone  so  that  its  under  surface, 
marked  by  the  peroneal  groove,  looks  downwards,  and  the  large  concavo-convex 
articular  surface  backwards,  towards  the  holder :  the  narrow  non-articular  surface, 
marked  by  the  commencement  of  the  peroneal  groove,  will  point  to  the  side  to 
which  the  bone  belongs. 

Articulations.  With  four  bones:  the  os  calcis,  external  cuneiform,  and  the 
fourth  and  fifth  metatarsal  bones,  occasionally  with  the  scaphoid. 

Attachment  of  Muscles.     Part  of  the  Flexor  brevis  pollicis. 

The  Astragalus. 

The  Astragalus  (Fig.  206)  is  the  largest  of  the  tarsal  bones,  next  to  the  os 
calcis.  It  occupies  the  middle  and  upper  part  of  the  tarsus,  supporting  the  tibia 
above,  articulating  with  the  malleoli  on  either  side,  resting  below  upon  the  os 
calcis,  and  joined  in  front  to  the  scaphoid.  This  bone  may  easily  be  recognized 
by  its  large  rounded  head,  by  the  broad  articular  facet  on  its  upper  convex 
surface,  or  by  the  two  articular  facets  separated  by  a  deep  groove  on  its  under 
concave  surface.     It  presents  six  surfaces  for  examination. 

The  superior  surface  presents,  behind,  a  broad  smooth  trochlear  surface,  for 
articulation  with  the  tibia.  The  trochlea  is  broader  in  front  than  behind,  convex 
from  before  backwards,  slightly  concave  from  side  to  side;  in  front  of  it  is  the 
upper  surface  of  the  neck  of  the  astragalus ;  rough  for  the  attachment  of  liga- 
ments. The  inferior  surface  presents  two  articular  facets  separated  by  a  deep 
groove.  The  groove  runs  obliquely  forwards  and  outwards,  becoming  gradually 
broader  and  deeper  in  front:  it  corresponds  with  a  similar  groove  upon  the 
upper  surface  of  the  os  calcis,  and  forms,  when  articulated  with  that  bone,  a 
canal,  filled  up  in  the  recent  state  by  the  calcaneo-astragaloid  interosseous  liga- 
ment. Of  the  two  articular  facets,  the  posterior  is  the  larger,  of  an  oblong  form, 
and  deeply  concave  from  side  to  side;  the  anterior,  although  nearly  of  equal 
length,  is  narrower,  of  an  elongated  oval  form,  convex  longitudinally,  and  often 
subdivided  into  two  by  an  elevated  ridge;  of  these  the  posterior  articulates  with 
the  lesser  process  of  the  os  calcis ;  the  anterior,  with  the  upper  surface  of  the 
calcaneo-scaphoid  ligament.  The  internal  surface  presents  at  its  upper  part  a 
pear-shaped  articular  facet  for  the  inner  malleolus,  continuous  above  with  the 
trochlear  surface;  below  the  articular  surface  is  a  rough  depression,  for  the 
attachment  of  the  deep  portion  of  the  internal  lateral  ligament.  The  external 
surface  presents  a  large  triangular  facet,  concave  from  above  downwards,  for 
articulation  with  the  external  malleolus;  it  is  continuous  above  with  the  troch- 
lear surface ;  and  in  front  of  it  is  a  rough  depression  for  the  attachment  of  the 
anterior  fasciculus  of  the  external  lateral  ligament.  The  anterior  surface,  convex 
and  rounded,  forms  the  head  of  the  astragalus;  it  is  smooth,  of  an  oval  form, 
and  directed  obliquely  inwards  and  downwards:  it  is  continuous  below  with 
that  part  of  the  anterior  facet  on  the  under  surface  which  rests  upon  the  cal- 
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Fig.  207.— Boaas  of  the  Right  Foot    Plantar  Suiface. 
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caneo-scaphoid  ligament.  The  head  is  surrounded  by  a  constricted  portion,  the 
neck  of  the  astragalus.  The  posterior  surface  is  narrow,  and  traversed  by  a 
groove,  which  runs  obliquely  downwards  and  inwards,  and  transmits  the  tendon 
of  the  Flexor  longus  pollicis,  external  to  which  is  a  horizontal  notch  or  depres- 
sion, in  which  the  posterior  fasciculus  of  the  external  lateral  ligament  is  lodged. 

To  ascertain  to  which  foot  it  belongs,  hold  the  bone  with  the  broad  articular 
surface  upwards,  and  the  rounded  head  forwards ;  the  lateral  triangular  articular 
surface  for  the  external  malleolus  will  then  point  to  the  side  to  which  the  bone 
belongs. 

Articulations.     With  four  bones :  tibia,  fibula,  os  calcis  and  scaphoid. 

The  Scaphoid. 

The  Scaphoid  or  Navicular  Bone,  so  called  from  its  fancied  resemblance  to  a 
boat,  is  situated  at  the  inner  side  of  the  tarsus,  between  the  astragalus  behind 
and  the  three  cuneiform  bones  in  front.  This  bone  may  be  distinguished  by  its 
form;  being  concave  behind,  convex  and  subdivided  into  three  facets  in  front. 

The  anterior  surface,  of  an  oblong  form,  is  convex  from  side  to  side,  and  sub- 
divided by  two  ridges  into  three  facets,  for  articulation  with  the  three  cuneiform 
bones.  The  posterior  surface  is  oval,  concave,  broader  externally  than  internally, 
and  articulates  with  the  rounded  head  of  the  astragalus.  The  superior  surface 
is  convex  from  side  to  side,  and  rough  for  the  attachment  of  ligaments.  The 
inferior  is  somewhat  concave,  irregular,  and  also  rough  for  the  attachment  of 
ligaments.  The  internal  surface  presents  a  rounded  tubercular  eminence,  the 
tuberosity  of  the  scaphoid,  which  gives  attachment  to  part  of  the  tendon  of  the 
Tibialis  posticus.  The  external  surface  is  broad,  rough,  and  irregular,  for  the 
attachment  of  ligamentous  fibres,  and  occasionally  presents  a  small  facet  for 
articulation  with  the  cuboid  bone. 

To  ascertain  to  which  foot  it  belongs,  hold  the  bone  with  the  concave  articular 
.surface  backwards,  and  the  convex  dorsal  surface  upwards ;  the  broad  external 
surface  will  point  to  the  side  to  which  the  bone  belongs. 

Articulations.  With  four  bones  :  astragalus  and  three  cuneiform  ;  occasionally 
also  with  the  cuboid. 

Attachment  of  Muscles.     Part  of  the  Tibialis  posticus. 

The  Cuneiform  Bones  have  received  their  name  from  their  wedge-like  shape. 
They  form  with  the  cuboid  the  most  anterior  row  of  the  tarsus,  being  placed 
between  the  scaphoid  behind,  the  three  innermost  metatarsal  bones  in  front,  and 
the  cuboid  externally.  They  are  called  the  first,  second,  and  third,  counting  from 
the  inner  to  the  outer  side  of  the  foot,  and,  from  their  position,  internal,  middle, 
and  external. 

The  Internal  Cuneiform. 

The  Internal  Cuneiform  is  the  largest  of  the  three.  It  is  situated  at  the  inner 
side  of  the  foot,  between  the  scaphoid  behind  and  the  base  of  the  first  meta- 
tarsal in  front.  It  may  be  distinguished  from  the  other  two  by  its  large  size, 
and  its  more  irregular  wedge  like  form.  Without  the  others,  it  may  be  known 
by  the  large  kidney-shaped  anterior  articulating  surface,  and  by  the  prominence 
on  the  non-articular  surface  (or  base  of  the  wedge),  for  the  attachment  of  a  large 
tendon.     It  presents  for  examination  six  surfaces. 

The  internal  surface  is  subcutaneous,  and  forms  part  of  the  inner  border  of 
the  foot ;  it  is  broad,  quadrilateral,  and  presents  at  its  anterior  inferior  angle  a 
smooth  oval  facet,  over  which  the  tendon  of  the  Tibialis  anticus  muscle  glides : 
in  the  rest  of  its  extent  it  is  rough,  for  the  attachment  of  ligaments.  The 
external  surface  is  concave,  presenting,  along  its  superior  and  posterior  borders, 
a  narrow  surface  fur  articulation  with  the  middle  cuneiform  behind,  and  second 
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metatarsal  bone  in  front :  in  the  rest  of  its  extent,  it  is  rough  for  the  attachment 
of  ligaments,  and  prominent  below,  where  it  forms  part  of  the  tuberosity.  The 
anterior  surface,  kidney -shaped,  articulates  with  the  metatarsal  bone  of  the  great 
toe.  The  posterior  surface  is  triangular,  concave,  and  articulates  with  the  inner- 
most and  largest  of  the  three  facets  on  the  anterior  surface  of  the  scaphoid. 
The  inferior  or  plantar  surface  is  rough,  and  presents  a  prominent  tuberosity  at 
its  back  part  for  the  attachment  of  part  of  the  tendon  of  the  Tibialis  posticus. 
It  also  gives  attachment  in  front  to  part  of  the  tendon  of  the  Tibialis  anticus. 
The  superior  surface  is  the  narrow  pointed  end  of  the  wedge,  which  is  directed 
upwards  and  outwards ;  it  is  rough  for  the  attachment  of  ligaments. 

To  ascertain  to  which  side  it  belongs,  hold  the  bone  so  that  its  superior 
narrow  edge  looks  upwards,  and  the  long,  kidney-shaped,  articular  surface  for- 
wards; the  external  surface,  marked  by  its  vertical  and  horizontal  articular 
facets,  will  point  to  the  side  to  which  it  belongs. 

Articulations.  With  four  bones :  scaphoid,  middle  cuneiform,  first  and  second 
metatarsal  bones. 

Attachment  of  Muscles.    The  Tibialis  anticus  and  posticus. 

The  Middle  Cuneiform. 

The  Middle  Cuneiform,  the  smallest  of  the  three,  is  of  very  regular  wedge- 
like form,  the  broad  extremity  being  placed  upwards,  the  narrow  end  downwards. 
It  is  situated  between  the  other  two  bones  of  the  same  name,  and  corresponds 
to  the  scaphoid  behind,  and  the  second  metatarsal  in  front.  It  may  be  distin- 
guished from  the  external  cuneiform  bone,  which  it  much  resembles  in  general 
appearance,  by  the  articular  facet,  of  angular  form,  which  runs  round  the  upper 
and  back  part  of  its  inner  surface ;  and  if  the  two  bones  from  the  same  foot  are 
together,  the  middle  cuneiform  is  much  the  smaller. 

The  anterior  surface,  triangular  in  form,  and  narrower  than  the  posterior, 
articulates  with  the  base  of  the  second  metatarsal  bone.  The  posterior  surface, 
also  triangular,  articulates  with  the  scaphoid.  The  internal  surface  presents  an 
articular  facet,  running  along  the  superior  and  posterior  borders,  for  articulation 
with  the  internal  cuneiform,  and  is  rough  below  for  the  attachment  of  ligaments. 
The  external  surface  presents  posteriorly  a  smooth  facet  for  articulation  with  the 
external  cuneiform  bone.  The  superior  surface  forms  the  base  of  the  wedge ;  it 
is  quadrilateral,  broader  behind  than  in  front,  and  rough  for  the  attachment  of 
ligaments.  The  inferior  surface,  pointed  and  tubercular,  is  also  rough  for  liga- 
mentous attachment. 

To  ascertain  to  which  foot  the  bone  belongs,  hold  its  superior  or  dorsal  surface 
upwards,  the  broadest  edge  being  towards  the  holder  :  the  smooth  facet  (limited 
to  the  posterior  border)  will  then  point  to  the  side  to  which  it  belongs. 

Articulations.  With  four  bones :  scaphoid,  internal  and  external  cuneiform, 
and  second  metatarsal  bone. 

Attachment  of  Muscle.  A  slip  from  the  tendon  of  the  Tibialis  posticus  is 
attached  this  bone. 

The  External  Cuneiform. 

The  External  Cuneiform,  intermediate  in  size  between  the  two  preceding,  is 
of  a  very  regular  wedge-like  form,  the  broad  extremity  being  placed  upwards, 
the  narrow  end  downwards.  It  occupies  the  centre  of  the  front  row  of  the 
tarsus  between  the  middle  cuneiform  internally,  the  cuboid  externally,  the  sca- 
phoid behind,  and  the  third  metatarsal  in  front.  It  is  distinguished  from  the 
internal  cuneiform  bone  by  its  more  regular  wedge-like  shape,  and  by  the 
absence  of  the  kidney-shaped  articular  surface :  from  the  middle  cuneiform,  by 
the  absence  of  the  bent,  or  angular,  facet,  and  by  the  two  articular  facets  which 
mark  both  its  inner  and  outer  surfaces.  It  has  six  surfaces  for  examination. 
18 
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The  anterior  surface,  triangular  in  form,  articulates  with  the  third  metatarsal 
bone.  The  posterior  surface  articulates  with  the  most  external  facet  of  the  sca- 
phoid, and  is  rough  below  for  the  attachment  of  ligamentous  fibres.  The  internal 
surface  presents  two  articular  facets  separated  by  a  rough  depression ;  the  anterior 
one,  situated  at  the  superior  angle  of  the  bone,  articulates  with  the  outer  side  of 
the  base  of  the  second  metatarsal  bone;  the  posterior  one  skirts  the  posterior 
border,  and  articulates  with  the  middle  cuneiform;  the  rough  depression  between 
the  two  gives  attachment  to  an  interosseous  ligament.  The  external  surfcLce  also 
presents  two  articular  facets,  separated  bv  a  rough  non-articular  surface;  the 
anterior  facet,  situated  at  the  superior  angle  of  the  bone,  is  small,  and  articulates 
with  the  inner  side  of  the  base  of  the  fourth  metatarsal;  the  posterior,  and  larger 
one  articulates  with  the  cuboid ;  the  rough  non-articular  surface  serves  for  the 
attachment  of  an  interosseous  ligament.  The  three  facets  for  articulation  with 
the  three  metatarsal  bones  are  continuous  with  one  another,  and  covered  by  a 
prolongation  of  the  same  cartilage ;  the  facets  for  articulation  with  the  middle 
cuneiform  and  scaphoid  are  also  continuous,  but  that  for  articulation  with  the 
cuboid  is  usually  separate.  The  superior  or  dorsal  surface,  of  an  oblong  form, 
is  rough  for  the  attachment  of  ligaments.  The  inferior  or  plantar  surface  is  an 
obtuse  rounded  margin,  and  serves  for  the  attachment  of  part  of  the  tendon  of 
the  Tibialis  posticus,  part  of  the  Flexor  brevis  pollicis,  and  ligaments. 

To  ascertain  to  which  side  it  belongs,  hold  the  bone  with  the  broad  dorsal 
surface  upwards,  the  prolonged  edge  backwards ;  the  separate  articular  facet  for 
the  cuboid  will  point  to  the  proper  side. 

Articulations.  With  six  bones :  the  scaphoid,  middle  cuneiform,  cuboid,  and 
second,  third,  and  fourth  metatarsal  bones. 

Attachment  of  Muscles,    Part  of  Tibialis  posticus,  and  Flexor  brevis  pollicis. 

The  Metatarsal  Bones. 

The  Metatarsal  Bones  are  five  in  number ;  they  are  long  bones,  and  subdivided 
into  a  shaft  and  two  extremities. 

Common  characters.  The  Shaft  is  prismoid  in  form,  tapers  gradually  from  the 
tarsal  to  the  phalangeal  extremity,  and  is  slightly  curved  longitudinally,  60  as  to 
be  concave  below,  slightly  convex  above.  The  Posterior  Extremity,  or  Base,  is 
wedge-shaped,  articulating  by  its  terminal  surface  with  the  tarsal  bones,  and  by 
its  lateral  surfaces  with  the  contiguous  metatarsal  bones;  its  dorsal  and  plantar 
surfaces  being  rough  for  the  attachment  of  ligaments.  The  Anterior  Extremity, 
or  Head,  presents  a  terminal  rounded  articular  surface,  oblong  from  above  down- 
wards, and  extending  further  backwards  below  than  above.  Its  sides  are  flat- 
tened, and  present  a  depression,  surmounted  by  a  tubercle,  for  ligamentous 
attachment.  Its  under  surface  is  grooved  in  the  middle  line  for  the  passage  of 
the  Flexor  tendon,  and  marked  on  each  side  by  an  articular  eminence  continuous 
with  the  terminal  articular  surface. 

Peculiar  characters.  The  First  is  remarkable  for  its  great  size,  but  is  the  shortest 
of  all  the  metatarsal  bones.  The  shaft  is  strong,  and  of  well-marked  prismoid 
form.  The  posterior  extremity  presents  no  lateral  articular  facets ;  its  terminal 
articular  surface  is  of  large  size,  of  semilunar  form,  and  its  circumference  grooved 
for  the  tarso-metatarsal  ligaments ;  its  inferior  angle  presents  a  rough  oval  pro- 
minence for  the  insertion  of  the  tendon  of  the  Peroneus  longus.  The  head  is  of 
large  size;  on  its  plantar  surface  are  two  grooved  facets,  over  which  glide  sesa- 
moid bones ;  the  facets  are  separated  by  a  smooth  elevated  ridge. 

This  bone  is  known  by  the  single  kidney-shaped  articular  surface  on  its  base ; 
the  deeply  grooved  appearance  of  the  plantar  surface  of  its  head ;  and  its  gfreat 
thickness,  relatively  to  its  length.  When  it  is  placed  in  its  natural  position,  the 
concave  border  of  the  kidney-shaped  articular  surface  on  its  base  points  to  the 
6ide  to  which  the  bone  belongs. 
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The  Second  is  the  longest  and  largest  of  the  remaining  metatarsal  bones,  being 
prolonged  backwards  into  the  recess  formed  between  the  three  cuneiform  bones. 
Its  tarsal  extremity  is  broad  above,  narrow  and  rough  below.  It  presents  four 
articular  surfaces :  one  behind,  of  a  triangular  form,  for  articulation  with  the 
middle  cuneiform;  one  at  the  upper  part  of  its  internal  lateral  surface,  for  articu- 
lation with  the  internal  cuneiform ;  and  two  on  its  external  lateral  surface,  a  supe- 
rior and  an  inferior,  separated  by  a  rough  depression.  Each  of  the  latter 
articular  surfaces  is  divided  by  a  vertical  ridge  into  two  parts ;  the  anterior  seg- 
ment of  each  facet  articulates  with  the  third  metatarsal ;  the  two  posterior  (some* 
times  continuous)  with  the  external  cuneiform. 

The  facets  on  the  tarsal  extremity  of  the  second  metatarsal  bone  serve  at  once 
to  distinguish  it  from  the  rest  and  to  indicate  the  foot  to  which  it  belongs ;  there 
being  one  facet  at  the  upper  angle  of  the  internal  surface,  and  two  facets,  each 
subdivided  into  two  parts,  on  the  external  surface,  pointing  to  the  side  to  which 
the  bone  belongs.  The  fact  that  the  two  posterior  subdivisions  of  these  external 
facets  sometimes  run  into  one  should  not  be  forgotten. 

The  Third  articulates  behind,  by  means  of  a  triangular  smooth  surface,  with 
the  external  cuneiform;  on  its  inner  side,  by  two  facets,  with  the  second  meta- 
tarsal ;  and  on  its  outer  side,  by  a  single  facet,  with  the  fourth  metatarsal.  The 
latter  facet  is  of  circular  form,  and  situated  at  the  upper  angle  of  the  base. 

The  third  metatarsal  is  known  by  its  having  at  its  tarsal  end  two  undivided 
facets  on  the  inner  side,  and  a  single  facet  on  the  outer.  This  distinguishes  it 
from  the  second  metatarsal,  in  which  the  two  facets,  found  on  one  side  of  its  tarsal 
end,  are  each  subdivided  into  two.  The  single  facet  (when  the  bone  is  put  in  its 
natural  position)  is  on  the  side  to  which  the  bone  belongs. 

The  Fourth  is  smaller  in  size  than  the  preceding ;  its  tarsal  extremity  pre- 
sents a  terminal  quadrilateral  surface,  for  articulation  with  the  cuboid ;  a  smooth 
facet  on  the  inner  side,  divided  by  a  ridge  into  an  anterior  portion  for  articulation 
with  the  third  metatarsal,  and  a  posterior  portion  for  articulation  with  the  ex- 
ternal cuneiform;  on  the  outer  side  a  single  facet,  for  articulation  with  the  fifth 
metatarsal. 

The  fourth  metatarsal  is  known  by  its  having  a  single  facet,  on  either  side  of 
the  tarsal  extremity,  that  on  the  inner  side  being  divided  into  two  parts.  If  this 
subdivision  be  not  recognizable,  the  fact  that  its  tarsal  end  is  bent  somewhat  out- 
wards will  indicate  the  side  to  which  it  belongs,  as  Mr.  Holden  points  out. 

The  Fifth  is  recognized  by  the  tubercular  eminence  on  the  outer  side  of  its 
base.  It  articulates  behind,  by  a  triangular  surface  cut  obliquely  from  without 
inwards,  with  the  cuboid :  and  internally,  with  the  fourth  metatarsal. 

The  projection  on  the  outer  side  of  this  bone  at  its  tarsal  end  at  once  distin- 
guishes it  from  the  others,  and  points  to  the  side  to  which  it  belongs. 

Articulations.  Each  bone  articulates  with  the  tarsal  bones  by  one  extremity, 
and  by  the  other  with  the  first  row  of  phalanges.  The  number  of  tarsal  bones 
with  which  each  metatarsal  articulates,  is  one  for  the  first,  three  for  the  second, 
one  for  the  third,  two  for  the  fourth,  and  one  for  the  fifth. 

Attachment  of  Muscles.  To  the  first  metatarsal  bone,  three :  part  of  the  Tibialis 
anticus,  the  Peroneus  longus,  and  First  dorsal  interosseous.  To  the  second,  three : 
the  Adductor  pollicis,  and  First  and  Second  dorsal  interosseous.  To  the  third, 
four :  the  Adductor  pollicis,  Second  and  Third  dorsal,  and  first  plantar  interos- 
seous. To  the  fourth,  four :  the  Adductor  pollicis,  Third  and  Fourth  dorsal,  and 
Second  plantar  interosseous.  To  the  fifth,  five:  the  Peroneus  brevis,  Peroneus 
tertius,  Flexor  brevis  minimi  digiti,  Fourth  dorsal,  and  Third  plantar  interosseous. 

Phalanges. 

The  Phalanges  of  the  foot,  both  in  number  and  general  arrangement,  resemble 
those  in  the  hand ;  there  being  two  in  the  great  toe,  and  three  in„each  of  the 
other  toes. 
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The  phalanges  of  the  first  row  resemble  closely  those  of  the  nand.  The  shaft 
is  compressed  from  side  to  side,  convex  above,  concave  below.  The  posterior 
extremity  is  concave ;  and  the  anterior  extremity  presents  a  trochlear  Burface,  for 
articulation  with  the  second  phalanges. 

The  phalanges  of  the  second  row  are  remarkably  small  and  short,  but  rather 
broader  than  those  of  the  first  row. 

The  ungual  phalanges,  in  form,  resemble  those  of  the  fingers;  but  they  are 
smaller,  flattened  from  above  downwards,  presenting  a  broad  base  for  articula- 
tion with  the  second  row,  and  an  expanded  extremity  for  the  support  of  the 
nail  and  end  of  the  toe. 

Articulation.  The  first  row,  with  the  metatarsal  bones,  and  second  phalanges; 
the  second  of  the  great  toe,  with  the  first  phalanx,  and  of  the  other  toes,  with 
the  first  and  third  phalanges ;  the  third  with  the  second  row. 

Attachment  of  Muscles.  To  the  first  phalanges,  great  toe :  innermost  tendon 
of  Extensor  brevis  digitorum,  Abductor  pollicis,  Adductor  pollicis,  Flexor  brevis 
pollicis,  Transversus  pedis.  Second  toe:  First  and  Second  dorsal  interosseous. 
Third  toe:  Third  dorsal  and  First  plantar  interosseous.  Fourth  toe:  Fourth 
dorsal  and  Second  plantar  interosseous.  Fifth  toe :  Flexor  brevis  minimi  digiti, 
Abductor  minimi  digiti,  and  Third  plantar  interosseous.  Second  phalanges, 
great  toe :  Extensor  longus  pollicis,  Flexor  longus  pollicis.  Other  toes :  Flexor 
brevis  digitorum,  one  slip  from  the  Extensor  brevis  digitorum  (except  in  the 
little  toe),  and  Extensor  longus  digitorum.  Third  phalanges:  two  slips  from 
the  common  tendon  of  the  Extensor  longus  and  Extensor  brevis  digitorum,  and 
the  Flexor  longus  digitorum. 

Development  of  the  Foot.    (Fig.  208.) 

The  Tarsal  bones  are  each  developed  by  a  single  centre,  excepting  the  os 
calcis,  which  has  an  epiphysis  for  its  posterior  extremity.  The  centres  make 
their  appearance  in  the  following  order :  os  calcis,  at  the  sixth  month  of  foetal 
life  ;  astragalus,  about  the  seventh  month ;  cuboid,  at  the  ninth  month ;  external 
cuneiform,  during  the  first  year ;  internal  cuneiform  in  the  third  year ;  middle 
cuneiform  and  scaphoid  in  the  fourth  year.  The  epiphysis  for  the  posterior 
tuberosity  of  the  os  calcis  appears  at  the  tenth  year,  ana  unites  with  the  rest  of 
the  bone  soon  after  puberty. 

The  Metatarsal  bones  are  each  developed  by  two  centres ;  one  for  the  shaft, 
and  one  for  the  digital  extremity,  in  tne  four  outer  metatarsal;  one  for  the 
shaft,  and  one  for  the  base,  in  the  metatarsal  bone  of  the  great  toe.  Ossification 
commences  in  the  centre  of  the  shaft  about  the  seventh  week,  and  extends  to- 
wards either  extremity,  and  in  the  digital  epiphyses  about  the  third  year  ;  they 
become  joined  between  the  eighteenth  and  twentieth  years. 

The  Phalanges  are  developed  by  two  centres  for  each  bone :  one  for  the  shaft, 
and  one  for  the  metatarsal  extremity. 

Sesamoid  Bones. 

These  are  small  rounded  masses,  cartilaginous  in  early  life,  osseous  in  the 
adult,  which  are  developed  in  those  tendons  which  exert  a  great  amount  of  pres- 
sure upon  the  parts  over  which  they  glide.  It  is  said  that  they  are  more  com- 
monly found  in  the  male  than  in  the  female,  and  in  persons  of  an  active 
muscular  habit  than  in  those  who  are  weak  and  debilitated.  They  are  invested 
throughout  their  whole  surface  by  the  fibrous  tissue  of  the  tendon  in  which  they 
arc  found,  excepting  upon  that  side  which  lies  in  contact  with  the  part  over 
which  they  play,  wliere  they  present  a  free  articular  facet.  They  may  be  divi- 
ded into  two  kinds :  those  which  glide  over  the  articular  surfaces  of  joints,  and 
those  which  play  over  the  cartilaginous  facets  found  on  the  surfaces  of  certain 
bones. 

The  sesamoid  bones  of  the  joints  are,  in  the  lower  extremity,  the  patella,  which 
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is  developed  in  the  tendon  of  the  Quadriceps  extensor;  two  small  sesamoid 
bones,  found  in  the  tendons  of  the  Flexor  brevis  pollicis  opposite  the  metatarso- 
phalangeal joint  of  the  great  toe,  and  occasionally  one  in  the  metatarso-phalan- 
geal  joint  of  the  second  toe,  the  little  toe,  and,  still  more  rarely,  the  third  and 
fouith  toes. 

Fig.  208.— PUd  of  the  Development  of  the  Foot. 
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Id  the  upper  extremity,  there  are  two  on  the  palmar  surface  of  the  metacarpo- 
phalangeal joint  in  the  thumb,  developed  in  the  tendons  of  the  Flexor  brevis 
pollicis,  occasionally  one  or  two  opposite  the  metacarpophalangeal  articula- 
tions of  the  fore  and  little  fingers,  and,  still  more  rarely,  one  opposite  the  same 
joints  of  the  third  and  fourth  fingers. 

Those  found  in  the  tendons  which  glide  over  certain  bones,  occupy  the  follow- 
ing situations :  one  in  the  tendon  of  the  Peroneus  longus,  where  it  glides  through 
the  groove  in  the  cuboid  bone:  one  appears  late  in  life  in  the  tendon  of  the 
Tibialis  anticus,  opposite  the  smooth  facet  on  the  internal  cuneiform  bone:  one 
is  found  in  the  tendon  of  the  Tibialis  posticus,  opposite  the  inner  side  of  the 
astragalus ;  one  in  the  outer  head  of  the  Gastrocnemius,  behind  the  outer  con- 
dyle of  the  femur ;  and  one  in  the  Psoas  and  Iliacus,  where  they  glide  over  the 
body  of  the  pubes.  Sesamoid  bones  are  found  occasionally  in  the  tendon  of  the 
Biceps,  opposite  the  tuberosity  of  the  radius;  in  the  tendon  of  the  Gluteus 
maxitnus,  as  it  passes  over  the  great  trochanter ;  and  in  the  tendons  which  wind 
round  the  inner  and  outer  malleoli. 
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The  author  has  to  acknowledge  valuable  aid  derived  from  the  perusal  of  the  works  of  Cloquet, 
Cruveilhier,  Bourgery,  and  Boyer,  especially  of  the  latter.  Reference  has  also  been  made  to  the 
following :  "  Outlines  of  Human  Osteology,"  by  F.  0.  Ward.  "  A  Treatise  on  the  Human 
Skeleton,  and  Observations  on  the  Limbs  of  Vertebrate  Animals/'  by  6.  M.  Humphry. 
Holden'e  '*  Human  Osteology."  Henle's  "  Handbuch  der  systematischen  Anatomie  des  Men- 
schen.  Erster  Band.  Erste  Abtheilung.  Knochenlehre."  "  Osteological  Memoirs  (The  Clavi- 
cle)," by  Struthers.  "  On  the  Archetype  and  Homologies  of  the  Vertebrate  Skeleton,"  and  "  Od 
the  Nature  of  Limbs,"  by  Owen. — Toda  and  Bowman's  "  Physiological  Anatomy/'  and  Kolliker's 
'•  Manual  of  Human  Microscopic  Anatomy,"  contain  the  most  complete  account  of  the  structure 
and  development  of  bone. — The  development  of  the  bones  is  minutely  described  in  Quain's 
"  Anatomy,"  edited  by  Sharpey  and  Ellis. — On  the  chemical  analysis  of  bone,  refer  to  Lehmann's 
"  Physiological  Chemistry,"  translated  by  Day ;  vol.  iii.  p.  12.  Simon's  "  Chemistry,"  translated 
by  Day ;  vol.  ii.  p.  396.  A  paper  by  Dr.  Stark,  "  On  the  Chemical  Constitution  of  the  Bones  of 
the  Vertebrated  Animals"  (Edinburgh  Medical  and  Surgical  Journal ;  vol.  liii.  p.  308) ;  and 
Dr.  Owen  Rees'  paper  in  the  21st  vol.  of  the  Medico-Chirurgical  Transactions. 


The  Articulations. 

The  various  bones  of  which  the  skeleton  consists  are  connected  together  at 
different  parts  of  their  surfaces,  and  such  a  connection  is  designated  by  the  name 
of  Joint  or  Articulation.  If  the  joint  is  immovable,  as  between  the  cranial  and 
most  6F  the  facialTxmes,  their  adjacent  margins  are  applied  in  almost  close  con- 
tact, a  thin  layer  of  fibrous  membrane,  the  sutural  ligament,  and,  at  the  base 
of  the  skull,  in  certain  situations,  a  thin  layer  of  cartilage  being  interposed. 
Where  slight  movement  is  required,  combined  with  great  strength,  the  osseous 
surfaces  are  united  by  tough  and  elastic  fibro-cartilages,  as  in  the  joints  of  the 
spine,  the  sacro-iliao,  and  interpubic  articulations ;  but  in  the  movable  joints, 
the  bones  forming  the  articulation  are  generally  expanded  for  greater  con- 
venience of  mutual  connection,  covered  by  cartilage,  held  together  by  strong 
bands  or  capsules  of  fibrous  tissue,  called  ligaments,  and  lined  by  a  membrane, 
the  synovial  membrane,  which  secretes  a  fluid  to  lubricate  the  various  parts  of 
which  the  joint  is  formed ;  so  that  the  structures  which  enter  into  the  formation 
of  a  joint  are  bone,  cartilage,  fibro-  cartilage,  ligament,  and  synovial  membrane. 
^Bone  constitutes  the  fundamental  element  of  all  the  joints.  In  the  long 
bones,  the  extremities  are  the  parts  which  form  the  articulations ;  they  are 
generally  somewhat  enlarged,  consisting  of  spongy  cancellous  tissue,  with  a  thin 
coating  of  compact  substance.     In  the  flat  bones,  the  articulations  usually  take 

?lace  at  the  edges ;  and,  in  the  short  bones,  at  various  parts  of  their  surface, 
'he  layer  of  compact  bone  whioh  forms  the  articular  surface,  and  to  which  the 
cartilage  is  attached,  is  called  the  articular  lamella.  It  is  of  a  white  color,  ex- 
tremely dense,  and  varies  in  thickness."  Its  structure  differs  from  ordinary  bone 
tissue  in  this  respect,  that  it  contains  no  Haversian  canals,  -and  its  lacunae  are 
much  larger  than  in  ordinary  bone,  and  have  no  canaliculi.  The  vessels  of  the 
cancellous  tissue,  as  they  approach  the  articular  lamella,  turn  back  in  loops, 
and  do  not  perforate  it ;  this  layer  is  consequently  more  dense  and  firmer  than 
ordinary  bone,  and  is  evidently  designed  to  form  a  firm  and  unyielding  support 
for  the  articular  cartilage. 

The  articular  will  be  found  described  along  with  the  other  kinds  of  cartilage 
in  the  Introduction. 

Ligaments  are  found  in  nearly  all  the  movable  articulations ;  they  consist  of 
bands  oFvarious  forms,  serving  to  connect  together  the  articular  extremities 
of  bones,  and  composed  mainly  of  bundles  of  white  jibroiis  tissue  placed  parallel 
with,  or  closely  interlaced  with,  one  another,  arid  presenting  a  white,  shining 
silvery  aspect.  Ligament  is  pliant  and  flexible,  so  as  to  allow  of  the  most 
perfect  freedom  of  movement,  but  strong,  tough,  and  inextensile,  so  as  not 
readily  to  yield  under  the  most  severely  applied  force ;  it  is  consequently  well 
adapted  to  serve  as  the  connecting  medium  between  the  bones.  Some  ligaments 
consist  entirely  of  yellow  elastic  tissue,  as  the  liagmenta  subflava,  which  connect 
together  the  aajacent  arches  of  the  vertebrae,  and  the  ligamentum  nuchas  in  the 
lower  animals.  In  these  cases,  it  will  be  observed  that  the  elasticity  of  the 
ligament  is  intended  to  act  as  a   substitute  for  muscular  power. 

Synovial  Membrane  is  a  thin,  delicate  membrane,  arranged  in  the  form  of  a 
short  wide  tube,  attached  by  its  open  ends  to  the  margins  of  the  articular  ex- 
tremities of  the  bones,  and  covering  the  inner  surface  of  the  various  ligaments 
which  connect  the  articulating  surfaces.  It  resembles  the  serous  membranes  in 
structure,  but  differs  in  the  nature  of  its  secretion,  which  is  thick,  viscid,  and 
glairy,  like  the  white  of  egg ;  and  hence  termed  synovia.    The  synovial  mem- 
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branes  found  in  the  body  admit  of  subdivision  into  three  kinds,  articular, 
bursal,  and  vaginal. 

The  articular  synovial  membranes  are  found  in  all  the  freely  movable  joints. 
In  the  foetus,  this  membrane  is  said,  by  Toynbee,  to  be  continued  over  the  sur- 
I  face  of  the  cartilages ;  but  in  the  adult  it  is  wanting,  excepting  at  their  cir- 
'  cumference,  upon  which  it  encroaches  for  a  short  distance ;  it  then  invests  the 
1  inner  surface  of  the  capsular  or  other  ligaments  enclosing  the  joint,  and  is 
reflected  over  the  surface  of  any  tendons  passing  through  its  cavity,  as  the  ten- 
don of  the  Popliteus  in  the  knee,  and  the  tendon  of  the  Biceps  in  the  shoulder. 
In  most  of  the  joints,  the  synovial  membrane  is  thrown  into  folds,  which  pro- 
ject into  the  cavity.  Some  of  these  folds  contain  large  masses  of  fat.  These 
are  especially  distinct  in  the  hip  and  the  knee.  Others  are  flattened  folds, 
subdivided  at  their  margins  into  fringe-like  processes,  the  vessels  of  which  have 
a  convoluted  arrangement.  The  latter  generally  project  from  the  synovial 
membrane  near  the  margin  of  the  cartilage,  and  lie  flat  upon  its  surface.  They 
consist  of  connective  tissue,  covered  with  epithelium,  and  contain  fat  cells  in 
variable  quantity,  and,  more  rarely,  isolated  cartilage  cells.  They  are  found  in 
most  of  the  bursal  and  vaginal,  as  well  as  in  the  articular  synovial  membranes, 
and  were  described,  by  Clopton  Havers,  as  mucilaginous  glands,  and  as  the 
source  of  the  synovial  secretion.  Under  certain  diseased  conditions,  similar 
processes  are  found  covering  the  entire  surface  of  the  synovial  membrane,  form- 
ing a  mass  of  pedunculated  fibro- fatty  growths,  which  project  into  the  joint. 

The  bursas  are  found  interposed  between  surfaces  which  move  upon  each  other, 
producing  friction,  as  in  the  gliding  of  a  tendon,  or  of  the  integument  over  pro- 
jecting bony  surfaces.  They  admit  of  subdivision  into  two  kinds,  the  bursae 
mucosae,  ana  the  synovial  bursas.  The  former  are  large,  simple,  or  irregular 
cavities  in  the  subcutaneous~areolar  tissue,  enclosing  a  clear  viscid  fluid.  They 
are  found  in  various  situations,  as  between  the  integument  and  front  of  the 
patella,  over  the  olecranon,  the  malleoli,  and  other  prominent  parts.  The  syno- 
vial bursas  are  found  interposed  between  muscles  or  tendons  as  they  play  over 
projecting  bony  surfaces,  as  between  the  Glutei  muscles  and  the  surface  of  the 
great  trochanter.  They  consist  of  a  thin  wall  of  connective  tissue,  partially 
covered  by  epithelium,  and  contain  a  viscid  fluid.  Where  one  of  these  exists  in 
the  neighbor  hood  of  a  joint,  it  usually  communicates  with  its  cavity,  as  is  gene- 
rally the  case  with  the  bursa  between  the  tendon  of  the  Psoas  and  Iliacus  and  the 
capsular  ligament  of  the  hip,  or  the  one  interposed  between  the  under  surface 
of  the  Subscapulars  and  the  neck  of  the  scapula. 

The  vayinal  synovial  membranes  (synovial  sheaths)  serve  to  facilitate  the 
gliding  of  tendons  in  the  osseo-fibrous  canals  through  which  they  pass.  The 
membrane  is  here  arranged  in  the  form  of  a  sheath,  one  layer  of  which  adheres 
to  the  wall  of  the  canal,  and  the  other  is  reflected  upon  the  outer  surface  of  the 
contained  tendon ;  the  space  between  the  two  free  surfaces  of  the  membrane 
being  partially  filled  with  synovia.  These  sheaths  are  chiefly  found  surrounding 
the  tendons  of  the  flexor  and  extensor  muscles  of  the  fingers  and  toes,  as  they 
pass  through  the  osseo-fibrous  canals  in  the  hand  or  foot. 

Synovia  is  a  transparent,  yellowish-white,  or  slightly  reddish  fluid,  viscid  like 
Jhe  white  of  egg,  having  an   alkaline   reaction,  and  slightly  saline  taste.     It 
"consists,  according  to  Frerichs,  in  the  ox,  of  94.85  water,  0.56  mucus  and  epithe- 
lium, 0.08  fat,  3.51  albumen  and  extractive  matter,  and  1.0  salts. 

The  Articulations  arc  divided  into  three  classes :  Synarthrosis,  or  immovable ; 
Amphiarthrosis,  or  mixed;  and  Diarthrosis,  or  movable  joints. 

1.  Synarthrosis.    Immovable  Articulations. 

Synarthrosis  includes  all  those  articulations  in  which  the  surfaces  of  the  bones 
are  in  almost  direct  contact,  not  separated  by  an  intervening  synovial  cavity, 
and  immovably  connected  with  each  other,  as  the  joints  between  the  bones  of 
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the  cranium  and  face,  excepting  those  of  the  lower  jaw.  The  varieties  of  synar- 
throsis are  three  in  number :  Sutura,  Schindylesis,  and  Gomphosis. 

Sutura  (a  seam).  Where  the  articulating  surfaces  are  connected  by  a  series 
of  processes  and  indentations  interlocked  together,  it  is  termed  sutura  vera  ;  of 
which  there  are  three  varieties:  sutura  dentata^  serrataj  and  limbosa.  The  sur- 
faces of  the  bones  are  not  in  direct  contact,  being  separatedl)y  a  layer  of  mem- 
brane, continuous  externally  with  the  pericranium,  internally  with  the  dura 
mater.  The  sutura  dentata  (dens,  a  tooth)  is  so  called  from  the  tooth-like  form 
of  the  projecting  articular  processes,  as  in  the  suture  between  the  parietal  bones. 
In  the  sutura  s errata  (serra,  a  saw),  the  edges  of  the  two  bones  forming  the  articu- 
lation are  serrated  like  the  teeth  of  a  fine  saw,  as  between  the  two  portions  of 
the  frontal  bone.  In  the  sutura  limhosa  (limbus,  a  selvage),  besides  the  dentated 
processes,  there  is  a  certain  degree  of  bevelling  of  the  articular  surfaces,  so  that 
the  bones  overlap  one  another,  as  in  the  suture  between  the  parietal  and  frontal 
bones.  When  the  articulation  is  formed  by  roughened  surfaces  placed  in  appo- 
sition with  one  another,  it  is  termed  the  false  suture,  sutura  notha,  of  which  there 
are  two  kinds :  the  sutura  squamosa  {squama,  a  scale),  formed  by  the  overlap- 
ping of  two  contiguous  bones  by  broad  bevelled  margins,  as  in  the  temporo- 
parietal (squamous)  suture ;  and  the  sutura  harmonia  (ap/iwto,  a  joining  together), 
where  there  is  simple  apposition  of  two  contiguous  rough  bony  surfaces  as  in  the 
articulation  between  the  two  superior  maxillary  bones,  or  of  the  horizontal  plates 
of  the  palate  bones. 

Schindylesis  (qprivvrtf,  a  fissure)  is  that  form  of  articulation  in  which  a  thin 

Clate  of  bone  is  received  into  a  cleft  or  fissure  formed  by  the  separation  of  two 
iminae  of  another,  as  in  the  articulation  of  the  rostrum  of  the  sphenoid,  and  per- 
pendicular plate  of  the  ethmoid  with  the  vomer,  or  in  the  reception  of  the  latter   , 
in  the  fissure  between  the  superior  maxillary  and  palate  bones. 

Gomphosis  (?optof,  a  nail)  is  an  articulation  formed  by  the  insertion  of  a  coni- 
cal process  into  a  socket,  as  a  nail  is  driven  into  a  board ;  this  is  not  illustrated 
by  any  articulations  between  bones,  properly  so  called,  but  is  seen  in  the  articu- 
lation of  the  teeth  with  the  alveoli  of  the  maxillary  bones. 

2.  Amphi arthrosis.    Mixed  Articulations. 

In  this  form  of  articulation,  the  contiguous  osseous  surfaces  are  either  con-  . 
nected  together  by  broad  flattened  disks  of  fibro-cartilage,  which  adhere  to  the  \ 
end  of  both  bones,  as  in  the  articulation  between  the  bodies  of  the  vertebrae,  or  \ 
that  between  the  first  two  pieces  of  the  sternum;  or  else  the  articulating  surfaces 
are  covered  with  fibro-cartilage,  partially  lined  by  synovial  membrane,  and  con- 
nected together  by  external  ligaments,  as  in  the  sacro-iliac  and  pubic  symphyses ; 
both  these  forms  being  capable  of  limited  motion  in  every  direction.  The  former 
resemble  the  synarthrodial  joints  in  the  continuity  of  their  surfaces,  and  absence 
of  synovial  sac ;  the  latter,  the  diarthrodial.  These  joints  occasionally  become 
obliterated  in  old  age ;  as  is  frequently  the  case  in  the  pubic  articulation,  and 
occasionally  in  the  intervertebral  and  sacro-iliac. 

3.  Diarthrosis.    Movable  Articulations. 

This  form  of  articulation  includes  the  greater  number  of  the  joints  in  the  body, 
mobility  being  their  distinguishing  character.  They  are  formed  by  the  approxi- 
mation of  two  contiguous  bony  surfaces,  covered  with  cartilage,  connected  by 
ligaments,  and  lined  by  synovial  membrane.  The  varieties  of  joints  in  this  class 
have  been  determined  by  the  kind  of  motion  permitted  in  each ;  they  are  four  in 
number:  Arthrodia,  Enarthrosis,  Ginglymus,  Diarthrosis  rotatoria. 

Arthrodia  is  that  form  of  joint  which  admits  of  a  gliding  movement ;  it  is 
formed  by  the  approximation  of  plane  surfaces,  or  one  slightly  concave,  the  other 
slightly  convex ;  the  amount  of  motion  between  them  being  limited  by  the  liga- 
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ments,  or  osseous  processes,  surrounding  the  articulation ;  as  in  the  articular  pro- 
cesses of  the  vertebrae,  temporo-maxillary,  sterno-  and  acromioclavicular,  inferior 
radio-ulnar,  carpal,  carpo-metacarpal,  superior  tibio-fibular,  tarsal,  and  tarso- 
metatarsal articulations. 

Enarthrosia  is  that  form  of  joint  which  is  capable  of  motion  in  all  directions. 
It  is  formed  by  the  reception  of  a  globular  head  into  a  deep  cup-like  cavity  (hence 
the  name  "  ball  and  socket"),  the  parts  being  kept  in  apposition  by  a  capsular 
ligament  strengthened  by  accessory  ligamentous  bands.  Examples  of  this  form 
of  articulation  are  found  in  the  hip  and  shoulder. 

Ginglymus,  Hinge-joint  (ytVyXvpo*,  a  hinge).  In  this  form  of  joint,  the  articular 
surfaces  are  moulded  to  each  other  in  such  a  manner  as  to  permit  motion  only 
in  two  directions,  forwards  and  backwards,  the  extent  of  motion  at  the  same 
time  being  considerable.  The  articular  surfaces  are  connected  together  by  strong 
lateral  ligaments,  which  form  their  chief  bond  of  union.  The  most  perfect 
forms  of  ginglymus  are  the  elbow  and  ankle ;  the  knee  is  less  perfect,  as  it  allows 
a  slight  degree  of  rotation  in  certain  positions  of  the  limb :  there  are  also  the 
metatarsophalangeal  and  phalangeal  joints  in  the  lower  extremity,  and  the  meta- 
carpophalangeal and  phalangeal  joints  in  the  upper  extremity. 

Viarthrosis  rotatoria  (Lateral  Ginglymus).  Where  the  movement  is  limited 
to  rotation,  the  joint  is  formed  by  a  pivot-like  process  turning  within  a  ring,  or 
the  ring  on  the  pivot,  the  ring  being  formed  partly  of  bone,  partly  of  ligament. 
In  the  articulation  of  the  odontoid  process  of  the  axis  with  the  atlas,  the  ring 
is  formed  in  front  by  the  anterior  arch  of  the  atlas ;  behind,  by  the  transverse 
ligament ;  here  the  ring  rotates  round  the  odontoid  process.  In  the  superior 
radio-ulnar  articulation,  the  ring  is  formed  partlj  by  the  lesser  sigmoid  cavity 
of  the  ulna ;  in  the  rest  of  its  extent,  by  the  orbicular  ligament ;  here,  the  head 
of  the  radius  rotates  within  the  ring. 

Subjoined,  in  a  tabular  form,  are  the  names,  distinctive  characters,  and 
examples  of  the  different  kinds  of  articulations. 
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Dentata,    having 
tooth-like  processes. 
As  in  interparie- 
tal suture. 

Serrata,     having 

Iserrated  edges,  like 

Sutura  vera  (true)  Ithe  teeth  of  a  saw. 

articulate    by    in-/     As  in  interfrontal 


dented  borders. 


Synarthrosis,  or 
immovable  joint.1 
Surfaces  separated 
by  fibrous  mem- 
brane, without  any 
intervening  syno- 
vial cavity,  and  im- 
movably connected 
with  each  other. 

As  in  joints  of 
cranium  and  face 
(except  lower  jaw). 


Sutura.  Arti- 
culation by  pro- 
cesses and  inden- 
tations interlock- 
ed together. 


future. 

Limbosa,  having 
[bevelled  margins, 
and  dentated  pro- 
cesses. 

As  in  fronto-pa- 
lrietal  suture. 

Squamosa,  formed 
fby  thin  bevelled 
margins,  overlap- 
ping each  other. 

As  in  squamo- 
Jparietal  suture. 


Amphiarthrosis, 
Mixed  Articulation. 


Diarthrosis, 
Movable  joint. 


Sutura       notha 
(false)  articulate  by  /P»™>«"  »".""«'• 
'rough  surfaces.         ]    Harmonia,  formed 
°  /by  the  opposition  ot 

contiguous     rough 
surfaces. 

As  in  intermaxil- 
lary suture. 

Schindylesis.  Articulation  formed  by  the  reception  of  a 
thin  plate  of  one  bone  into  a  fissure  of  another. 

As  in  articulation  of  rostrum  of  sphenoid  with  vomer. 

Gomphosts.  Articulation  formed  by  the  insertion  of  a 
conical  process  into  a  socket. 

The  teeth. 

!1.  Surfaces  connected  by  fibro-cartilage,  not  separated 
by  synovial  membrane,  and  having  limited  motion.  As  in 
joints  between  bodies  of  vertebrae. 
2.  Surfaces  covered  by  fibro-cartilage ;  lined  by  a  partial 
synovial  membrane.  As  in  sacro-iliac  and  pubic  symphyses. 
Arthrodia.  Gliding  joint ;  articulations  by  plane  surfaces, 
which  glide  upon  each  other.  As  in  sterno-  and  acromio- 
clavicular articulations. 

Enarthrosis.  Ball-and-socket  joint ;  capable  of  motion  in 
all  directions.  Articulations  by  a  globular  head  received 
into  a  cup-like  cavity.    As  in  hip  and  shoulder  joints. 

Oinglymus.  Hinge  joint ;  motion  limited  to  two  direc- 
tions, forwards  and  backwards.  Articular  surfaces  fitted 
together  so  as  to  permit  of  movement  in  one  plane.  As  in 
the  elbow,  ankle,  and  knee. 

Diarthrosis  rotatoria  or  Lateral  Oinglymus.  Articulation 
by  a  pivot  process  turning  within  a  ring,  or  ring  around  a 
pivot.  As  in  superior  radio-ulnar  articulation,  and  atlo- 
axoid  joint. 
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The  Kinds  of  Movement  admitted  in  Joints. 

The  movements  admissible  in  joints  may  be  divided  into  four  kinds :  gliding, 
angular  movement,  circumduction,  and  rotation. 

Gliding  movement  is  the  most  simple  kind  of  motion  that  can  take  place  in  a 
joint,  one  surface  gliding  over  another.  It  is  common  to  all  movable  joints, 
but  in  some,  as  in  the  articulations  of  the  carpus  and  tarsus,  it  is  the  only  motion 

Eermitted.     This  movement  is  not  confined  to  plane  surfaces,  but  may  exist 
etween  any  two  contiguous  surfaces,  of  whatever  form,  limited  by  the  ligaments 
which  inclose  the  articulation. 

Angular  movement  occurs  only  between  the  long  bones,  and  may  take  place 
in  four  directions,  forwards  and  backwards,  constituting  flexion  and  extension, 
or  inwards  and  outwards,  constituting  adduction  and  abduction.  The  strictly 
ginglymoid  or  hinge  joints  admit  of  flexion  and  extension  only.  Abduction 
and  adduction,  combined  with  flexion  and  extension,  are  met  with  in  the  more 
movable  joints;  as  in  the  hip,  shoulder,  and  metacarpal  joint  of  the  thumb, 
and  partially  in  the  wrist  and  ankle. 

Circumduction  is  that  limited  degree  of  motion  which  takes  place  between 
the  head  of  a  bone  and  its  articular  cavity,  whilst  the  extremity  and  sides  of  the 
limb  are  made  to  circumscribe  a  conical  space,  the  base  of  which  corresponds 
with  the  inferior  extremity  of  the  limb,  the  apex  with  the  articular  cavity ;  this 
kind  of  motion  is  best  seen  in  the  shoulder  and  hip  joints. 

Eotation  is  the  movement  of  a  bone  upon  its  own  axis,  the  bone  retaining  the 
same  relative  situation  with  respect  to  the  adjacent  parts ;  as  in  the  articulation 
between  the  atlas  and  axis,  where  the  odontoid  process  serves  as  a  pivot  around 
which  the  atlas  turns ;  or  in  the  rotation  of  the  radius  upon  the  humerus,  and 
also  in  the  hip  and  shoulder. 

The  actions  of  the  different  joints  of  a  limb  are  combined  by  means  of  the 
long  muscles  which  pass  over  more  than  one  joint,  and  which  act  to  a  certain 
extent  as  elastic  ligaments  in  restraining  certain  actions  of  one  joint,  except 
when  combined  with  corresponding  movements  of  the  other — these  latter  move- 
ments being  usually  in  the  opposite  direction.  Thus  the  shortness  of  the  ham- 
string-muscles prevents  complete  flexion  of  the  hip,  unless  the  knee-joint  be 
also  flexed  so  as  to  bring  their  attachments  nearer  together.  The  uses  of  this 
arrangement  are  threefold.  1.  It  co-ordinates  the  kinds  of  movement  which 
are  the  most  habitual  and  necessary,  and  enables  them  to  be  performed  with  the 
least  expenditure  of  power.  "  Thus  in  the  usual  gesture  of  the  arms,  whether 
in  grasping  or  rejecting,  the  shoulder  and  the  elbow  are  flexed  simultaneously, 
and  simultaneously  extended,"  in  consequence  of  the  passage  of  the  Biceps  and 
Triceps  cubiti  over  both  joints.  2.  It  enables  the  short  muscles  whicn  pass 
over  only  one  joint  to  act  upon  more  than  one.  "  Thus  if  the  Eectus  femoris 
remain  tonically  of  such  length  that  when  stretched  over  the  extended  hip,  it 
compels  extension  of  the  knee,  then  the  Gluteus  maximus  becomes  not  only  an 
extensor  of  the  hip,  but  an  extensor  of  the  knee  as  well."  3.  It  provides  the 
joints  with  ligaments  which,  while  they  are  of  very  great  power  in  resisting 
movements  to  an  extent  incompatible  with  the  mechanism  of  the  joint,  at  the 
same  time  spontaneously  yield  when  necessary.  "  Taxed  beyond  its  strength 
a  ligament  will  be  ruptured,  whereas  a  contracted  muscle  is  easily  relaxed ;  also, 
if  neighboring  joints  be  united  by  ligaments,  the  amount  of  flexion  or  exten- 
sion of  each  must  remain  in  constant  proportion  to  that  of  the  other ;  while, 
•  if  the  union  be  by  muscles,  the  separation  of  the  points  of  attachment  of  those 
muscles  may  vary  considerably  in  different  varieties  of  movement,  the  muscles 
adapting  themselves  tonically  to  the  length  required."  The  quotations  are  from 
a  very  interesting  paper,  by  Dr.  Cleland,  in  the  "Journal  of  Anatomy  and 
Physiology,"  No.  1,  1866,  p.  85 ;  by  whom  I  believe  this  important  fact  in  the 
mechanism  of  joints  was  first  clearly  pointed  out,  though  it  nas  been  indepen- 
dently observed  afterwards  by  other  anatomists. 
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The  articulations  may  be  arranged  into  those  of  the  trunk,  those  of  the  upper 
extremity,  and  those  of  the  lower  extremity. 


ARTICULATIONS  OF  THE  TRUNK. 

These  may  be  divided  into  the  following  groups,  viz: — 

I.    Of  the  vertebral  column.  VII.  Of  the  cartilages  of  the  ribs  with 

II.    Of  the  atlas  with  the  axis.  the  sternum,  and  with  each 

III.  Of  the   atlas   with   the   occipital  other. 

bone.  VIII.  Of  the  sternum. 

IV.  Of  the  axis  with  the  occipital  bone.        IX.  Of  the  vertebral  column  with 
V.    Of  the  lower  jaw.  the  pelvis. 

VI.    Of  the  ribs  with  the  vertebrae.  X.  Of  the  pelvis. 

I.  Articulations  of  the  Vertebral  Column. 

The  different  segments  of  the  spine  are  connected  together  by  ligaments,  which 
admit  of  the  same  arrangement  as  the  vertebrae.  They  may  be  divided  into  five 
sets.  1.  Those  connecting  the  bodies  of  the  vertebrae.  2.  Those  connecting  the 
laminae.  3.  Those  connecting  the  articular  processes.  4.  Those  connecting  the 
spinous  processes.     5.  Those  of  the  transverse  processes. 

The  articulations  of  the  bodies  of  the  vertebrae  with  each  other  form  a  series 
of  amphiarthrodial  joints:  those  between  the  articular  processes  form  a  series  of 
arthrodial  joints. 

1.  The  Ligaments  of  the  Bodies. 

Anterior  Common  Ligament.  Posterior  Common  Ligament. 

Intervertebral  Substance. 

The  Anterior  Common  Liyament  (Figs.  209,  210,  217, 220)  is  a  broad  and  strong 
band  of  ligamentous  fibres,  which  extends  along  the  front  surface  of  the  bodies 
of  the  vertebrae,  from  the  axis  to  the  sacrum.  It  is  broader  below  than  above, 
thicker  in  the  dorsal  than  in  the  cervical  or  lumbar  regions,  and  somewhat  thicker 
opposite  the  front  of  the  body  of  each  vertebra,  than  opposite  the  intervertebral 
substance.  It  is  attached,  above,  to  the  body  of  the  axis  by  a  pointed  process, 
which  is  connected  with  the  tendon  of  insertion  of  the  Longus  colli  muscle ;  and 
extends  down  as  far  as  the  upper  bone  of  the  sacrum.  It  consists  of  dense 
longitudinal  fibres,  which  are  intimately  adherent  to  the  intervertebral  sub- 
stance, and  the  prominent  margins  of  the  vertebra);  but  less  closely  to  the 
middle  of  the  bodies.  In  the  latter  situation  the  fibres  are  exceedingly  thick, 
and  serve  to  fill  up  the  concavities  on  their  front  surface,  and  to  make  the 
anterior  surface  of  the  spine  more  even.  This  ligament  is  composed  of  several 
layers  of  fibres,  which  vary  in  length,  but  are  closely  interlaced  with  each 
other.  The  most  superficial  or  longest  fibres  extend  between  four  or  five  ver- 
tebrae. A  second  subjacent  set  extend  between  two  or  three  vertebrae;  whilst 
a  third  set,  the  shortest  and  deepest,  extend  from  one  vertebra  to  the  next.  At 
the  side  of  the  bodies,  the  ligament  consists  of  a  few  short  fibres,  which  pass 
from  one  vertebra  to  the  next,  separated  from  the  median  portion  by  large  oval 
apertures,  for  the  passage  of  vessels. 

The  Posterior  Common  Liyament  (Figs.  209,  213)  is  situated  within  the  spinal 
canal,  and  extends  along  the  posterior  surface  of  the  bodies  of  the  vertebra?, 
from  the  body  of  the  axis  above,  where  it  is  continuous  with  the  occipito-axoid 
ligament,  to  the  sacrum  below.  It  is  broader  at  the  upper  than  at  the  lower 
part  of  the  spine,  and  thicker  in  the  dorsal  than  in  the  cervical  or  lumbar 
regions.  In  the  situation  of  the  intervertebral  substance  and  contiguous  margins 
of  the  vertebrae,  where  the  ligament  is  more  intimately  adherent,  it  is  broad, 
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and  presents  a  series  of  dentations  with  intervening  concave  margins ;  but  it  is 
narrow  and  thick  over  the  centre  of  the  bodies,  from  which  it  is  separated  by 
the  vense  basis  vertebrae.  This  ligament  is  composed  of  smooth,  shining,  longi- 
tudinal fibres,  denser  and  more  compact  than  those  of  the  anterior  ligament,  and 
composed  of  a  superficial  layer  occupying  the  interval  between  three  or  four 
vertebra,  and  of  a  deeper  layer  which  extends  between  one  vertebra  and  the 
next  adjacent  to  it.  It  is  separated  from  the  dura  mater  of  the  spinal  cord  by 
some  loose  filamentous  tissue,  very  liable  to  serous  infiltration. 

The  Intervertebral  Sul>stance  (Fig.  209)  is  a  lenticular  disk  of  fibro- cartilage, 
interposed  between  the  adjacent  surfaces  of  the  bodies  of  the  vertebras,  from  the 

Fig.  209. — Vertical  Section  of  two  Vertebra  and  their  Ligaments,  from  the  Lumbar  Region. 


axis  to  the  sacrum,  and  forming  the  chief  bond  of  connection  between  these 
bones.  These  disks  vary  in  shape,  size,  and  thickness,  in  different  parts  of  the 
spine.  In  shape  they  accurately  correspond  with  the  surfaces  of  the  bodies 
between  which  they  are  placed,  being  oval  in  the  cervical  and  lumbar  regions, 
and  circular  in  the  dorsal.  Their  size  is  greatest  in  the  lumbar  region.  In 
thickness  they  vary  not  only  in  the  different  regions  of  the  spine,  "but  in  different 
parts  of  the  same  region :  thus,  they  are  uniformly  thick  in  the  lumbar  region ; 
thickest,  in  front,  in  the  cervical  and  lumbar  regions  which  are  convex  forwards; 
and  behind,  to  a  slight  extent,  in  the  dorsal  region.  They  thus  contribute,  in  a 
great  measure,  to  the  curvatures  of  the  spine  in  the  neck  and  loins;  whilst  the 
concavity  of  the  dorsal  region  is  chiefly  due  to  the  shape  of  the  bodies  of  the 
vertebra?.  The  intervertebral  disks  form  about  one-fourth  of  the  spinal  column, 
exclusive  of  the  first  two  vertebrae;  they  are  not  equally  distributed,  however, 
between  the  various  bones;  the  dorsal  portion  of  the  spine  having,  in  proportion 
to  its  length,  a  much  smaller  quantity  than  in  the  cervical  and  lumbar  regions, 
which  necessarily  gives  to  the  latter  parts  greater  pliancy  and  freedom  of  move- 
ment. Tiie  intervertebral  disks  are  adherent,  by  their  surfaces,  to  the  adjacent 
parts  of  the  bodies  of  the  vertcbrie;  and  by  their  circumference  are  closely 
connected  in  front  to  the  anterior,  and  behind  to  the  posterior  common  ligament; 
whilst,  in  the  dorsal  region,  they  are  connected  laterally,  by  means  of  the  inter- 
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articular  ligament,  to  the  heads  of  those  ribs  which  articulate  with  two  ver- 
tebra; they,  consequently,  form  part  of  the  articular  cavities  in  which  the 
heads  of  those  bones  are  received. 

The  intervertebral  substance  is  composed,  at  its  circumference,  of  laminae  of 
fibrous  tissue  and  fibro-cartilage ;  ana,  at  its  centre,  of  a  soft,  elastic,  pulpy 
matter.  The  laminae  are  arranged  concentrically  one  within  the  other,  with 
their  edges  turned  towards  the  corresponding  surfaces  of  the  vertebra,  and  con- 
sist of  alternate  plates  of  fibrous  tissue  and  fibro-cartilage.  These  plates  are  not 
quite  vertical  in  their  direction,  those  near  the  circumference  being  curved  out- 
wards and  closely  approximated ;  whilst  those  nearest  the  centre  curve  in  the 
opposite  direction,  and  are  somewhat  more  widely  separated.  The  fibres  of 
which  each  plate  is  composed,  are  directed,  for  the  most  part,  obliquely  from 
above  downwards ;  the  fibres  of  an  adjacent  plate  have  an  exactly  opposite 
arrangement,  varying  in  their  direction  in  every  layer ;  whilst  in  some  few  they 
are  horizontal.  This  laminar  arrangement  belongs  to  about  the  outer  half  of 
each  disk,  the  central  part  being  occupied  by  a  soft,  pulpy,  highly  elastic  sub- 
stance, of  a  yellowish  color,  which  rises  up  considerably  above  the  surrounding 
level,  when  the  disk  is  divided  horizontally.  This  substance  presents  no  con- 
centric arrangement,  and  consists  of  white  fibrous  tissue,  with  cells  of  variable 
shape  and  size  interspersed.  The  pulpy  matter,  which  is  especially  well  devel- 
oped in  the  lumbar  region,  is  separated  from  immediate  contact  with  the  verte- 
brae by  the  interposition  of  thin  plates  of  cartilage. 

2.  Ligaments  connecting  the  Lamina 

Ligamenta  Subflava. 

The  Ligamenta  Subflava  (Fig.  209)  are  interposed  between  the  laminaB  of  the 
vertebrae,  from  the  axis  to  tne  sacrum.  They  are  most  distinct  when  seen  from 
the  interior  of  the  spinal  canal ;  when  viewed  from  the  outer  surface,  they  appear 
short,  being  overlapped  by  the  laminae.  Each  ligament  consists  of  two  lateral 
portions,  which  commence  on  each  side  at  the  root  of  either  articular  process, 
and  pass  backwards  to  the  point  where  the  laminae  converge  to  form  the  spinous 
process,  where  their  margins  are  thickest,  and  separated  by  a  slight  interval, 
filled  up  with  areolar  tissue.  These  ligaments  consist  of  yellow  elastic  tissue, 
the  fibres  of  which,  almost  perpendicular  in  direction,  are  attached  to  the  ante- 
rior surface  of  the  margin  of  the  lamina  above,  and  to  the  posterior  surface,  as 
well  as  to  the  margin  of  the  lamina  below.  In  the  cervical  region,  they  are 
thin  in  texture,  but  very  broad  and  long ;  they  become  thicker  m  the  dorsal 
region:  and  in  the  lumbar  acquire  very  considerable  thickness.  Their  highly 
elastic  property  serves  to  preserve  the  upright  posture,  and  to  assist  in  resuming 
it,  after  the  spine  has  been  flexed.  These  ligaments  do  not  exist  between  the 
occiput  and  atlas,  or  between  the  atlas  and  axis. 

3.  Ligaments  connecting  the  Articular  Processes. 

The  Capsular  Ligaments  (Fig.  211)  are  thin  and  loose  ligamentous  sacs,  at- 
tached to  the  contiguous  margins  of  the  articulating  processes  of  each  vertebra, 
through  the  greater  part  of  their  circumference,  and  completed  internally  by 
the  ligamenta  subflava.  They  are  longer  and  more  loose  in  the  cervical  than 
in  the  dorsal  or  lumbar  regions.  The  capsular  ligaments  are  lined  on  their  inner 
surface  by  synovial  membrane. 

4.  Ligaments  connecting  the  Spinous  Processes. 

Interspinous.  Supraspinous. 

The  Interspinous  Ligaments  (Pig.  209),  thin  and  membranous,  are  interposed 
between  the  spinous  processes  in  the  dorsal  and  lumbar  regions.    Each  ligament 
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extends  from  the  root  to  near  the  summit  of  each  spinous  process,  and  connects 
together  their  adjacent  margins.  They  are  narrow  and  elongated  in  the  dorsal 
region,  broader,  quadrilateral  in  form,  and  thicker  in  the  lumbar  region. 

The  Supraspinous  Ligament  is  a  strong  fibrous  cord,  which  connects  together 
the  apices  of  the  spinous  processes  from  the  seventh  cervical  to  the  spine  of  the 
sacrum.  It  is  thicker  and  broader  in  the  lumbar  than  Til  the  dorsal  region,  and 
intimately  blended,  in  both  situations,  with  the  neighboring  aponeuroses.  The 
most  superficial  fibres  of  this  ligament  connect  three  or  four  vertebras ;  those 
deeper  seated  pass  between  two  or  three  vertebrae;  whilst  the  deepest  connect 
the  contiguous  extremities  of  neighboring  vertebrae. 

5.  Ligaments  connecting  the  Transverse  Processes. 

Intertransverse. 

The  Intertransverse  Ligaments  consist  of  a  few  thin  scattered  fibres,  interposed 
between  the  transverse  processes.  They  are  generally  wanting  in  the  cervical 
region;  in  the  dorsal,  they  are  rounded  cords;  in  the  lumbar  region  they  are 
thm  and  membranous. 

Actions.  The  movements  permitted  in  the  spinal  column  are,  Flexion,  Exten- 
sion, Lateral  movement,  Circumduction,  and  Eotation. 

In  Flexion,  or  movement  of  the  spine  forwards,  the  anterior  common  ligament 
is  relaxed,  and  the  intervertebral  substances  are  compressed  in  front ;  while  the 
posterior  common  ligament,  the  ligamenta  subflava,  and  the  inter-  and  supra- 
spinous ligaments,  are  stretched,  as  well  as  the  posterior  fibres  of  the  interver- 
tebral disks.  The  interspaces  between  the  laminae  are  widened,  and  the  inferior 
articular  processes  of  the  vertebrae  above  glide  upwards,  upon  the  articular  pro- 
cesses of  the  vertebrae  below.  Flexion  is  the  most  extensive  of  all  the  move- 
ments of  the  spine. 

In  Extension,  or  movement  of  the  spine  backwards,  an  exactly  opposite  dispo- 
sition of  the  parts  takes  place.  This  movement  is  not  extensive,  being  limited 
by  the  anterior  common  ligament,  and  by  the  approximation  of  the  spinous 
processes. 

Flexion  and  extension  are  most  free  in  the  lower  part  of  the  lumbar,  and  in 
the  cervical  regions;  extension  in  the  latter  region  being  greater  than  flexion, 
the  reverse  of  which  is  the  case  in  the  lumbar  region.  These  movements  are 
least  free  in  the  middle  and  upper  part  of  the  back. 

In  Lateral  Movement,  the  sides  of  the  intervertebral  disks  are  compressed,  the 
extent  of  motion  being  limited  by  the  resistance  offered  by  the  surrounding  liga- 
ments, and  by  the  approximation  of  the  transverse  processes.  This  movement 
may  take  place  in  any  part  of  the  spine,  but  is  most  free  in  the  neck  and  loins. 

Circumduction  is  very  limited,  and  is  produced  merely  by  a  succession  of  the 
preceding  movements. 

Botation  is  produced  by  the  twisting  of  the  intervertebral  substances;  this, 
although  only  slight  between  any  two  vertebrae,  produces  a  great  extent  of 
movement,  when  it  takes  place  in  the  whole  length  of  the  spine,  the  front  of  the 
column  being  turned  to  one  or  the  other  side.  This  movement  takes  place  only 
to  a  slight  extent  in  the  neck,  but  is  more  free  in  the  lower  part  of  the  dorsal 
and  lumbar  regions. 

It  is  thus  seen  that  the  cervical  region  enjoys  the  greatest  extent  of  each  variety 
of  movement,  flexion  and  extension  especially  being  very  free.  In  the  dorsal 
region,  especially  at  its  upper  part,  the  movements  are  most  limited;  flexion, 
extension,  and  lateral  motion  taking  place  only  to  a  slight  extent. 

II.  Articulation  op  the  Atlas  with  the  Axis. 

The  articulation  of  the  anterior  arch  of  the  atlas  with  the  odontoid  process 
forms  a  lateral  ginglymus  joint,  whilst  that  between  the  articulating  processes 
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of  the  two  bones  forma  a  double  arthrodia.  The  ligaments  which  connect  these 
bones  are,  the 

Two  Anterior  Atlo-axoid.  Transverse. 

Posterior  Atlo-axoid.  Two  Capsular. 

Of  the  Two  Anterior  Atlo-axoid  Liyaments  (Fig.  210),  the  more  superficial  is 
a  rounded  cord,  situated  in  the  middle  line;  it  is  attached,  above,  to  the  tubercle 

Fig.  210.—  Occipittt-aUoid  and  Atlo-axoid  Ligaments.    Front  View. 


on  the  anterior  arch  of  the  atlas ;  below,  to  the  base  of  the  odontoid  process  and 
tody  of  the  axis.  The  deeper  ligament  is  a  membranous  layer,  attached,  above, 
to  the  lower  border  of  the  anterior  arch  of  the  atlas;  below,  to  the  base  of  the 
odontoid  process,  and  body  of  the  axis.  These  ligaments  are  in  relation,  in 
front,  with  the  Recti  antici  majores. 

The  Posterior  Ath-axoid  Ligament  (Fig.  211)  is  a  broad  and  thin  membranous 
layer,  attached,  above,  to  the  lower  border  of  the  posterior  arch  of  the  atlas ; 
below,  to  the  upper  edge  of  the  laminm  of  the  axis.  This  ligament  supplies  the 
place  of  the  ligamenta  subflava,  and  is  in  relation,  behind,  with  the  Inferior 
oblique  muscles. 

The  Transverse  Ligament1  (Figs.  212,  213)  is  a  thick  and  strong  ligamentous 
band,  which  arches  across  the  ring  of  the  atlas,  and  serves  to  retain  the  odontoid 
process  in  firm  connection  with  its  anterior  arch.  This  ligament  is  flattened 
from  before  backwards,  broader  and  thicker  in  the  middle  than  at  either  ex- 
tremity, and  firmly  attached  on  each  aide  of  the  atlas  to  a  small  tubercle  on 
the  inner  surface  of  its  lateral  mass.  As  it  crosses  the  odontoid  process,  a  small 
fasciculus  is  derived  from  its  upper  and  lower  borders;  the  former  passing 
upwards,  to  be  inserted  into  the  basilar  process  of  the  occipital  bone;  the  latter, 
downwards,  to  be  attached  to  the  root  of  the  odontoid  process;  hence,  the  whole 
ligament  has  received  the  name  of  cruciform.     The  transverse  ligament  divides 

1  It  has  been  found  necessary  to  describe  the  transverse  ligament  with  those  of  the  atlas  and 
■xii>;  tint  the  student  must  rememher  that  it  in  realty  a  portion  of  the  mechanism  by  which  the 
movements  of  the  head  on  the  spine  are  regulated :  bo  that  the  connections  between  the  nilns 
«ud  axis  ought  always  to  be  studied  together  with  those  between  the  latter  bones  and  the  skull. 

19 
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the  ring  of  the  atlas  into  two  unequal  parts:  of  these,  the  posterior  and  larger 
serves  for  the  transmission  of  the  cord  and  its  membranes;  the  anterior  and 

Fig.  211.— Occipito-axoid  and  Atlo-axoid  Ligaments.    Posterior  View. 


f.rpaiw  ef^rtAmlAit 


Fig.  212. — Articulation  between  Odontoid  Process  and  Atlas. 


smaller  contains  the  odontoid  process.  Since  the  lower  border  of  the  space 
between  the  anterior  arch  of  the  atlas  and  the  transverse  ligament  is  smaller 
than  the  upper  (because  the  transverse  ligament  embraces  firmly  the  narrow 
neck  of  the  odontoid  process),  this  process  is  retained  in  firm  connection  with 
the  atlas  when  all  the  other  ligaments  have  been  divided. 

The  Capsular  Ligaments  are  two  thin  and  loose  capsules,  connecting  the 
articular  surfaces  of  the  atlas  and  axis,  the  fibres  being  strongest  on  the  anterior 
and  external  part  of  the  articulation. 

There  axe  four  Synovial  Membrane*  in  this  articulation;  one  lining  the  inner 
purface  of  each  of  the  capsular  ligaments ;  one  between  the  anterior  surface  of 
the  odontoid  process  and  the  anterior  arch  of  the  atlas ;  and  one  between  the 
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posterior  surface  of  the  odontoid  process  and  the  transverse  ligament.  The 
latter  often  communicates  with  those  between  the  condyles  of  the  occipital  bone 
und  the  articular  surfaces  of  the  atlas. 

Fig.  213. — Occipito-aioid  mid  Allo-usoid   Ligaments.     Posterior  View,  obtained  by  removing 
the  arches  of  the  Vertebra  and  the  posterior  purt  of  tbe  skull. 


Actions,  This  joint  is  capable  of  great  mobility,  and  allows  the  rotation  of 
the  atlas  (and,  with  it,  of  the  cranium)  upon  the  axis,  the  extent  of  rotation 
being  limited  by  the  odontoid  ligaments. 

Articulations  of  the  Spike  with  the  Cranium. 

The  ligaments  connecting  the  spine  with  the  cranium  may  be  divided  into 
two  sets,  those  connecting  the  occipital  bone  with  the  atlas,  and  those  connecting 
the  occipital  bone  with  the  axis. 

ITI.  Articulation  of  the  Atlas  with  the  Occipital  Bone. 
This  articulation  is  a  double  arthrodia.     Its  ligaments  are  the 
Two  Anterior  Occipito-atloid. 
Posterior  Occipito-atloid. 
Two  Lateral  Occipito-atloid. 
Two  Capsular. 

Of  the  Two  Anterior  Ligaments  (Fig.  210),  the  superficial  is  a  strong,  narrow, 
rounded  cord,  attached,  above,  to  the  basilar  process  of  the  occiput ;  below,  to 
the  tubercle  on  the  anterior  arch  of  the  atlas:  the  deeper  ligament  is  a  broad 
and  thin  membranous  layer  which  passes  between  the  anterior  margin  of  the 
foramen  magnum  above,  and  the  whole  length  of  the  upper  border  of  the  ante- 
rior arch  of  tbe  atlas  below.  This  ligament  is  in  relation,  in  front,  with  the  Recti 
antici  minores ;  behind,  with  the  odontoid  ligaments. 

The  Posterior  Occipito-atloid  Ligament  (Fig.  211)  is  a  very  broad  but  thin 
membranous  lamina,  intimately  blended  with  the  dura  mater.     It  is  connected, 
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above,  to  the  posterior  margin  of  the  foramen  magnum ;  below,  to  the  upper 
border  of  the  posterior  arch  of  the  atlas.  This  ligament  is  incomplete  at  each 
side,  and  forms,  with  the  superior  intervertebral  notch,  an  opening  for  the  pas- 
sage of  the  vertebral  artery  and  sub-occipital  nerve.  It  is  in  relation,  behind, 
with  the  Recti  postici  minores  and  Obliqui  superiores ;  in  front,  with  the  dura 
mater  of  the  spinal  canal,  to  which  it  is  intimately  adherent. 

The  Lateral  Ligaments  are  strong  fibrous  bands,  directed  obliquely  upwards 
and  inwards,  attached  above  to  the  jugular  process  of  the  occipital  bone ;  below, 
to  the  base  of  the  transverse  process  of  the  atlas. 

The  Capsular  Ligaments  surround  the  condyles  of  the  occipital  bone,  and  con- 
nect them  with  the  articular  surfaces  of  the  atlas ;  they  consist  of  thin  and  loose 
capsules,  which  inclose  the  synovial  membrane  of  the  articulation.  The  synovial 
membranes  between  the  occipital  bone  and  atlas  communicate  occasionally 
with  that  between  the  posterior  surface  of  the  odontoid  process  and  transverse 
ligaments. 

Actions.  The  movements  permitted  in  this  joint  are  flexion  and  extension, 
which  give  rise  to  the  ordinary  forward  or  backward  nodding  of  the  head, 
besides  slight  lateral  motion  to  one  or  the  other  side.  When  either  of  these 
actions  is  carried  beyond  a  slight  extent,  the  whole  of  the  cervical  portion  of  the 
spine  assists  in  its  production.  According  to  Cruveilhier,  there  is  a  slight 
motion  of  rotation  in  this  joint. 

IV.  Articulation  of  the  Axis  with  the  Occipital  Bone. 

Occipito-axoid.  Three  Odontoid. 

To  expose  these  ligaments,  the  spinal  canal  should  be  laid  open  by  removing 
the  posterior  arch  of  the  atlas,  the  laminaB  and  spinous  process  of  the  axis, 
and  the  portion  of  the  occipital  bone  behind  the  foramen  magnum,  as  seen  in 
Fig.  213. 

The  Occipito-axoid  Ligament  (Apparatus  ligamentosus  colli)  is  situated  at  the 
upper  part  of  the  front  surface  of  the  spinal  canal.  It  is  a  broad  and  strong 
ligamentous  band,  which  covers  the  odontoid  process  and  its  ligaments,  and 
appears  to  be  a  prolongation  upwards  of  the  posterior  common  ligament  of  the 
spine.  It  is  attached,  below,  to  the  posterior  surface  of  the  body  of  the  axis, 
and,  becoming  expanded  as  it  ascends,  is  inserted  into  the  basilar  groove  of  the 
occipital  bone,  in  front  of  the  foramen  magnum. 

Relations.  By  its  anterior  surface,  it  is  intimately  connected  with  the  trans- 
verse ligament,  by  its  posterior  surface  with  the  dura  mater.  By  cutting  this 
ligament  across,  and  turning  its  ends  aside,  the  transverse  and  odontoid  liga- 
ments are  exposed. 

The  Odontoid  or  Check  Ligaments  are  strong,  rounded,  fibrous  cords,  which 
arise  one  on  either  side  of  the  apex  of  the  odontoid  process,  and,  passing  obliquely 
upwards  and  outwards,  are  inserted  into  the  rough  depressions  on  the  inner  side 
of  the  condyles  of  the  occipital  bone.  In  the  triangular  interval  left  between 
these  ligaments  and  the  margin  of  the  foramen  magnum,  a  third  strong  liga- 
mentous band  (ligamentum  suspensorium)  may  be  seen,  which  passes  almost 
perpendicularly  from  the  apex  of  the  odontoid  process  to  the  anterior  margin  of 
the  foramen,  being  intimately  blended  with  the  anterior  occipito-atloid  ligament, 
and  upper  fasciculus  of  the  transverse  ligament  of  the  atlas. 

Actions.  The  odontoid  ligaments  serve  to  limit  the  extent  to  which  rotation 
of  the  cranium  may  be  carried ;  hence  they  have  received  the  name  of  check 
ligaments. 

V.  Temporo-maxillary  Articulation. 

This  is  an  arthrodial  joint ;  the  parts  entering  into  itsr  formation  are,  on  each 
Bide,  the  anterior  part  of  the  glenoid  cavity  of  the  temporal  bone* and  the 
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linentia  articularis  above;  with  the  condyle  of  the  lower  jaw  below.     The 
;amcnts  arc  the  following: 

External  Lateral.  Stylo- maxillary. 

Internal  Lateral.  Capsular. 

Inter  articular  Fibro- cartilage. 

Fig.  214. — Tuinporomaiillary  Articulation.     External  View. 


V^ 


The  External  Lateral  Ligament  (Fig.  214)  is  a  short,  thin,  and  narrow  fasci- 
culus attached  above  to  the  outer  surface  of  the  zygoma  and  to  the  rough 
tubercle  on  its  lower  border ;  below, 
to  the  outer  surface  and  posterior  F 

border  of  the  neck  of  the  lower  jaw. 
This  ligament  is  broader  above 
than  below;    its  fibres  arc  placed 

Jarallel  with  one  another,  and 
irected  obliquely  downwards  and 
backwards.  Externally,  it  is 
covered  by  the  parotid  gland  and 
by  the  integument.  Internally,  it 
is  in  relation  with  the  intcrarticu- 
lar  fibro-cartilage  and  the  synovial 
membrane. 

The  Internal  Lateral  Ligament 
(Fig.  215)  is  a  long,  thin,  and  loose 
band,  which  is  attached  above  to 
the  spinous  process  of  the  sphenoid 
bone,  and  becoming  broader  as  it 
descends,  is  inserted  into  the  inner 
margin  of  the  dental  foramen.  Its 
outer  surface  is  in  relation  above 
with  the  External  pterygoid  mus- 
cle ;  lower  down  it  is  separated  from 
the  neck  of  the  condyle  by  the  in- 
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ternal  maxillary  artery ;  and  still  more  inferiorly  the  inferior  dental  vessels  and 
nerve  separate  it  from  tlie  ramus  of  the  jaw.  Internally,  it  is  in  relation  with 
the  Internal  pterygoid.1 

The  Stylo-maxillary  Ligament  is  a  thin  aponeurotic  cord,  which  extends  from 
near  the  apex  of  the  styloid  process  of  the  temporal  bone,  to  the  angle  and 
posterior  border  of  the  ramus  of  the  lower  jaw,  between  the  Masscter  and  In- 
ternal pterygoid  muscles.  This  ligament  separates  the  parotid  from  the  sub- 
maxillary gland,  and  has  attached  to  its  inner  side  part  of  the  fibres  of  origin 
of  the  Stylo-glossuB  muscle.  Although  usually  classed  among  the  ligaments 
of  the  jaw,  it  can  only  be  considered  as  an  accessory  in  the  articulation. 

Along  with  the  stylo-maxillary  ligament,  may  be  described  the  stylo-hyoid  liga- 
ment, although  it  is  in  no  way  connected  with  the  functions  of  the  lower  jaw. 
This  is  a  fibrous  cord,  which  continues  the  styloid  process  down  to  the  hyoid 
bone,  being  attached  to  the  tip  of  the  former  and  the  email  cornu  of  the  latter. 
It  is  often  more  or  less  ossified. 

The  Capsular  Ligament  forms  a  thin  and  loose  ligamentous  capsule,  attached 
above  to  the  circumference  of  the  glenoid  cavity  and  the  articular  surface 
immediately  in  front ;  below,  to  the  neck  of  the  condyle  of  the  lower  jaw.  It 
consists  of  a  few  thin  scattered  fibres,  and  can  hardly  be  considered  as  a  distinct 
ligament;  it  is  thickest  at  the  back  part  of  the  articulation. 

The  Interarticular  Fihro-cartilage  (Fig.  216)  is  a  thin  plate  of  an  oval  form, 
placed  horizontally  between  the  condyle  of  the  jaw  and  the  glenoid  cavity. 
Its  upper  surface  is  concave  from 
Fig.  216  —Vertical  Section  of  Temporo-ra miliary      before  backwards,  and  a  little  con- 
Articu lotion.  vcx  transversely,  to  accommodate 

itself  to  the  form  of  the  glenoid 
cavity.  Its  under  surface,  where 
it  i3  in  contact  with  the  condyle,  is 
concave.  Its  circumference  is  con- 
nected externally  to  the  external 
lateral  ligament ;  internally,  to  the 
capsular  ligament;  and  in  front  to 
the  tendon  of  the  External  ptery- 
goid muscle.  It  is  thicker  at  its 
/  circumference,    especially   behind, 

/  than  at  its  centre,  where  it  is  some 

'  times    perforated.     The   fibres  of 

which  it  is  composed  have  a  con- 
centric arrangement,  more  apparent 
at  the  circumference  than  at  the  centre.  Its  surfaces  are  smooth,  and  divide 
the  joint  into  two  cavities,  each  of  which  is  furnished  with  a  separate  synovial 
membrane.  When  the  fibro-cartilage  is  perforated,  the  synovial  membranes 
are  continuous  with  one  another. 

The  Synovial  Membranes,  two  in  number,  are  placed  one  above,  and  the  other 
below  the  fibro-cartilagc.  The  upper  one,  the  larger  and  looser  of  the  two,  i.« 
continued  from  the  margin  of  the  cartilage  covering  the  glenoid  cavity  and 
eminentia  articularis,  over  the  upper  surface  of  the  fibro-cartilage.  The  lower 
one  is  interposed  between  the  under  surface  of  the  fibro-cartilage  and  the  con- 
dyle of  the  jaw,  being  prolonged  downwards  a  little  further  behind  than  in  front. 
The  Nerves  of  this  joint  are  derived  from  the  auriculo- temporal  and  masseteric 
branches  of  the  inferior  maxillary. 

Actions.  The  movements  permitted  in  this  articulation  are  very  extensive. 
Thus,  the  jaw  may  be  depressed  or  elevated,  or  it  may  be  carried  forwards  or 
backwards,  or  from  side  to  side.     It  is  by  the  alternation  of  these  movements 

1  Dr.  Humphry  describee  Ihe  internal  portion  of  the  capenlnr  ligament  separately,  as  the  short 
internal  lateral  ligament ;  and  it  certainly  seems  ns  deserving  of  a  separate  description  as  the 
external  lateral  ligament  is. 
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performed  in  succession,  that  a  kind  of  rotatory  movement  of  the  lower  jaw  upon 
the  upper  takes  place,  which  materially  assists  in  the  mastication  of  the  food. 

If  the  movement  of  depression  is  carried  only  to  a  slight  extent,  the  condyles 
remain  in  the  glenoid  cavities,  their  anterior  part  descending  only  slightly ;  but 
if  the  depression  is  considerable,  the  condyles  glide  from  the  glenoid  fossie  on  to 
the  articular  eminences,  carrying  with  them  the  interarticular  fibro-cartilages. 
When  this  movement  is  carried  to  too  great  an  extent,  as,  for  instance,  during  a 
convulsive  yawn,  dislocation  of  the  condyle  into  the  zygomatic  fossa  may  occur ; 
the  interarticular  cartilage  being  carried  forwards,  and  the  capsular  ligament 
raptured.  When  the  jaw  is  elevated,  after  forced  depression,  the  condyles  and 
fibro-cartilages  are  carried  backwards  into  their  original  position.  When  the 
jaw  is  carried  horizontally  forwards  and  backwards,  or  from  side  to  side,  a 
horizontal  gliding  movement  of  the  fibro-cartilages  and  condyles  upon  the 
glenoid  cavities  takes  place  in  the  corresponding  direction. 

VI.  Articulation  of  the  Ribs  with  the  Vertebra. 

The  articulation  of  the  ribs  with  the  vertebral  column  may  be  divided  into 

two  sets :  1.  Those  which  connect  the  heads  of  the  ribs  with  the  bodies  of  the 

vertebrae ;  2.  Those  which  connect  the  necks  and  tubercles  of  the  ribs  with  the 

transverse  processes. 

1.  Articulations  between  the  Heads  of  the  Ribs  and  the  Bodies 
of  the  Vertebbje.    (Fig.  217.) 

These  constitute  a  series  of  ginglymoid  joints,  formed  by  the  articulations  of 
the  heads  of  the  ribs  with  the  cavities  on  the  contiguous  margins  of  the  bodies 
of  the  dorsal  vertebras,  connected  together  by  the  following  ligaments : — 
Anterior  Costo- vertebral  or  Stellate. 
Capsular. 
Interarticular. 

The  Anterior  Costo-vertebral  or  Stellate  Ligament  connects  the  anterior  part 
of  the  head  of  each  rib  with  the  sides  of  the  bodies  of  two  vertebras,  and  the 
intervertebral  disk  between  them.     It  consists  of  three  flat  bundles  of  liga- 
mentous   fibres,    which 
radiate  from  the  anterior     Fig.  217.- 
part  of  the  head  of  the 
rib.     The  superior  fasci- 
culus passes  upwards  to 
be  connected   with  the 
body  of   the     vertebra 
above;  the  inferior  one 
descends  to  the  body  of 
the  vertebra  below ;  and  ' 

the  middle  one,  the 
smallest  and  least  dis- 
tinct, passes  horizontally 
inwards  to  he  attached 
to  the  intervertebral 
substance.  / 

Relations.  In  front, 
with  the  thoracic  ganglia 
of  the  sympathetic,  the 
pleura,  and  on  the  right 
side,  with  the  vena 
azygos  major;  behind,  • 
with  the  interarticular 
ligament  and  synovial 
membranes. 
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In  the  first  rib,  which  articulates  with  a  single  vertebra  only,  this  ligament 
does  not  present  a  distinct  division  into  three  fasciculi ;  its  superior  fibres,  how- 
ever, pass  to  be  attached  to  the  body  of  the  last  cervical  vertebra,  as  well  as  to 
the  body  of  the  vertebra  with  which  the  rib  articulates.  In  the  tenth,  eleventh, 
and  twelfth  ribs  also,  which  likewise  articulate  with  a  single  vertebra,  the 
division  does  not  exist;  but  the  upper  fibres  of  the  ligament,  in  each  case,  are  con- 
nected with  the  vertebra  above,  as  well  as  that  with  which  the  ribs  articulate. 

The  Capsular  Ligament  is  a  thin  and  loose  ligamentous  bag,  which  surrounds 
the  joint  between  the  head  of  the  rib  and  the  articular  cavity  formed  by  the 
junction  of  the  vertebrae.  It  is  very  thin,  firmly  connected  with  the  anterior 
ligament,  and  most  distinct  at  the  upper  and  lower  parts  of  the  articulation. 

The  Interarticular  Ligament  is  situated  in  the  interior  of  the  joint.  It  con- 
sists of  a  short  band  of  fibres,  flattened  from  above  downwards,  attached  by  one 
extremity  to  the  sharp  crest  on  the  head  of  the  rib,  and  by  the  other  to  the 
intervertebral  disk.  It  divides  the  joint  into  two  cavities,  which  have  no  com- 
munication with  one  another,  but  are  each  lined  by  a  separate  synovial  mem- 
brane. In  the  first,  tenth,  eleventh,  and  twelfth  ribs,  the  interarticular  ligament 
does  not  exist ;  consequently,  there  is  but  one  synovial  membrane. 

Actions.  The  movement  permitted  in  these  articulations  are  limited  to  eleva- 
tion, depression,  and  a  slight  amount  of  movement  forwards  and  backwards. 
The  mooility,  however,  of  the  different  ribs  varies  very  much.  The  first  rib  is 
almost  immovable,  excepting  in  deep  inspiration.  The  movement  of  the  second 
rib  is  also  not  very  extensive.  In  the  other  ribs,  their  mobility  increases  suc- 
cessively down  to  the  last  two,  which  are  very  movable.  The  ribs  are  generally 
more  movable  in  the  female  than  in  the  male. 

2.  Articulations  of  the  Necks  and  Tubercles  of  the  Eibs  with  the 

Transverse  Processes.    (Fig.  218.) 

The  ligaments  connecting  these  parts  are — 

Anterior  Costo-transverse. 

Middle  Costo-transverse  (Interosseous). 

Posterior  Costo-transverse. 

Capsular. 

The  Anterior  Costo-transverse  Ligament  is  a  broad  and  strong  band  of  fibres, 
attached  below  to  the  sharp  crest  on  the  upper  border  of  the  neck  of  each  rib, 
and  passing  obliquely  upwards  and  outwards,  to  the  lower  border  of  the  trans- 
verse process  immediately  above.  It  is  broader  below  than  above,  broader  and 
thinner  between  the  lower  ribs  than  between  the  upper,  and  more  distinct  in 
front  than  behind.  This  ligament  is  in  relation,  in  front,  with  the  intercostal 
vessels  and  nerves;  behind,  with  the  Longissimus  dorsi.  Its  internal  border 
completes  an  aperture  formed  between  it  and  the  articular  processes,  through 
which  pass  the  posterior  branches  of  the  intercostal  vessels  and  nerves.  Its 
external  border  is  continuous  with  a  thin  aponeurosis,  which  covers  the  External 
intercostal  muscle. 

The  first  and  last  ribs  have  no  anterior  costo-transverse  ligament. 

The  Middle  Costo-transverse  or  Interosseoiis  Ligament  consists  of  short,  but 
strong,  fibres,  which  pass  between  the  rough  surface  on  the  posterior  part  of  the 
neck  of  each  rib,  and  the  anterior  surface  of  the  adjacent  transverse  process.  In 
order  fully  to  expose  this  ligament,  a  horizontal  section  should  be  made  across 
the  transverse  process  and  corresponding  part  of  the  rib;  or  the  rib  may  be 
forcibly  separated  from  the  transverse  process,  and  its  fibres  put  on  the  stretch. 

In  the  eleventh  and  twelfth  ribs,  this  ligament  is  quite  rudimentary. 

The  Posterior  Costo-transverse  Ligament  is  a  short,  but  thick  and  strong,  fas- 
ciculus, which  passes  obliquely  from  the  summit  of  the  transverse  process  to  the 
rough  non-articular  portion  of  the  tubercle  of  the  rib.    This  ligament  is  shorter 
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and  more  oblique  in  the  upper  than  in  the  lower  ribs.     Those  corresponding  to 
the  superior  ribs  ascend,  and  those  of  the  inferior  ones  slightly  descend. 

Fig.  218.-  ■  C  os  to -trail  e  verse  Articulation.     Seen  from  ubove. 


In  the  eleventh  and  twelfth  ribs,  this  ligament  is  wanting. 

The  articular  portion  of  the  tubercle  of  the  rib,  and  adjacent  transverse  process, 
form  an  arthrodial  joint,  provided  with  a  thin  Capsular  ligament  attached  to 
the  circumference  of  the  articulating  surfaces,  and  enclosing  a  small  synovial 
membrane. 

In  the  eleventh  and  ttvel/lh  ri/is,  this  articulation  is  wanting. 

Actions.  The  movement  permitted  in  these  joints  is  limited  to  a  slight  gliding 
motion  of  the  articular  surfaces  one  upon  the  other. 

VTL  Articulation  of  the  Cartilages  of  the  Ribs  with  the  Sternum,  etc. 
(Kg.  219.) 
The  articulations  of  the  cartilages  of  the  true  ribs  with  the  sternum  are  arthro- 
dial joints.     The  ligaments  connecting  them  are — 
Anterior  Costo- sternal. 
Posterior  Costo-sternal. 
Capsular. 
The  Anterior  Costo-sternal  Ligament  is  a  broad  and  tnin  membranous  band 
that  radiates  from  the  inner  extremity  of  the  cartilages  of  the  true  ribs  to  the 
anterior  surface  of  the  sternum.     It  is  composed  of  fasciculi,  which  pass  in  dif- 
ferent directions.      The  superior    fasciculi  ascend  obliquely,  the  inferior    pass 
obliquely  downwards,  and  the  middle  fasciculi  horizontally.  The  superficial  fibres 
of  this  ligament  are  the  longest ;  they  intermingle  with  the  fibres  of  the  liga- 
ments above  and  below  them,  with  those  of  the  opposite  side,  and  with  the  tendi- 
nous fibres  of  origin  of  the  Peetoralis  major ;  forming  a  thick  fibrous  membrane, 
which  covers  the  surface  of  the  sternum.     This  is  more  distinct  at  the  lower 
than  at  the  upper  part. 

The  Posterior  Costo-sternal  Ligament,  less  thick  and  distinct  than  the  anterior, 
is  composed  of  fibres  which  radiate  from  the  posterior  surface  of  the  sternal  end 
of  the  cartilages  of  the  true  ribs,  to  the  posterior  surface  of  the  sternum,  becom- 
ing blended  with  the  periosteum. 
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The  Capsular  Ligament  surrounds  the  joints  formed  between  the  cartilages  of 
the  true  ribs  and  the  sternum.  It  is  very  thin,  intimately  blended  with  the 
anterior  and  posterior  ligaments,  and  strengthened  at  the  upper  and  lower  part 
of  the  articulation  by  a  few  fibres,  which  pass  from  the  cartilage  to  the  side  of 
the  sternum.     These  ligaments  protect  the  synovial  membranes. 

Pig.  219.— Coato-eternal,  Costo- xiphoid,  and  Intercostal  Articulations.    Anterior  View. 

Ttt  ty-nvri.il  envitiit    expotfi 
Ay  a.  wrtical  lutitm  if  tin  Sttmtia  h  CnrtiltfS4 


Synovial  Membranes.  The  cartilage  of  the  first  rib  is  directly  continuous  with 
the  sternum,  without  any  synovial  membrane.  The  cartilage  of  the  second  rif- 
is  connected  with  the  sternum  by  means  of  an  intcrarticular  ligament,  attached 
by  one  extremity  to  the  cartilage  of  the  second  rib,  and  by  the  other  extremitv 
to  the  cartilage  which  unites  the  first  and  second  pieces  of  the  sternum.  This 
articulation  is  provided  with  two  synovial  membranes.  That  of  the  third  ril» 
has  also  two  synovial  membranes ;  and  that  of  the  fourth,  fifth,  sixth,  and 
seventh,  each  a  single  synovial  membrane.     Thus  there  arc  eight  synovial  cavi- 
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ties  on  each  side  in  the  articulations  between  the  costal  cartilages  of  the  true 
ribs  and  the  sternum.  They  may  be  demonstrated  by  removing  a  thin  section 
from  the  anterior  surface  of  the  sternum  and  cartilages,  as  seen  in  the  figure. 
After  middle  life^  the  articular  surfaces  lose  their  polish,  become  roughened,  and 
the  synovial  membranes  appear  to  be  wanting.  In  old  age,  the  articulations  do 
not  exist,  the  cartilages  of  most  of  the  ribs  becoming  continuous  with  the  ster- 
num. The  cartilage  of  the  seventh  rib,  and  occasionally  also  that  of  the  sixth,  is 
connected  to  the  anterior  surface  of  the  ensiform  appendix,  by  a  band  of  liga- 
mentous fibres,  which  varies  in  length  and  breadth  in  different  subjects.  It  is 
called  the  costo-xiphoid  ligament. 

Actions.  The  movements  which  are  permitted  in  the  costo-sternal  articula- 
tions, are  limited  to  elevation  and  depression;  and  these  only  to  a  slight  extent. 

Articulations  of  the  Cartilages  op  tiie  Ribs  with  each  other 

(Interchondral).    (Fig.  219.) 

The  cartilages  of  the  sixth,  seventh,  and  eighth  ribs  articulate,  by  their  lower 
borders,  with  the  corresponding  margin  of  the  adjoining  cartilages,  by  means  of 
a  small,  smooth,  oblong-shaped  facet.  Each  articulation  is  enclosed  in  a  thin 
capsular  ligament,  lined  by  synovial  membrane,  and  strengthened  externally  and 
internally  by  ligamentous  fibres  (intercostal  ligaments),  which  pass  from  one 
cartilage  to  the  other.  Sometimes  the  cartilage  of  the  fifth  rib,  more  rarely 
that  of  the  ninth,  articulates,  by  its  lower  border,  with  the  adjoining  cartilage 
by  a  small  oval  facet ;  more  frequently  they  are  connected  together  by  a  few 
ligamentous  fibres.  Occasionally,  the  articular  surfaces  above  mentioned  are 
wanting. 

Articulations  of  the  Ribs  with  their  Cartilages  (Costo-chondral). 

(Fig.  219.) 

The  outer  extremity  of  each  costal  cartilage  is  received  into  a  depression  in 
the  sternal  end  of  the  ribs,  and  held  together  by  the  periosteum. 

VIII.  Ligaments  of  the  Sternum. 

The  first  and  second  pieces  of  the  sternum  are  united  by  a  layer  of  cartilage, 
which  rarely  ossifies,  except  at  an  advanced  period  of  life.  These  two  segments 
are  connected  by  an  anterior  and  posterior  ligament.  (See  on  this  head  p.  207 
note.) 

The  anterior  sternal  ligament  consists  of  a  layer  of  fibres,  having  a  longitudinal 
direction ;  it  blends  with  the  fibres  of  the  anterior  costo-sternal  ligaments  on 
both  sides,  and  with  the  aponeurosis  of  origin  of  the  Pectoralis  major.  This 
ligament  is  rough,  irregular,  and  much  thicker  at  the  lower  than  at  the  upper 
part  of  the  bone. 

The  posterior  sternal  ligament  is  disposed  in  a  somewhat  similar  manner  on 
the  posterior  surface  of  the  articulation. 

IX.  Articulation  of  the  Pelvis  with  the  Spine. 

The  ligaments  connecting  the  last  lumbar  vertebra  with  the  sacrum  are  simi- 
lar to  those  which  connect  the  segments  of  the  spine  with  each  other,  viz. : — 1. 
The  continuation  downwards  of  the  anterior  and  posterior  common  ligaments. 
2.  The  intervertebral  substance  connecting  the  flattened  oval  surfaces  of  the 
two  bones,  and  forming  an  amphiarthrodial  joint.  3.  Ligamenta  subflava,  con- 
necting the  arch  of  the  last  lumbar  vertebra  with  the  posterior  border  of  the 
sacral  canal.  4.  Capsular  ligaments  connecting  the  articulating  processes  and 
forming  a  double  arthrodia.    5.  Interspinous  and  supraspinous  ligaments. 
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The  two  proper  ligaments  connecting  the  pelvis  with  the  spine  are  the  lumbo- 
sacral and  iliolumbar. 

The  Lumbosacral  Ligament  (Fig.  220)  is  a  short,  thick,  triangular  fasciculus, 
which  is  connected  above  to  the  lower  and  front  part  of  the  transverse  process 
of  the  last  lumbar  vertebra,  passes  obliquely  outwards,  and  is  attached  below  to 
the  lateral  surface  of  the  base  of  the  sacrum,  becoming  blended  with  the  ante- 
rior saoro  iliac-ligament.  This  ligament  is  in  relation  in  front  with  the  Psoas 
muscle. 

The  llio-lumbar  Ligament  (Fig.  220)  passes  horizontally  outwards  from  the 
apex  of  the  transverse  process  of  the  last  lumbar  vertebra,  to  the  crest  of  the 

Fig.  220. — Articulations  of  Pelvis  and  Hip.     Anterior  View. 


ilium  immediately  in  front  of  the  sacro-iliac  articulation.  It  is  of  a  triangular 
form,  thick  and  narrow  internally,  broad  and  thinner  externally.  It  is  in  rela- 
tion, in  front,  with  the  Psoas  muscle ;  behind,  with  the  muscles  occupying  the 
vertebral  groove ;  above,  with  the  Quadratus  lumborum. 

X.  Articulations  op  the  Pelvis. 

The  ligaments  connecting  the  bone3  of  the  pelvis  with  each  other  may  be 
divided  into  four  groups:— 1.  Those  connecting  the  sacrum  and  ilium.  2.  Those 
passing  between  the  sacrum  and  ischium.  3.  Those  connecting  the  sacrum  and 
coccyx.     4.  Those  between  the  two  pubic  bones. 

1.  Articulation  of  the  Sacrum  and  Ilium. 

The  sacro-iliac  articulation  is  an  amphiarthrodial  joint,  formed  between  the 

lateral  surfaces  of  the  sacrum  and  ilium.     The  anterior  or  auricular  portion  of 

each  articular  surface  is  covered  with  a  thin  plate  of  cartilage,  thicker  on  the 
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sacrum  than  on  the  ilium.  The  surfaces  of  these  cartilages  in  the  adult  arc 
rough  and  irregular,  and  separated  from  one  another  by  a  soft  yellow  pulpy 
substance.  At  an  early  period  of  life,  occasionally  in  the  adult,  and  in  the 
female  during  pregnancy,  they  are  smooth,  and  lined  by  a  delicate  synovial 
membrane.  The  ligaments  connecting  these  surfaces  are  the  anterior  and 
posterior  sacro- iliac. 

The  Anterior  Sacro-iliac  Ligament  (Fig.  220)  consists  of  numerous  thin  liga- 
mentous bands,  which  connect  the  anterior  surfaces  of  the  sacrum  and  ilium. 

The  Posterior  Sacro-iliac  (Fig.  221)  is  a  strong  interosseous  ligament,  situated 
in  a  deep  depression  between  the  sacrum  and  ilium  behind,  and  forming  the 
chief  bond  of  connection  between  those  bones.  It  consists  of  numerous  strong 
fasciculi,  which  pass  between  the  bones  in  various  directions.  Three  of  these 
are  of  large  size ;  the  two  superior,  nearly  horizontal  in  direction,  arise  from  the 
first  and  second  transverse  tubercles  on  the  posterior  surface  of  the  sacrum,  and 
are  inserted  into  the  rough  uneven  surface  at  the  posterior  part  of  the  inner 
surface  of  the  ilium.  The  third  fasciculus,  oblique  in  direction,  is  attached  by 
one  extremity  to  the  third  transverse  tubercle  on  the  posterior  surface  of  the 
sacrum,  and  by  the  other  to  the  posterior  superior  spine  of  the  ilium;  it  is  some- 
times called  the  oblique  sacro- iliac  ligament. 

2.  Ligaments  passing  between  the  Sacrum  and  Ischium.    (Fig.  221.) 

The  Great  Sacro-sciatic  (Posterior). 
The  Lesser  Sacro-sciatic  (Anterior). 

The  Great  or  Posterior  Sacro-sciatic  Ligament  is  situated  at  the  lower  and 
back  part  of  the  pelvis.  It  is  thin,  flat,  and  triangular  in  form ;  narrower  in 
the  middle  than  at  the  extremities;  attached  by  its  broad  base  to  the  posterior 
inferior  spine  of  the  ilium,  to  the  fourth  and  fifth  transverse  tubercles  on  the 
sacrum,  and  to  the  lower  part  of  the  lateral  margin  of  that  bone  and  the  coccyx ; 
passing  obliquely  downwards,  outwards,  and  forwards,  it  becomes  narrow  and 
thick ;  and  at  its  insertion  into  the  inner  margin  of  the  tuberosity  of  the  ischium, 
it  increases  in  breadth,  and  is  prolonged  forwards  along  the  inner  margin  of  the 
ramus,  forming  what  is  known  as  the  falciform  ligament.  The  free  concave 
edge  of  this  ligament  has  attached  to  it  the  obturator  fascia,  with  which  it  forms 
a  kind  of  groove  protecting  the  internal  pudic  vessels  and  nerve.  One  of  its 
surfaces  is  turned  towards  the  perineum,  the  other  towards  the  Obturator 
intcrnus  muscle. 

The  posterior  surface  of  this  ligament  gives  origin,  by  its  whole  extent,  to 
fibres  of  the  Gluteus  maximus.  Its  anterior  surface  is  united  to  the  lesser  sacro- 
sciatic  ligament.  Its  superior  border  forms  the  lower  boundary  of  the  lesser 
sacro-sciatic  foramen.  Its  lower  border  forms  part  of  the  boundary  of  the  peri- 
neum.    It  is  pierced  by  the  coccygeal  branch  of  the  sciatic  artery. 

The  Lesser  or  Anterior  Sacro-sciatic  Ligament,  much  shorter  and  smaller  than 
the  preceding,  is  thin,  triangular  in  form,  attached  by  its  apex  to  the  spine  of 
the  ischium,  and  internally,  by  its  broad  base,  to  the  lateral  margin  of  the 
sacrum  and  coccyx,  anterior  to  the  attachment  of  the  great  sacro-sciatic  ligament, 
with  which  its  fibres  are  intermingled. 

It  is  in  relation,  anteriorly,  with  the  Coccygeus  muscle;  posteriorly,  it  is  covered 
by  the  posterior  ligament,  and  crossed  by  the  internal  pudic  vessels  and  nerve. 
Its  superior  border  forms  the  lower  boundary  of  the  great  sacro-sciatic  foramen ; 
its  inferior  border,  part  of  the  lesser  sacro-sciatic  foramen. 

These  two  ligaments  convert  the  sacro-sciatic  notches  into  foramina.  The 
superior  or  great  sacro-sciatic  foramen  is  bounded,  in  front  and  above,  by  the 
posterior  border  of  the  os  innominatum ;  behind,  by  the  great  sacro-sciatic  liga- 
ment ;  and  below,  by  the  lesser  ligament.  It  is  partially  filled  up,  in  the  recent 
state,  by  the  Pyriformis  muscle.     Above  this  muscle,  the  gluteal  vessels  and 
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superior  gluteal  nerve  emerge  from  the  pelvis;  and  below  it,  the  ischiatic  vessels 
aud  nerves,  the  internal  pudic  vessels  and  nerve,  and  the  nerve  to  the  Obturator 
internus.     The  inferior  or  leaser  sacro-sciatic  foramen  is  bounded,  in  front,  by 

Fig.  221.- -Articulation*  of  Pelvis  and  Hip.    Posterior  View. 


the  tuber  ischii;  above,  by  the  spine  and  lesser  ligament;  behind,  by  the  greater 
ligament.  It  transmits  the  tendon  of  the  Obturator  internus  muscle,  its  nerve, 
and  the  internal  pudic  vessels  and  nerve. 

3.  Articulation  of  the  Sacrum  and  Coccyx. 

This  articulation  is  an  amphiarthrodial  joint,  formed  between  the  oval  surface 
on  the  apex  of  the  sacrum,  and  the  base  of  the  coccyx.  It  is  analogous  to  the 
joints  between  the  bodies  of  the  vertebrae,  and  is  connected  by  similar  ligaments. 
They  are  the 

Anterior  Sacro- coccygeal. 

Posterior  Sacro- coccy peal. 

Interposed  Fibro-cartilage. 

The  Anterior  Sacro-cocci/yeal  Ligament  consists  of  a  few  irregular  fibres,  which 

1  descend  from  the  anterior  surface  of  the  sacrum  to  the  front  of  the  coccyx, 

becoming  blended  with  the  periosteum. 

The  Posterior  Sacro-corryijenl  Li'jament  J3  a  flat  band  of  ligamentous  fibres,  of 
a  pearly  tint,  which  arises  from  the  margin  of  the  lower  orifice  of  the  sacral 
canal,  and  descends  to  be  inserted  into  the  posterior  surface  of  the  coccyx.  This 
ligament  completes  the  lower  and  back  part  of  the  sacral  canal.  Its  superficial 
fibres  are  much  longer  than  the  deep-seated;  the  latter  extend  from  the  apex 
of  the  sacrum  to  the  upper  cornua  of  the  coccyx.  This  ligament  is  in  relation  in 
front  with  the  arachnoid  membrane  of  the  sacral  canal,  a  portion  of  the  s 
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and  almost  the  whole  of  the  posterior  surface  of  the  coccyx ;  behind,  with  the 
Gluteus  maxim  us. 

A  Fibro-cartilage  is  interposed  between  the  contiguous  surfaces  of  the  sacrum 
and  coccyx ;  it  differs  from  that  interposed  between  the  bodies  of  the  vcrtebne 
in  being  thinner,  and  its  central  part  more  firm  in  texture.  It  is  somewhat 
thicker  in  front  and  behind  than  at  the  sides.  Occasionally,  a  synovial  mem- 
brane is  found  when  the  coccyx  is  freely  movable,  which  is  more  especially  the 
i-ase  during  pregnancy. 

The  different  segments  of  the  coccyx  are  connected  together  by  an  extension 
downwards  of  the  anterior  and  posterior  sacro-coccygeal  ligaments,  a  thin 
annular  disk  of  fibro-cartilage  being  interposed  between  each  of  the  bones.  In 
the  adult  male,  all  the  pieces  become  ossified  ;  but  in  the  female,  this  does  not 
commonly  occur  until  a  later  period  of  life.  The  separate  segments  of  the 
coccyx  are  first  united,  and  at  a  more  advanced  age  the  joint  between  the  sacrum 
and  coccyx  is  obliterated 

Actions.  The  movements  which  take  place  between  the  sacrum  and  coccyx, 
and  between  the  different  pieces  of  the  latter  boue,  are  slightly  forwards  and 
backwards ;  they  are  very  limited.     Their  extent  increases  during  pregnancy. 

4.  Articulation  of  the  Pubes.    (Fig.  222.) 

The  articulation  between  the  pubic  bones  is  an  amphiarthrodial  joint,  formed 
by  the  junction  of  the  two  oval  articular  surfaces  of  the  ossa  pubis.    The  articu- 
lar surface  has  been  described  above  under  the  name  of  symphysis,  and  the  same 
name  is  given  to  the  joint.     The  ligaments  of  this  articulation  are  the 
Anterior  Pubic.  Posterior  Pubic. 

Superior  Pubic.  Subpubic. 

Interposed  Fibro-cartilage. 
The  Anterior  Pubic  Ligament  consists  of  several  superimposed  layers,  which 
pass  across  the  front  of  the  articulation.  The  superficial  fibres  pass  obliquely 
from  one  bone  to  the  other,  decussating  and  forming  an  interlacement  with  the 
fibres  of  the  aponeurosis  of  the  External  oblique  muscle.  The  deep  fibres  pass 
transversely  across  the  symphysis,  and  are  blended  with  the  fibro-cartilage. 

Fig.  222.— Vertical  Section  of  the  Symphysis  Pubis.    Hade  near  its  Posterior  Surface. 

Tvc  Fikrc-CaTtUogiaeut plnltt 


The  Posterior  Pubic  Ligament  consists  of  a  few  thin,  scattered  fibres,  which 
unite  the  two  pubic  bones  posteriorly. 

The  Superior  Pubic  Ligament  is  a  band  of  fibres,  which  connects  together  the 
two  pubic  bones  superiorly. 
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The  Subpubic  Ligament  is  a  thick,  triangular  arch  of  ligamentous  fibres, 
connecting  together  the  two  pubic  bones  below,  and  forming  the  upper  boundary 
of  the  pubic  arch.  Above,  it  is  blended  with  the  interarticular  fibro-cartilage ; 
laterally,  with  the  rami  of  the  pubes.  Its  fibres  are  of  a  yellowish  color,  closely 
connected,  and  have  an  arched  direction. 

The  Interposed  Fibro-cartilage  consists  of  two  oval-shaped  plates,  one  covering 
the  surface  of  each  symphysis  pubis.  They  vary  in  thickness  in  different 
subjects,  and  project  somewhat  beyond  the  level  of  the  bones,  especially  behind. 
The  outer  surface  of  each  plate  is  firmly  connected  to  the  bone  by  a  series  of 
nipple-like  processes,  which  accurately  fit  within  corresponding  depressions  on 
the  osseous  surface.  Their  opposed  surfaces  are  connected  in  the  greater  part 
of  their  extent,  by  an  intermediate  elastic  fibrous  tissue ;  and  by  their  circum- 
ference to  the  various  ligaments  surrounding  the  joint.  An  interspace  is  left 
between  the  plates  at  the  upper  and  back  part  of  the  articulation,  where  the 
fibrous  tissue  is  deficient,  and  the  surface  of  the  fibro-cartilage  is  lined  by  epi- 
thelium. This  space  is  found  at  all  periods  of  life,  both  in  the  male  and  female  ; 
but  it  is  larger  in  the  latter,  epecially  during  pregnancy,  and  after  parturition. 
It  is  most  frequently  limited  to  the  upper  and  back  part  of  the  joint,  but  it 
occasionally  reaches  to  the  front,  and  may  extend  the  entire  length  of  the  carti- 
lage. This  structure  may  be  easily  demonstrated,  by  making  a  vertical  section 
of  the  symphysis  pubis  near  its  posterior  surface. 

The  Obturator  Ligament  is  more  properly  regarded  as  analogous  to  the 
muscular  fasciae,  with  which  it  will  therefore  be  described. 


ARTICULATIONS  OF  THE  UPPER  EXTREMITY. 

The  articulations  of  the  Upper  Extremity  may  be  arranged  in  the  following 
groups : — I.  Sternoclavicular  articulation.  II.  Scapuloclavicular  articulation. 
III.  Ligaments  of  the  Scapula.  IV.  Shoulder-joint.  V.  Elbow-joint.  VI. 
Radio-ulnar  articulations.  VII.  Wrist-joint.  VIII.  Articulation  of  the  Carpal 
bones.  IX.  Carpo- metacarpal  articulations.  X.  Metacarpophalangeal  articu- 
lations.    XI.  Articulations  of  the  Phalanges. 

I.  Sternoclavicular  Articulation.    (Fig.  223.) 

The  Sterno'davicular  is  an  arthrodial  joint.  The  parts  entering  into  its  forma- 
tion are  the  sternal  end  of  the  clavicle,  the  upper  and  lateral  part  of  the  first 
piece  of  the  sternum,  and  the  cartilage  of  the  first  rib.  The  articular  surface 
of  the  clavicle  is  much  larger  than  that  of  the  sternum,  and  invested  with  a 
layer  of  cartilage,1  which  is  considerably  thicker  than  that  on  the  latter  bone. 
The  ligaments  of  this  joint  are  the 

Anterior  Sternoclavicular.  Interclavicular. 

Posterior  Sternoclavicular.  Costoclavicular  (rhomboid). 

Interarticular  Fibro-cartilage. 

The  Anterior  Sterno-clavicular  Ligament  is  a  broad  band  of  fibres,  which  covers 
the  anterior  surface  of  the  articulation,  being  attached,  above,  to  the  upper  and 
front  part  of  the  inner  extremity  of  the  clavicle ;  and,  passing  obliquely  down- 
wards and  inwards,  is  attached,  below,  to  the  front  and  upper  part  of  the  first 
piece  of  the  sternum.  This  ligament  is  covered  in  front  by  the  sternal  portion 
of  the  Sterno-cleido-mastoid  and  the  integument ;  behind,  it  is  in  relation  with 
the  interarticular  fibro-cartilage  and  the  two  synovial  membranes. 

The  Posterior  Sterno-clavicular  Ligament  is  a  similar  band  of  fibres,  which 

1  According1  to  Brnch.  the  sternal  end  of  the  clavicle  is  covered  by  a  tissue,  which  is  rather 
fibrous  than  cartilaginous  in  structure. 
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covers  the  posterior  surface  of  the  articulation,  being  attached,  above,  to  the  pos- 
terior part  of  the  inner  extremity  of  the  clavicle;  and  which,  passing  obliquely 
downwards  and  inwards,  is  connected,  below,  to  the  posterior  and  upper  part  of 

Fig.  223. — Sternoclavicular  Articulation.     Anterior  View. 


the  sternum.  It  is  in  relation,  in  front,  with  the  interarticular  fibro-cartilage 
and  synovial  membranes;  behind,  with  the  Sterno-hyoid  and  Sterno-tbyroid 
moscles. 

The  Interclavicular  Ligament  is  a  flattened  band,  which  varies  considerably 
in  form  and  size  in  different  individuals;  it  passes  from  the  upper  part  of  the 
inner  extremity  of  one  clavicle  to  the  other,  and  is  closely  attached  to  the  upper 
margin  of  the  sternum.  It  is  in  relation,  in  front,  with  the  integument ;  behind, 
with  the  Sterno-thyroid  muscles. 

The  Costo-clavicular  Ligament  (rhomboid)  is  short,  flat,  and  strong:  it  is  of  a 
rhomboid  form,  attached,  below,  to  the  upper  and  inner  part  of  the  cartilage  of 
the  first  rib :  it  ascends  obliquely  backwards  and  outwards,  and  is  attached  above 
to  the  rhomboid  depression  on  the  under  surface  of  the  clavicle.  It  is  in  rela- 
tion, in  front,  with  the  tendon  of  origin  of  the  subclavius ;  behind,  with  the  sub- 
clavian vein. 

The  Interarticular  Fibro-cartilage  is  a  flat  and  nearly  circular  disk,  interposed 
between  the  articulating  surfaces  of  the  sternum  and  clavicle.  It  is  attached, 
above,  to  the  upper  and  posterior  border  of  the  clavicle  ;  below,  to  the  cartilage 
of  the  first  rib,  at  its  junction  with  the  sternum ;  and  by  its  circumference  to  the 
anterior  and  posterior  ster no- clavicular  ligaments.  It  is  thicker  at  the  circum- 
ference, especially  its  upper  and  back  part,  than  at  its  centre,  or  below.  It  divides 
the  joint  into  two  cavities,  each  of  which  is  furnished  with  a  separate  synovial 
membrane ;  when  the  fibro-cartilage  is  perforated,  which  not  unfrequently  occurs, 
the  synovial  membranes  communicate. 

Of  the  two  Synovial  Membranes  found  in  this  articulation,  one  is  reflected  from 
the  sternal  end  of  the  clavicle,  over  the  adjacent  surface  of  the  fibro-cartilage, 
and  cartilage  of  the  first  rib ;  the  other  is  placed  between  the  articular  surface 
of  the  sternum  and  adjacent  surface  of  the  fibro-cartilage ;  the  latter  is  the  more 
loose  of  the  two.     They  .seldom  contain  much  synovia. 

Actions.  This  articulation  is  the  centre  of  the  movements  of  the  shoulder, 
aud  admits  of  motion  in  nearly  every  direction — upwards,  downwards,  back- 
wards, forwards,  as  well  as  circumduction.  "  The  movements  attendant  on  eleva- 
tion and  depression  of  the  shoulder  take  place  between  the  clavicle  and  the 
interarticular  ligament;  the  bone  rotating  upon  the  ligament  on  an  axis  drawn 
from  before  backwards  through  its  own  articular  facet.  When  the  shoulder  is 
20 


306  ARTICULATIONS. 

moved  forwards  and  backwards,  the  clavicle,  with  the  interarticular  ligament, 
rolls  to  and  fro  on  the  articular  surface  of  the  sternum,  revolving,  with  a  slightly 
sliding  movement,  round  an  axis  drawn  nearly  vertically  through  the  sternum. 
In  the  circumduction  of  the  shoulder,  which  is  compounded  of  these  two  move- 
ments, the  clavicle  revolves  upon  the  interarticular  cartilage,  and  the  latter, 
with  the  clavicle,  rolls  upon  the  sternum."1 

II.  Scapuloclavicular  Articulation.    (Fig.  224.) 

The  Scapula-clavicular  is  an  arthrodial  joint,  formed  between  the  outer  extre- 
mity of  the  clavicle,  and  the  upper  edge  of  the  acromion  process  of  the  scapula. 
Its  ligaments  are  the 

Superior  Acromioclavicular. 
Inferior  Acromioclavicular. 

(  Trapezoid 
Coraco-clavicular  <        and 

(    Conoid. 
Interarticular  Fibro-cartilage. 

The  Superior  Acromioclavicular  Ligament  is  a  broad  band,  of  a  quadrilateral 
form,  which  covers  the  superior  part  of  the  articulation,  extending  between  the 
upper  part  of  the  outer  end  of  the  clavicle,  and  the  adjoining  part  of  the  acromion. 
It  is  composed  of  parallel  fibres,  which  interlace  with  the  aponeurosis  of  the 
Trapezius  and  Deltoid  muscles;  below,  it  is  in  contact  with  the  interarticular 
fibro-cartilage  and  synovial  membranes. 

The  Inferior  Acromioclavicular  Ligament,  somewhat  thinner  than  the  pre- 
ceding, covers  the  under  part  of  the  articulation,  and  is  attached  to  the  adjoining 
surfaces  of  the  two  bones.  It  is  in  relation,  above,  with  the  interarticular  fibro- 
cartilage  (when  it  exists)  and  the  synovial  membranes ;  below,  with  the  tendon 
of  the  Supraspinatus.  These  two  ligaments  are  continuous  with  each  other  in 
front  and  behind,  and  form  a  complete  capsule  around  the  joint. 

The  Coraco-clavicular  Ligament  serves  to  connect  the  clavicle  with  the  coracoid 
process  of  the  scapula.  It  consists  of  two  fasciculi,  called  the  trapezoid  and 
conoid  ligaments. 

The  trapezoid  ligament,  the  anterior  and  external  fasciculus,  is  broad,  thin,  and 
quadrilateral :  it  is  placed  obliquely  between  the  coracoid  process  and  the  clavicle. 
It  is  attached,  below,  to  the  upper  surface  of  the  coracoid  process ;  above,  to  the 
oblique  line  on  the  under  surface  of  the  clavicle.  Its  anterior  border  is  free; 
its  posterior  border  is  joined  with  the  conoid  ligament,  the  two  forming  by  their 
junction  a  projecting  angle. 

The  conoid  lujament,  the  posterior  and  internal  fasciculus,  is  a  dense  band  of 
fibres,  conical  in  form,  the  base  being  turned  upwards,  the  summit  downwards. 
It  is  attached  by  its  apex  to  a  rough  depression  at  the  base  of  the  coracoid  pro- 
cess, internal  to  the  preceding;  above,  by  its  expanded  base,  to  the  conoid 
tubercle  on  the  under  surface  of  the  clavicle,  and  to  a  line  proceeding  internally 
from  it  for  half  an  inch.  These  ligaments  are  in  relation,  in  front,  with  the 
Subclavius ;  behind,  with  the  Trapezius :  they  serve  to  limit  rotation  of  the 
scapula  forwards  and  backwards. 

The  Interarticular  Fibro-cartilage  is  most  frequently  absent  in  this  articula- 
tion. When  it  exists,  it  generally  only  partially  separates  the  articular  surfaces, 
and  occupies  the  upper  part  of  the  articulation.  More  rarely,  it  completely 
separates  the  joint  into  two  cavities. 

There  are  two  Synovial  Membranes  when  a  complete  interarticular  cartilage 
exists ;  more  frequently  there  is  only  one  synovial  membrane. 

Actions.     The  movements  of  this  articulation  are  of  two  kinds.     1.  A  gliding 

1  Humphry,  On  the  Human  Skeleton,  p.  402. 
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motion  of  the  articular  end  of  the  clavicle  on  the  acromion.  2.  Rotation  of  the 
scapula  forwards  and  backwards  upon  the  clavicle,  the  extent  of  this  rotatiou 
being  limited  by  the  two  portions  of  the  coraco-clavtcular  ligament. 

Fig.  221.—  The  Left  Shoulder-joint.  Scupulo-claviciilur  Articulations, 
and  proper  Ligaments  of  Scapula. 


The  scapuloclavicular  joint  has  important  functions  in  the  movements  of  the 
upper  extremity.  It  has  been  well  pointed  out  by  Prof.  Humphry,  that  if  there 
had  been  no  joint  between  the  clavicle  and  scapula  the  circular  movement  of 
the  scapula  on  the  ribs  (as  in  throwing  both  shoulders  back  or  forwardl  would 
have  been  attended  with  a  greater  alteration  in  the  direction  of  the  shoulder 
llian  is  consistent  with  the  free  use  of  the  arm  in  such  positions,  and  it  would 
have  been  impossible  to  give  a  blow  straight  forward  with  the  full  force  of  the 
arm,  that  is  to  say,  with  the  combined  force  of  the  scapula,  arm,  and  forearm. 
"This  joint,"  as  he  happily  says,  "is  so  adjusted  as  to  enable  either  bone  to  turn 
in  a  hinge-like  manner  upon  a  vertical  axis  drawn  through  the  other,  and  it 
permits  the  surfaces  of  the  scapula,  like  the  baskets  in  a  round-about  swing,  to 
look  the  same  way  in  every  position,  or  nearly  so."  Again,  when  the  whole 
arch  formed  by  the  clavicle  and  scapula  rises  and  falls  (in  elevation  or  depres- 
sion of  the  shoulders),  the  joint  between  these  two  bones  enables  the  scapula 
Btill  to  maintain  its  lower  part  in  contact  with  the  ribs. 

III.  Proper  Ligaments  of  the  Scapula.    (Fig.  224.) 
The  proper  ligaments  of  the  scapula  arc,  the 

Coraco-acromial.  Transverse. 

The    Coraixi-acromial  Ligament  is  a  broad,  thin,   flat  band,    of  a  triangular 

shape,  extended  transversely  above  the  upper  part  of  the  shoulder-joint,  between 
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the  coracoid  and  acromion  processes.    It  is  attached,  by  its  apex,  to  the  summit 

of  the  acromion  just  in  front  of  the  articular  surface  for  the  clavicle ;  and  by  its 

broad  base,  to  the  whole  length  of  the  outer  border  of  the  coracoid  process.     Its 

posterior  fibres  are  directed  obliquely  backwards  and  outwards,  its  anterior 

fibres  transversely.     This  ligament  completes  the  vault  formed  by  the  coracoid 

and  acromion  processes  for  the  protection  of  the  head  of  the  humerus.     It  is  in 

relation,  above,  with  the  clavicle  and  under  surface  of  the  Deltoid ;  below,  with 

tiie  tendon  of  the  Supraspinatus  muscle,  a  bursa  being  interposed.     Its  anterior 

"border  is  continuous  with  a  dense  cellular  lamina  that  passes  beneath  the  Deltoid 

upon  the  tendons  of  the  Supraspinatus  and  Infraspinatus  muscles. 

The  Transverse  or  Coracoid  Ligament  converts  the  suprascapular  notch  into  a 
foramen.  It  is  a  thin  and  flat  fasciculus,  narrower  at  the  middle  than  at  the 
extremities,  attached,  by  one  end,  to  the  base  of  the  coracoid  process,  and,  by 
the  other,  to  the  inner  extremity  of  the  scapular  notch.  The  suprascapular 
nerve  passes  through  the  foramen ;  the  suprascapular  vessels  above  it. 

IV.  Shoulder-joint.    (Fig.  22-i.) 

The  Shoulder  is  an  enarthrodial  or  ball-and-socket  joint.  The  bones  entering 
into  its  formation,  are  the  large  globular  hedd  of  the  humerus,  received  into  the 
shallow  glenoid  cavity  of  the  scapular,  an  arrangement  which  permits  of  very 
considerable  movement,  whilst  the  joint  itself  is  protected  against  displacement 
by  the  strong  ligaments  and  tendons  which  surround  it,  and  above  by  an  arched 
vault,  formed  by  the  under  surface  of  the  coracoid  and  acromion  processes,  and 
the  coraco-acromial  ligament.  The  articular  surfaces  are  covered  by  a  layer  of 
cartilage:  that  on  the  head  of  the  humerus  is  thicker  at  the  centre  than  at  the 
circumference,  the  reverse  being  the  case  in  the  glenoid  cavity.  The  ligaments 
of  the  shoulder  are,  the 

Capsular.  Coraco-humeral. 

Glenoid.1 

The  Capsular  Ligament  completely  encircles  the  articulation ;  being  attached, 
above,  to  the  circumference  of  the  glenoid  cavity  beyond  the  glenoid  ligament; 
bolow,  to  the  anatomical  neck  of  the  humerus,  approaching  nearer  to  the  articu- 
lar cartilage  above  than  in  the  rest  of  its  extent.  It  is  thicker  above  than 
bolow,  remarkably  loose  and  lax,  and  much  larger  and  longer  than  is  necessary 
to  keep  the  bones  in  contact,  allowing  them  to  be  separated  from  each  other 
more  than  an  inch,  an  evident  provision  for  that  extreme  freedom  of  movement 
flitch  is  peculiar  to  this  articulation.  Its  external  surface  is  strengthened, 
mIh»m%  by  the  Supraspinatus;  above  and  internally,  by  the  coraco-humeral 
hottmciit ;  below,  by  the  long  head  of  the  Triceps;  externally,  by  the  tendons 
v»i  i  mo  Infraspinatus  and  Teres  minor;  and  internally,  by  the  tendon  of  the  Sub- 
^-.ipu'an^  The  capsular  ligament  usually  presents  three  openings;  one  at  its 
iiuior  xido%  bolow  the  coracoid  process,  partially  filled  up  by  the  tendon  of  the 
Sul^cuj'u'urw;  it  establishes  a  communication  between  the  synovial  membrane 
v»i  mo  wv\\  ami  a  bursa  beneath  the  tendon  of  that  muscle.  The  second,  which 
,^  uv»i  constant,  is  at  the  outer  part,  where  a  communication  sometimes  exists 
Ivitttvu  mo  joint  and  a  bursal  sac  belonging  to  the  Infraspinatus  muscle.  The 
1 11  nd  lfx  xlVU  m  *uo  lower  border  of  the  ligament,  between  the  two  tuberosities, 
n»i   mo  iM.»a^o  ot'  the  long  tendon  of  the  Biceps  muscle. 

pu>  ■*>...,.•  t  .  i  /,.'  vn»  Awasory  Ligament  is  a  broad  band  which  strengthens 
,;lv.  <i{»»»o»  .i'd  I'lur  uirt  of  the  capsular  ligament.  It  arises  from  the  outer 
imiuo  oi  mo  coiucoivl  process,  and  passes  obliquely  downwards  and  outwards 

•    I  ho  ******  tvmUm  »»f  onj-ii  of  the  Bievps  muscle  also  acts  as  one  of  the  liptments  of  thin 
v.. ...      vc  *4W  v'UxvitiOioo*  oti  )<  ,>4»  ou  the  function  of  the  muscles  passing  over  more  than  one 
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to  the  front  of  the  great  tuberosity  of  the  humerus,  being  blended  with  the 
tendon  of  the  Supraspinatus  muscle.  This  ligament  is  intimately  united  to  the 
capsular  in  the  greater  part  of  its  extent. 

The  Glenoid  Ligament  is  a  firm  fibrous  band  attached  round  the  margin  of 
the  glenoid  cavity.  It  is  triangular  on  section,  the  thickest  portion  being  fixed 
to  the  circumference  of  the  cavity,  the  free  edge  being  thin  and  sharp.  It  is 
continuous  above  with  the  long  tendon  of  the  Biceps  muscle,  which  bifurcates 
at  the  upper  part  of  the  cavity  into  two  fasciculi,  encircling  the  margin  of  the 
glenoid  cavity  and  uniting  at  its  lower  part.  This  ligament  deepens  the  cavity 
for  articulation,  and  protects  the  edges  of  the  bone.  It  is  lined  by  the  synovial 
membrane. 

The  Synovial  Membrane  lines  the  margin  of  the  glenoid  cavity  and  the  fibro- 
cartilaginous rim  surrounding  it ;  it  is  then  reflected  over  the  internal  surface 
of  the  capsular  ligament,  covers  the  lower  part  and  sides  of  the  neck  of  the 
humerus,  and  is  continued  a  short  distance  over  the  cartilage  covering  the  head 
of  the  bone.  The  long  tendon  of  the  Biceps  muscle  which  passes  through  the 
capsular  ligament,  is  inclosed  in  a  tubular  sheath  of  synovial  membrane,  which 
is  reflected  upon  it  at  the  point  where  it  perforates  the  capsule,  and  is  continued 
around  it  as  far  as  the  summit  of  the  glenoid  cavity.  The  tendon  of  the  Biceps 
is  thus  enabled  to  traverse  the  articulation,  but  is  not  contained  in  the  interior 
of  the  synovial  cavity.  The  synovial  membrane  communicates  with  a  large 
bursal  sac  beneath  the  tendon  of  the  Subscapularis,  by  an  opening  at  the  inner 
side  of  the  capsular  ligament;  it  also  occasionally  communicates  with  another 
bursal  sac,  beneath  the  tendon  of  the  Infraspinatus,  through  an  orifice  at  its 
outer  part.  A  third  bursal  sac,  which  does  not  communicate  with  the  joint,  is 
placed  between  the  under  surface  of  the  deltoid  and  the  outer  surface  of  the 
capsule. 

The  Muscles  in  relation  with  the  joint  are,  above,  the  Supraspinatus;  below, 
the  long  head  of  the  Triceps;  internally,  the  Subscapularis;  externally,  the 
Infraspinatus,  and  Teres  minor ;  within,  the  long  tendon  of  the  Biceps.  The 
Deltoid  is  placed  most  externally,  and  covers  the  articulation  on  its  outer  side, 
as  well  as  in  front  and  behind. 

The  Arteries  supplying  the  joint  are  articular  branches  of  the  anterior  and 
posterior  circumflex,  and  suprascapular. 

The  Nerves  are  derived  from  the  circumflex  and  suprascapular. 

Actions.  The  shoulder-joint  is  capable  of  movement  in  every  direction,  for- 
wards, backwards,  abduction,  adduction,  circumduction,  and  rotation. 

The  most  striking  peculiarities  in  this  joint  are:  1.  The  large  size  of  the  head 
of  the  humerus  in  comparison  with  the  depth  of  the  glenoid  cavity,  even  when 
supplemented  by  the  glenoid  ligament.  2.  The  looseness  of  the  capsule  of  the 
joint.  3.  The  intimate  connection  of  the  capsule  with  the  muscles  attached  to  the 
head  of  the  humerus.     4.  The  peculiar  relation  of  the  biceps  tendon  to  the  joint. 

It  is  in  consequence  of  the  relative  size  of  the  two  articular  surfaces  that  the 
joint  enjoys  so  free  movement  in  every  possible  direction.  When  these  move- 
ments of  the  arm  are  arrested  in  the  shoulder-joint  by  the  contact  of  the  bony 
surfaces,  and  by  the  tension  of  the  corresponding  fibres  of  the  capsule,  together 
with  that  of  the  muscles  acting  as  accessory  ligaments,  they  can  be  carried  con- 
siderably further  by  the  movements  of  the  scapula,  involving,  of  course,  motion 
at  the  coraco-  and  sterno-clavicular  joints.  These  joints  are  therefore  to  be 
regarded  as  accessory  structures  to  the  shoulder-joint.1  The  extent  of  these 
movements  of  the  scapula  is  very  considerable,  especially  in  extreme  elevation 
of  the  arm,  which  movement  is  best  accomplished  when  the  arm  is  thrown 
somewhat  forward,  since  the  articular  surface  of  the  humerus  is  broader  in  the 
middle  than  at  either  end,  especially  the  lower,  so  that  the  range  of  elevation 
directly  forward  is  less,  and  that  directly  backward  still  more  restricted.     The 

i  Sec  pp.  306.  3C7. 
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the  coracoid  and  acromion  processes.  It  is  attached,  by  its  apex,  to  the  summit 
of  the  acromion  just  in  front  of  the  articular  surface  for  the  clavicle ;  and  by  its 
broad  base,  to  the  whole  length  of  the  outer  border  of  the  coracoid  process.  Its 
posterior  fibres  are  directed  obliquely  backwards  and  outwards,  its  anterior 
fibres  transversely.  This  ligament  completes  the  vault  formed  by  the  coracoid 
and  acromion  processes  for  the  protection  of  the  head  of  the  humerus.  It  is  in 
relation,  above,  with  the  clavicle  and  under  surface  of  the  Deltoid ;  below,  with 
the  tendon  of  the  Supraspinatus  muscle,  a  bursa  being  interposed.  Its  anterior 
border  is  continuous  with  a  dense  cellular  lamina  that  passes  beneath  the  Deltoid 
upon  the  tendons  of  the  Supraspinatus  and  Infraspinatus  muscles. 

The  Transverse  or  Coracoid  Ligament  converts  the  suprascapular  notch  into  a 
foramen.  It  is  a  thin  and  flat  fasciculus,  narrower  at  the  middle  than  at  the 
extremities,  attached,  by  one  end,  to  the  base  of  the  coracoid  process,  and,  by 
the  other,  to  the  inner  extremity  of  the  scapular  notch.  The  suprascapular 
nerve  passes  through  the  foramen ;  the  suprascapular  vessels  above  it. 

IV.  Shoulder-joint.    (Fig.  22-i.) 

The  Shoulder  is  an  enarthrodial  or  ball-and-socket  joint.  The  bones  entering 
into  its  formation,  are  the  large  globular  he&d  of  the  humerus,  received  into  the 
shallow  glenoid  cavity  of  the  scapular,  an  arrangement  which  permits  of  very 
considerable  movement,  whilst  the  joint  itself  is  protected  against  displacement 
by  the  strong  ligaments  and  tendons  which  surround  it,  and  above  by  an  arched 
vault,  formed  by  the  under  surface  of  the  coracoid  and  acromion  processes,  and 
the  coraco-acromial  ligament.  The  articular  surfaces  are  covered  by  a  layer  of 
cartilage :  that  on  the  head  of  the  humerus  is  thicker  at  the  centre  than  at  the 

o  •  

circumference,  the  reverse  being  the  case  in  the  glenoid  cavity.  The  ligaments 
of  the  shoulder  are,  the 

Capsular.  Coraco  -h  umeral . 

Glenoid.1 

The  Capsular  Ligament  completely  encircles  the  articulation ;  being  attached, 
above,  to  the  circumference  of  the  glenoid  cavity  beyond  the  glenoid  ligament; 
below,  to  the  anatomical  neck  of  the  humerus,  approaching  nearer  to  the  articu- 
lar cartilage  above  than  in  the  rest  of  its  extent.  It  is  thicker  above  than 
below,  remarkably  loose  and  lax,  and  much  larger  and  longer  than  is  necessary 
to  keep  the  bones  in  contact,  allowing  them  to  be  separated  from  each  other 
more  tnan  an  inch,  an  evident  provision  for  that  extreme  freedom  of  movement 
which  is  peculiar  to  this  articulation.  Its  external  surface  is  strengthened, 
above,  by  the  Supraspinatus;  above  and  internally,  by  the  coraco-humeral 
ligament;  below,  by  the  long  head  of  the  Triceps;  externally,  by  the  tendons 
of  the  Infraspinatus  and  Teres  minor;  and  internally,  by  the  tendon  of  the  Sub- 
scapularis.  The  capsular  ligament  usually  presents  three  openings;  one  at  its 
inner  side,  below  the  coracoid  process,  partially  filled  up  by  the  tendon  of  the 
Subscapularis ;  it  establishes  a  communication  between  the  synovial  membrane 
of  the  joint  and  a  bursa  beneath  the  tendon  of  that  muscle.  The  second,  which 
is  not  constant,  is  at  the  outer  part,  where  a  communication  sometimes  exists 
between  the  joint  and  a  bursal  sac  belonging  to  the  Infraspinatus  muscle.  The 
third  is  seen  in  the  lower  border  of  the  ligament,  between  the  two  tuberosities, 
for  the  passage  of  the  long  tendon  of  the  Biceps  muscle. 

The  Coraco-humeral  or  Accessory  Ligament  is  a  broad  band  which  strengthens 
the  upper  and  inner  part  of  the  capsular  ligament.  It  arises  from  the  outer 
border  of  the  coracoid  process,  and  passes  obliquely  downwards  and  outwards 

1  The  long  tendon  of  origin  of  the  Biceps  muscle  also  acts  as  one  of  the  Hpaments  of  this 
joint.  See  the  observations  on  p.  284,  on  the  fauction  of  the  muscles  passing  over  more  than  one 
joint. 
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j-    <*u>.warci  still  more  restricted.    The 


1  See  pp.  306,  3^ 
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the  coracoid  and  acromion  processes.  It  is  attached,  by  its  apex,  to  the  summit 
of  the  acromion  just  in  front  of  the  articular  surface  for  the  clavicle ;  and  by  its 
broad  base,  to  the  whole  length  of  the  outer  border  of  the  coracoid  process.  Its 
posterior  fibres  are  directed  obliquely  backwards  and  outwards,  its  anterior 
fibres  transversely.  This  ligament  completes  the  vault  formed  by  the  coracoid 
and  acromion  processes  for  the  protection  of  the  head  of  the  humerus.  It  is  in 
relation,  above,  with  the  clavicle  and  under  surface  of  the  Deltoid ;  below,  with 
the  tendon  of  the  Supraspinatus  muscle,  a  bursa  being  interposed.  Its  anterior 
border  is  continuous  with  a  dense  cellular  lamina  that  passes  beneath  the  Deltoid 
upon  the  tendons  of  the  Supraspinatus  and  Infraspinatus  muscles. 

The  Transverse  or  Coracoid  Ligament  converts  the  suprascapular  notch  into  a 
foramen.  It  is  a  thin  and  flat  fasciculus,  narrower  at  the  middle  than  at  the 
extremities,  attached,  by  one  end,  to  the  base  of  the  coracoid  process,  and,  by 
the  other,  to  the  inner  extremity  of  the  scapular  notch.  The  suprascapular 
nerve  passes  through  the  foramen ;  the  suprascapular  vessels  above  it. 

IV.  Shoulder-joint.    (Fig.  221.) 

The  Shoulder  is  an  enarthrodial  or  ball-and-socket  joint.  The  bones  entering 
into  its  formation,  are  the  large  globular  he&d  of  the  humerus,  received  into  the 
shallow  glenoid  cavity  of  the  scapular,  an  arrangement  which  permits  of  very 
considerable  movement,  whilst  the  joint  itself  is  protected  against  displacement 
by  the  strong  ligaments  and  tendons  which  surround  it,  and  above  by  an  arched 
vault,  formed  by  the  under  surface  of  the  coracoid  and  acromion  processes,  and 
the  coraco-acromial  ligament.  The  articular  surfaces  are  covered  by  a  layer  of 
cartilage :  that  on  the  head  of  the  humerus  is  thicker  at  the  centre  than  at  the 
circumference,  the  reverse  being  the  case  in  the  glenoid  cavity.  The  ligaments 
of  the  shoulder  are,  the 

Capsular.  Coraco  -humeral . 

Glenoid.1 

The  Capsular  Ligament  completely  encircles  the  articulation ;  being  attached, 
above,  to  the  circumference  of  the  glenoid  cavity  beyond  the  glenoid  ligament; 
below,  to  the  anatomical  neck  of  the  humerus,  approaching  nearer  to  the  articu- 
lar cartilage  above  than  in  the  rest  of  its  extent.  It  is  thicker  above  than 
below,  remarkably  loose  and  lax,  and  much  larger  and  longer  than  is  necessary 
to  keep  the  bones  in  contact,  allowing  them  to  be  separated  from  each  other 
more  than  an  inch,  an  evident  provision  for  that  extreme  freedom  of  movement 
which  is  peculiar  to  this  articulation.  Its  external  surface  is  strengthened, 
above,  by  the  Supraspinatus;  above  and  internally,  by  the  coraco-humeral 
ligament ;  below,  by  the  long  head  of  the  Triceps ;  externally,  by  the  tendons 
of  the  Infraspinatus  and  Teres  minor;  and  internally,  by  the  tendon  of  the  Sub- 
scapularis.  The  capsular  ligament  usually  presents  three  openings;  one  at  its 
inner  side,  below  the  coracoid  process,  partially  filled  up  by  the  tendon  of  the 
Subscapularis ;  it  establishes  a  communication  between  the  synovial  membrane 
of  the  joint  and  a  bursa  beneath  the  tendon  of  that  muscle.  The  second,  which 
is  not  constant,  is  at  the  outer  part,  where  a  communication  sometimes  exists 
between  the  joint  and  a  bursal  sac  belonging  to  the  Infraspinatus  muscle.  The 
third  is  seen  in  the  lower  border  of  the  ligament,  between  the  two  tuberosities, 
for  the  passage  of  the  long  tendon  of  the  Biceps  muscle. 

The  Coraco-humeral  or  Accessory  Ligament  is  a  broad  band  which  strengthens 
the  upper  and  inner  part  of  the  capsular  ligament.  It  arises  from  the  outer 
border  of  the  coracoid  process,  and  passes  obliquely  downwards  and  outwards 

1  The  long  tendon  of  origin  of  the  Biceps  muscle  also  acts  as  one  of  the  ligaments  of  this 
joint.  See  the  observations  on  p.  284,  on  the  function  of  the  muscles  passing  over  more  than  one 
joint. 
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to  the  front  of  the  great  tuberosity  of  the  humerus,  "being  blended  with  the 
tendon  of  the  Supraspinatus  muscle.  This  ligament  is  intimately  united  to  the 
capsular  in  the  greater  part  of  its  extent. 

The  Glenoid  Ligament  is  a  firm  fibrous  band  attached  round  the  margin  of 
the  glenoid  cavity.  It  is  triangular  on  section,  the  thickest  portion  being  fixed 
to  the  circumference  of  the  cavity,  the  free  edge  being  thin  and  sharp.  It  is 
continuous  above  with  the  long  tendon  of  the  Biceps  muscle,  which  bifurcates 
at  the  upper  part  of  the  cavity  into  two  fasciculi,  encircling  the  margin  of  the 
glenoid  cavity  and  uniting  at  its  lower  part.  This  ligament  deepens  the  cavity 
for  articulation,  and  protects  the  edges  of  the  bone.  It  is  lined  by  the  synovial 
membrane. 

The  Synovial  Membrane  lines  the  margin  of  the  glenoid  cavity  and  the  fibro- 
cartilaginous rim  surrounding  it ;  it  is  then  reflected  over  the  internal  surface 
of  the  capsular  ligament,  covers  the  lower  part  and  sides  of  the  neck  of  the 
humerus,  and  is  continued  a  short  distance  over  the  cartilage  covering  the  head 
of  the  bone.  The  long  tendon  of  the  Biceps  muscle  which  passes  through  the 
capsular  ligament,  is  inclosed  in  a  tubular  sheath  of  synovial  membrane,  which 
is  reflected  upon  it  at  the  point  where  it  perforates  the  capsule,  and  is  continued 
around  it  as  far  as  the  summit  of  the  glenoid  cavity.  The  tendon  of  the  Biceps 
is  thus  enabled  to  traverse  the  articulation,  but  is  not  contained  in  the  interior 
of  the  synovial  cavity.  The  synovial  membrane  communicates  with  a  large 
bursal  sac  beneath  the  tendon  of  the  Subscapularis,  by  an  opening  at  the  inner 
side  of  the  capsular  ligament;  it  also  occasionally  communicates  with  another 
bursal  sac,  beneath  the  tendon  of  the  Infraspinatus,  through  an  orifice  at  its 
outer  part.  A  third  bursal  sac,  which  does  not  communicate  with  the  joint,  is 
placed  between  the  under  surface  of  the  deltoid  and  the  outer  surface  of  the 
capsule. 

The  Muscles  in  relation  with  the  joint  are,  above,  the  Supraspinatus;  below, 
the  long  head  of  the  Triceps ;  internally,  the  Subscapularis ;  externally,  the 
Infraspinatus,  and  Teres  minor ;  within,  the  long  tendon  of  the  Biceps.  The 
Deltoid  is  placed  most  externally,  and  covers  the  articulation  on  its  outer  side, 
as  well  as  in  front  and  behind. 

The  Arteries  supplying  the  joint  are  articular  branches  of  the  anterior  and 
posterior  circumflex,  and  suprascapular. 

The  Nerves  are  derived  from  the  circumflex  and  suprascapular. 
Actions.     The  shoulder-joint  is  capable  of  movement  in  every  direction,  for- 
wards, backwards,  abduction,  adduction,  circumduction,  and  rotation. 

The  most  striking  peculiarities  in  this  joint  are:  1.  The  large  size  of  the  head 
of  the  humerus  in  comparison  with  the  depth  of  the  glenoid  cavity,  even  when 
supplemented  by  the  glenoid  ligament.  2.  The  looseness  of  the  capsule  of  the 
joint.  3.  The  intimate  connection  of  the  capsule  with  the  muscles  attached  to  the 
head  of  the  humerus.  4.  The  peculiar  relation  of  the  biceps  tendon  to  the  joint. 
It  is  in  consequence  of  the  relative  size  of  the  two  articular  surfaces  that  the 
joint  enjoys  so  free  movement  in  every  possible  direction.  When  ihese  move- 
ments of  the  arm  are  arrested  in  the  shoulder-joint  by  the  contact  of  the  bony 
surfaces,  and  by  the  tension  of  the  corresponding  fibres  of  the  capsule,  together 
with  that  of  the  muscles  acting  as  accessory  ligaments,  they  can  be  carried  con- 
siderably further  by  the  movements  of  the  scapula,  involving,  of  course,  motion 
at  the  coraco-  and  sterno-clavicular  joints.  These  joints  are  therefore  to  be 
regarded  as  accessory  structures  to  the  shoulder-joint.1  The  extent  of  these 
movements  of  the  scapula  is  very  considerable,  especially  in  extreme  elevation 
of  the  arm,  which  movement  is  best  accomplished  when  the  arm  is  thrown 
somewhat  forward,  since  the  articular  surface  of  the  humerus  is  broader  in  the 
middle  than  at  either  end,  especially  the  lower,  so  that  the  range  of  elevation 
directly  forward  is  less,  and  that  directly  backward  still  more  restricted.     The 

1  Sec  pp.  306.  307. 
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great  width  of  the  central  portion  of  the  humeral  head  allows  of  very  free 
horizontal  movement  when  the  arm  is  raised  to  a  right  angle,  in  which  move- 
ment the  arch  formed  by  the  acromion,  the  coracoid  process,  and  the  coraco- 
acromial  ligament,  constitutes  a  sort  of  supplemental  articular  cavity  for  the 
head  of  the  bone. 

The  looseness  of  the  capsule  is  so  great  that  the  arm  will  fall  about  an  inch 
from  the  scapula  when  the  muscles  are  dissected  from  the  capsular  ligament, 
and  an  opening  made  in  it  to  remove  the  atmospheric  pressure.  The  movements 
of  the  joint,  therefore,  are  not  regulated  by  the  capsule,  so  much  as  by  the 
surrounding  muscles  and  by  the  pressure  of  the  atmosphere,  an  arrangement 
which  "renders  the  movements  of  the  joint  much  more  easy  than  they  would 
otherwise  have  been,  and  permits  a  swinging  pendulum-like  vibration  of  the 
limb,  when  the  muscles  are  at  rest."  (Humphry.)  The  fact,  also,  that  in  all 
ordinary  positions  of  the  joint  the  capsule  is  not  put  on  the  stretch,  enables  the 
arm  to  move  freely  in  all  directions.  Extreme  movements  are  checked  by  the 
tension  of  appropriate  portions  of  the  capsule,  as  well  as  by  the  interlocking  of 
the  bones.  Thus  it  is  said  that  "abduction  is  checked  by  the  contact  of  the 
great  tuberosity  with  the  upper  edge  of  the  glenoid  cavity,  adduction,  by  the 
tension  of  the  coraco-humeral  ligament."     (Beaunis  et  Bouchard.) 

The  intimate  union  of  the  tendons  of  the  four  short  muscles  with  the  capsule 
converts  these  muscles  into  elastic  and  spontaneously  acting  ligaments  of  the 
joint,  and  it  is  regarded  as  being  also  intended  to  prevent  the  folds  into  which 
all  portions  of  the  capsule  would  alternately  fall  in  the  varying  positions  of  the 
joint  from  being  driven  between  the  bones  by  the  pressure  of  the  atmosphere. 

The  peculiar  relations  of  the  biceps  tendon  to  the  shoulder-joint  appear  to 
subserve  various  purposes.  In  the  first  place  by  its  connection  with  both  the 
shoulder  and  elbow,  the  muscle  harmonizes  the  action  of  the  two  joints,  and 
acts  as  an  elastic  ligament  in  all  positions,  in  the  manner  previously  adverted 
to.1  Next  it  strengthens  the  upper  part  of  the  articular  cavity,  and  prevents 
the  head  of  the  humerus  from  being  pressed  up  against  the  acromion  process, 
when  the  deltoid  contracts,  instead  of  forming  the  centre  of  motion  in  the  glenoid 
cavity.  By  its  passage  along  the  bicipital  groove  it  assists  to  render  the  head 
of  the  humerus  steady  in  the  various  movements  of  the  arm  and  forearm.  To 
these  offices  Prof.  Humphry  adds,  that  "it  assists  the  supra-  and  infraspinatus 
muscles  to  cause  the  head  of  the  humerus  to  revolve  in  the  glenoid  cavity  when 
the  arm  is  raised  from  the  side,  and  that  it  holds  the  head  of  the  humerus  firmlv 

'  ft 

in  contact  with  the  glenoid  cavity,  and  prevents  its  slipping  over  the  lower 
edge  of  the  cavity  or  being  displaced  by  the  action  of  the  latissimus  dorsi  and 
pectoralis  major  when  the  arm  is  raised  from  the  side,  as  in  climbing  and  many 
other  movements." 

Y.  Elbow-joint. 

The  Elbow  is  a  ginglymus  or  hinge  joint.  The  bones  entering  into  its  forma- 
tion are  the  trochlear  surface  of  the  humerus,  which  is  received  in  the  greater 
sigmoid  cavity  of  the  ulna,  and  admits  of  the  movements  peculiar  to  this  joint, 
those  of  flexion  and  extension,  whilst  the  cup-shaped  depression  on  the  head  of 
the  radius  articulates  with  the  lesser,  or  radial,  head  of  the  humerus,  and  the 
circumference  of  the  head  of  the  radius  with  the  lesser  sigmoid  cavitv  of  the 
ulna,  allowing  of  the  movement  of  rotation  of  the  radius  on  the  ulna,  the  chief 
action  of  the  superior  radio-ulnar  articulation.  The  articular  surfaces  arc 
covered  with  a  thin  layer  of  cartilage,  and  connected  tegether  by  the  following 
ligaments : — 

Anterior.  Internal  Lateral. 

Posterior.  External  Lateral. 

1  Sec  p.  284. 
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The  orbicular  ligament  of  the  upper  radio- ulnar  articulation  must  also  be 
reckoned  among  the  ligaments  of  the  elbow. 

The  Anterior  Ligament  (Fig.  225)  is  a  broad  and  thin  fibrous  layer,  which 
covers  the  anterior  surface  of  the  joint.  It  is  attached  to  the  front  of  the 
humerus  immediately  above  the  coronoid  fossa;  below,  the  anterior  surface  of 
the  coronoid  process  of  the  ulna  and  orbicular  ligament,  being  continuous  on 
each  aide  with  the  lateral  ligaments.  Its  superficial  or  oblique  fibres  pass  from 
the  inner  condyle  of  the  humerus  outwards  to  the  orbicular  ligament.  The 
middle  fibres,  vertical  in  direction,  pass  from  the  upper  part  of  the  coronoid 
depression,  and  become  blended  with  the  preceding.  A  third,  or  transverse  set, 
intersect  these  at  right  angles.  This  liga- 
ment is  in  relation,  in  front,  with  the  Bra- 
chialis  anticus ;  behind,  with  the  synovial 
membranes. 

The  Posterior  Ligament  (Fig.  226)  is  a 
thin  and  loose  membranous  fold,  attached, 
above,  to  the  lower  end  of  the  humerus, 
immediately  above  the  olecranon  fossa; 
l>elow,  to  the  margin  of  the  olecranon. 
The  superficial  or  transverse  fibres  pass 
l>etween  the  adjacent  margins  of  the  ole- 
cranon fossa.  The  deeper  portion  consists 
of  vertical  fibres,  which  pass  from  the  upper 
l>art  of  the  olecranon  fossa  to  the  margin 
of  the  olecranon.  This  ligament  is  in  rela- 
tion, behind,  with  the  tendon  of  the  Triceps 
and  the'Anconeus;  in  front,  with  the  syno- 
vial membrane. 

The  Internal  Lateral  Ligament  (Fig.  225) 
is  a  thick  triangular  band,  consisting  of 
two  distinct  portions,  an  anterior  and  pos- 
terior. The  anterior  portion,  directed  ob- 
liquely forwards,  is  attached,  above,  by  its 
a|>cx,  to  the  front  part  of  the  internal  con- 
dyle of  the  humerus;  and,  below,  by  its 
broad  base,  to  the  inner  margin  of  the  coro- 
noid process.  The  posterior  portion,  also 
of  triangular  form,  is  attached,  above,  by 
its  apex,  to  the  lower  and  back  part  of  the 
internal  condyle  ;  below,  to  the  inner  mar- 
gin of  the  olecranon.  This  ligament  is  in 
relation,  internally,  with  the  Triceps  and 
Flexor  carpi  ulnaris  muscles,  and  the  ulnar 

The  External  Lateral  Ligament  (Fig.  226) 
is  a  short  and  narrow  fibrous  fasciculus,  less  distinct  than  the  internal,  attached, 
above,  to  the  external  condyle  of  the  humerus;  below,  to  the  orbicular  liga- 
ment, some  of  its  most  posterior  fibres  passing  over  that  ligament,  to  be  inserted 
into  the  outer  margin  of  the  ulna.  This  ligament  is  intimately  blended  with 
the  tendon  of  origin  of  the  Supinator  brevis  muscle. 

The  Synovial  Membrane  is  very  extensive.  It  covers  the  margin  of  the  arti- 
cular surface  of  the  humerus,  and  lines  the  coronoid  and  olecranon  fossaa  on  that 
bone ;  from  these  points,  it  is  reflected  over  the  anterior,  posterior,  and  lateral 
ligaments;  and  forms  a  pouch  between  the  lesser  sigmoid  cavity,  the  internal 
surface  of  the  orbicular  ligament,  and  the  circumference  of  the  head  of  the 
radius. 
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Fig.  226.— I*ft  Elbow-joint,  ihowing  The  Muscles  in  relation  with  the  joint  are,  in 
Posterior  nod  Internal  Lament*  frollt)  the  Brachialia  anticus;  behind,  the  Tri- 
ceps  and  Anconeus;  externally,  the  Supinator 
brevis,  and  the  common  tendon  of  origin  of  the 
Extensor  muscles ;  internally,  the  common  ten- 
don of  origin  of  the  Flexor  muscles,  and  the 
Flexor  carpi  ulnaris,  with  the  ulnar  nerve. 

The  Arteries  supplying  the  joint  are  derived 
from  the  communicating  branches  between  the 
superior  profunda,  inferior  profunda,  and  an- 
astomotic branches  of  the  brachial,  with  the 
anterior,  posterior,  and  interosseus  recurrent 
branches  of  the  ulnar,  and  the  recurrent  branch 
of  the  radial.  These  vessels  form  a  complete 
chain  of  inosculation  around  the  joint. 

The  Nerves  are  derived  from  the  ulnar,  as  it 
passes  between  the  internal  condyle  and  the  ole- 
cranon ;  and  a  few  filaments  from  the  musculo- 
cutaneous. 

Actions.     The  elbow-joint  comprises   three 
different  portions:  viz.,  the  joint  between  the 
ulna  and  humerus,  that  between  the  head  of  the 
radius  and  the  humerus,  and  the  superior  radio- 
ulnar articulation,  described  below.     All  these 
articular   surfaces  are  invested   by  a  common 
synovial  membrane,  and  the  movements  of  the 
whole  joint  should  be  studied  together.     The 
combination  of  the  movements  of  flexion  and 
extension  of  the  forearm  with  those  of  prona- 
tion and  supination  of  the  hand,  which  is  en- 
sured by  the  two  being  performed  at  the  same 
joint,  is  essential  to  the  accuracy  of  the  various  minute  movements  of  the  hand. 
The  portion  of  the  joint  between  the  ulna  and  humerus  is  a  simple  hinge-joint, 
and  allows  of  movements  of  flexion  and  extension   only.     The  shape  of  the 
trochlear  surface  of  the  humerus,  with  its  prominences  and  depressions  accurately 
adapted  to  the  opposing  surfaces  of  the  olecranon,  prevents  any  lateral  movement. 
In  the  ordinary  position  assumed  by  the  humerus,  when  resting  on  the  promi- 
nent internal  condyle,  this  direct  movement  of  flexion  carries  the  hand  inwards, 
towards  the  chest  and  mouth. 

The  joint  between  the  head  of  the  radius  and  the  capitellum  or  radial  head  of 
the  humerus  is  an  arthrodial  joint.  The  bony  surfaces  would  of  themselves  con- 
stitute an  enarthrosis  and  allow  of  movement  in  all  directions,  were  it  not  for 
the  orbicular  ligament  by  which  the  head  of  the  radius  is  bound  down  firmly  to 
the  sigmoid  cavity  of  the  ulna,  and  which  prevents  any  separation  of  the  two 
bones  laterally.  It  is  to  the  same  ligament  that  the  head  of  the  radius  owes  its 
security  from  dislocation,  which  would  otherwise  constantly  occur,  as  a  conse- 
quence of  the  shallowness  of  the  cup-like  surface  on  the  head  of  the  radius.  In  - 
fact,  but  for  this  ligament,  the  tendon  of  the  biceps  would  be  liable  to  pull  the 
head  of  the  radius  out  of  the  joint.1  In  complete  extension,  the  head  of  the  radius 
glides  so  far  back  on  the  outer  condyle  that  its  edge  is  plainly  felt  at  the  back 
of  the  joint. 

In  combination  with  any  position  of  flexion  or  extension,  the  head  of  the 
radius  can  be  rotated  in  the  upper  radioulnar  joint,  carrying  the  hand  with  it. 
The  hand  is  articulated  to  the  lower  surface  of  the  radius  only,  and  the  concave 
or  sigmoid  surface  on  the  lower  end  of  the  radiuB  travels  round  the  lower  end 

1  Humphry,  op.  cit.  p.  419. 


RADIO-ULNAR.  318 

of  the  ulna.  The  latter  bone  is  excluded  from  the  wrist-joint  (as  will  be  seen 
in  the  sequel)  by  the  triangular  fibro-cartilage.  Thus,  rotation  of  the  head  of 
the  radius  round  an  axis  which  passes  through  the  external  condyle  of  the 
humerus,  imparts  circular  movement  to  the  hand  through  a  very  considerable 
arc.  If  it  is  necessary  to  turn  the  hand  upwards  and  downwards  without 
changing  its  place  (as  in  using  a  corkscrew),  this  circular  movement  is  obviated 
by  rapid  instinctive  compensating  changes  in  the  position  of  the  elbow. 

VI.  Radio-ulnar  Articulations. 

The  articulation  of  the  radius  with  the  ulna  is  effected  by  ligaments,  which 
connect  together  both  extremities  as  well  as  the  shafts  of  these  bones.  They 
may,  consequently,  be  subdivided  into  three  sets :  1.  The  superior  radio-ulnar, 
which  is  a  portion  of  the  elbow -joint ;  2,  the  middle  radio-ulnar ;  and,  3,  the 
inferior  radio-ulnar  articulations. 

1.  Superior  Radio-ulnar  Articulation. 

This  articulation  is  a  lateral  ginglymus.  The  bones  entering  into  its  forma- 
tion are  the  inner  side  of  the  circumference  of  the  head  of  the  radius  rotating 
within  the  lesser  sigmoid  cavity  of  the  ulna.  These  surfaces  are  covered  with 
cartilage,  and  invested  with  a  duplicature  of  synovial  membrane,  continuous 
with  that  which  lines  the  elbow-joint.  Its  only  ligament  is  the  annular  or  orbi- 
cular. 

The  Orbicular  Ligament  (Fig.  226)  is  a  strong,  flat  band  of  ligamentous  fibres, 
which  surrounds  the  head  of  the  radius,  and  retains  it  in  firm  connection  with 
the  lesser  sigmoid  cavity  of  the  ulna.  It  forms  about  three-fourths  of  a  fibrous 
ring,  attached  by  each  end  to  the  extremities  of  the  lesser  sigmoid  cavity,  and 
is  broader  at  the  upper  part  of  its  circumference  than  below,  by  which  means 
the  head  of  the  radius  is  more  securely  held  in  its  position.  Its  outer  surface  is 
strengthened  by  the  external  lateral  ligament  of  the  elbow,  and  affords  origin  to 
part  of  the  Supinator  brevis  muscle.  Its  inner  surface  is  smooth,  and  lined  by 
synovial  membrane. 

Actions.  The  movement  which  takes  place  in  this  articulation  is  limited  to 
rotation  of  the  head  of  the  radius  within  the  orbicular  ligament,  and  upon  the 
lesser  sigmoid  cavity  of  the  ulna;  rotation  forwards  being  called  pronation; 
rotation  backwards,  supination. 

2.  Middle  Radio-ulnar  Articulation. 

The  interval  between  the  shafts  of  the  radius  and  ulna  is  occupied  by  two 
ligaments. 

Oblique.  Interosseous. 

The  Oblique  or  Round  Ligament  (Fig.  225)  is  a  small,  round  fibrous  cord, 
which  extends  obliquely  downwards  and  outwards,  from  the  tubercle  of  the  ulna 
at  the  base  of  the  coronoid  process,  to  the  radius  a  little  below  the  bicipital 
tuberosity.  Its  fibres  run  in  the  opposite  direction  to  those  of  the  interosseous 
ligament ;  and,  it  appears  to  be  placed  as  a  substitute  for  it  in  the  upper  part  of 
the  interosseous  interval.     This  ligament  is  sometimes  wanting. 

The  Interosseous  Membrane  is  a  broad  and  thin  plane  of  aponeurotic  fibres, 
descending  obliquely  downwards  and  inwards,  from  the  interosseous  ridge  on 
the  radius  to  that  on  the  ulna.  It  is  deficient  above,  commencing  about  an  inch 
beneath  the  tubercle  of  the  radius ;  is  broader  in  the  middle  than  at  either  ex- 
tremity ;  and  presents  an  oval  aperture  just  above  its  lower  margin  for  the 
()assage  of  the  anterior  interosseous  vessels  to  the  back  of  the  forearm.  This 
igament  serves  to  connect  the  bones,  and  to  increase  the  extent  of  surface  for 
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the  attachment  of  the  deep  muscles.  Between  its  upper  border  and  the  oblique 
ligament  an  interval  exists,  through  which  the  posterior  interosseous  vessels 
pass.  Two  or  three  fibrous  bands  are  occasionally  found  on  the  posterior  sur- 
face of  this  membrane,  which  descend  obliquely  from  the  ulna  towards  the  radius, 
and  which  have  consequently  a  direction  contrary  to  that  of  the  other  fibres. 
It  is  in  relation,  in  front,  by  its  upper  three-fourths  with  the  Flexor  longus 
pollicis  on  the  outer  side,  and  with  the  Flexor  profundus  digitorum  on  the  inner, 
lying  upon  the  interval  between  which  are  the  anterior  interosseous  vessels  and 
nerve,  by  its  lower  fourth  with  the  Pronator  quadratus ;  behind,  with  the  Supi- 
nator brevis,  Extensor  ossis  metacarpi  pollicis,  Extensor  primi  internodii  pollicis. 
Extensor  secundi  internodii  pollicis,  Extensor  indicis;  and,  near  the  wrist,  willi 
the  anterior  interosseous  artery  and  posterior  interosseous  nerve. 

S.  Inferior  Radioulnar  Articulation. 

This  is  a  lateral  ginglymus,  formed  by  the  head  of  the  ulna  received  into  the 
sigmoid  cavity  at  the  inner  side  of  the  lower  end  of  the  radius.  The  ariicular 
surfaces  are  covered  by  a  thin  layer  of  cartilage,  and  connected  together  by  the 
following  ligaments : — 

Anterior  Radio-ulnar. 

Posterior  Radio- ulnar. 

Triangular  Interarticular  Fibro-cartilage. 
The  Anterior  Radio-ulnar  Ligament  (Fig.  227)  is  a  narrow  band  of  fibres,  ex- 
tending from  the  anterior  margin  of  the  sigmoid  cavity  of  the   radius  to  the 
anterior  surface  of  the  head  of  the  ulna. 

Fig.  227.— Ligaments  of  Wrist  and  Hand.     Anterior  View. 
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The  Posterior  Radio-ulnar  Ligament  (Fig.  228)  extends  between  similar  points 
■mi  the  posterior  surface  of  the  articulation. 

The  Triangular  Film  cartilage  (Fig.  22!>.  p.  320)  is  placed  transversely  beneath 
the  head  of  the  ulna,  binding  the  lower  end  of  this  bone  and  the  radius  firmly 
together.  Its  circumference  is  thicker  than  its  centre,  which  is  thin  and  occa- 
sionally perforated.     It  is  attached  by  its  apex  to  a  depression  which  separates 
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the  styloid  process  of  the  ulna  from  the  head  of  that  bone ;  ami,  bv  its  base, 
which  is  thin,  to  the  prominent  edge  of  the  radius,  which  separates  the  sigmoid 
cavity  from  the  carpal  articulating  surface.  Its  margins  are  united  to  the  liga- 
ments of  the  wrist-joint.     Its  upj/er  surface,  smooth  and  concave,  is  contiguous 

Fig.  228. — Ligaments  of  Wrist  nod  Hand.    Posterior  View. 
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with  the  head  of  the  ulna ;  its  under  surface,  also  concave  and  smooth,  with  the 
cuneiform  bone.  Both  surfaces  are  lined  by  a  synovial  membrane:  the  upper 
surface  by  one  peculiar  to  the  radio-ulnar  articulation ;  the  under  surface,  by 
the  synovial  membrane  of  the  wrist. 

The  Synovial  Membrane  (Fig.  229)  of  this  articulation  has  betn  called,  from 
its  extreme  looseness,  the  membrana  sacciformis ;  it  covers  the  margin  of  the 
articular  surface  of  the  head  of  the  ulna,  and  where  reflected  from  this  bone  on 
to  the  radius,  forms  a  very  loose  cul-de-sac;  from  the  radius,  it  is  continued  over 
the  upper  surface  of  the  fibro- cartilage.  The  quantity  of  synovia  which  it  con- 
tains is  usually  considerable.  "When  the  fibro-cartilarge  is  perforated,  the 
synovial  membrane  is  continuous  with  that  which  lines  the  wrist. 

Actions.  The  arrangement  in  the  inferior  radio-ulnar  articulation  is  just  the 
reverse  of  that  between  the  two  bones  above;  motion  is  limited  to  rotation  of 
the  radius  round  the  head  of  the  ulna ;  rotation  forwards  being  termed  pronation, 
rotation  backwards  supination.  In  pronation,  the  sigmoid  cavity  glides  forward 
<>u  the  articular  edge  of  the  ulna;  in  supination,  it  rolls  in  the  opposite  direction, 
the  extent  of  these  movements  being  limited  by  the  anterior  and  posterior  liga- 
ments. 

VII.  Radio-carpal  ok  Wrist-joint. 

The  "Wrist  presents  some  of  the  characters  of  an  enarfbrodial  joint,  but  is 
more  correctly  regarded  as  an  arthrodia.  The  parts  entering  into  its  formation 
are,  the  lower  end  of  the  radius,  and  under  surface  of  the  triangular  interarticu- 
!ar  fibro-cartilage  above;  and  the  scaphoid,  semilunar,  and  cuneiform  bones 
below.  The  articular  surfaces  of  the  radius  and  interarticular  fibro-cartilage 
form  a  transversely  elliptical  concave  surface.  The  surface  of  the  radius  is 
.subdivided  into  two  parts  by  a  line  extending  from  before  backwards ;  and 
these,  together  with  the  interarticular  cartilage,  form  three  facets,  one  for  each 
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carpal  bone.  The  three  carpal  bones  are  connected  together,  and  form  a  con- 
vex surface,  which  is  received  into  the  concavity  above  mentioned.  All  the 
bony  surfaces  of  the  articulation  are  covered  with  cartilage,  and  connected  to- 
gether by  the  following  ligaments : — 

External  Lateral.  Anterior. 

Internal  Lateral.  Posterior. 

The  External  Lateral  Ligament  {radio-carpal)  (Fig.  227)  extends  from  the 
summit  of  the  styloid  process  of  the  radius  to  the  outer  side  of  the  scaphoid, 
some  of  its  fibres  being  prolonged  to  the  trapezium  and  annular  ligament. 

The  Internal  Lateral  Ligament  (ulno-carpat)  is  a  rounded  cord,  attached,  above, 
to  the  extremity  of  the  styloid  process  of  the  ulna :  and  dividing  below  into 
two  fasciculi,  which  are  attached,  one  to  the  inner  side  of  the  cuneiform  bone, 
the  other  to  the  pisiform  bone  and  annular  ligament. 

The  Anterior  Ligament  is  a  broad  membranous  band,  consisting  of  three  fasci- 
culi, attached,  above,  to  the  anterior  margin  of  the  lower  end  of  the  radius,  its 
styloid  process,  and  the  ulna ;  its  fibres  pass  downwards  and  inwards,  to  be 
inserted  into  the  palmar  surface  of  the  scaphoid,  semilunar,  and  cuneiform 
bones.  This  ligament  is  perforated  by  numerous  apertures  for  the  passage  of 
vessels,  and  is  in  relation,  in  front,  with  the  tendons  of  the  Flexor  profundus 
digitorum  and  Flexor  longus  pollicis ;  behind,  with  the  synovial  membrane  of 
the  wrist-joint. 

The  Posterior  Ligament  (Fig.  228),  less  thick  and  strong  than  the  anterior,  is 
attached,  above,  to  the  posterior  border  of  the  lower  end  of  the  radius ;  its  fibres 
pass  obliquely  downwards  and  inwards  to  be  attached  to  the  dorsal  surface  of 
the  scaphoid,  semilunar,  and  cuneiform  bones,  being  continuous  with  those  of 
the  dorsal  carpal  ligaments.  This  ligament  is  in  relation,  behind,  with  the 
extensor  tendons  of  the  fingers ;  in  front,  with  the  synovial  membrane  of  the 
wrist. 

The  Synovial  Membrane  (Fig.  229)  lines  the  under  surface  of  the  triangular 
interarticular  fibro-cartilage  above ;  and  is  reflected  on  the  inner  surface  of  the 
ligaments  just  described. 

Relations.  The  wrist-joint  is  covered  in  front  by  the  flexor,  and  behind  by 
the  extensor  tendons ;  it  is  also  in  relation  with  the  radial  and  ulnar  arteries. 

The  Arteries  supplying  the  joint  are  the  anterior  and  posterior  carpal  branches 
of  the  radial  and  ulnar,  the  anterior  and  posterior  interosseous,  and  some  ascend- 
ing branches  from  the  deep  palmar  arch. 

The  Nerves  are  derived  from  the  ulnar  and  posterior  interosseous. 

Actions.  The  movements  permitted  in  this  joint  are  flexion,  extension,  abduc- 
tion, adduction,  and  circumduction.  It  is  totally  incapable  of  rotation,  one  of 
the  characteristic  movements  in  true  enarthrodial  joints.  Its  action  will  be 
further  studied  with  those  of  the  carpus,  with  which  they  are  combined. 

VIII.  Articulations  of  the  Carpus. 

These  articulations  may  be  subdivided  into  three  sets. 

1.  The  Articulations  of  the  First  Row  of  Carpal  Bones. 

2.  The  Articulations  of  the  Second  RoVr  of  Carpal  Bones. 

3.  The  Articulations  of  the  Two  Rows  with  each  other. 

1.  Articulations  of  the  First  Row  of  Carpal  Bones. 

These  are  arthrodial  joints.  The  articular  surfaces  are  covered  with  cartilage, 
and  connected  together  by  the  following  ligaments : — 

Two  Dorsal.  Two  Palmar. 

Two  Interosseous. 
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The  Dorsal  Ligaments  are  placed  transversely  behind  the  bones  of  the  first 
row ;  they  connect  the  scaphoid  and  semilunar,  and  the  semilunar  and  cuneiform. 

The  Palmar  Ligaments  connect  the  scaphoid  and  semilunar,  and  the  semilunar 
and  cuneiform  bones ;  they  are  less  strong  than  the  dorsal,  and  placed  very  deep 
under  the  anterior  ligament  of  the  wrist. 

The  Interosseous  Ligaments  (Fig.  229)  are  two  narrow  bundles  of  fibrous  tissue, 
connecting  the  semilunar  bone,  on  one  side  with  the  scaphoid,  on  the  other  with 
the  cuneiform.  They  close  the  upper  part  of  the  interspaces  between  the 
scaphoid,  semilunar,  and  cuneiform  bones,  their  upper  surfaces  being  smooth, 
ana  lined  by  the  synovial  membrane  of  the  wrist-joint. 

The  articulation  of  the  pisiform  with  the  cuneiform  is  provided  with  a  sepa- 
rate synovial  membrane,  protected  by  a  thin  capsular  ligament.  There  are  also 
two  strong  fibrous  fasciculi,  which  connect  this  bone  to  the  unciform  and  the 
base  of  the  fifth  metacarpal  bone  (Fig.  227). 

2.  Articulations  of  the  Second  Eow  of  Carpal  Bones. 

These  are  also  arthrodial  joints.  The  articular  surfaces  are  covered  with  car- 
tilage, and  connected  by  the  following  ligaments: — 

Three  Dorsal.  Three  Palmar. 

Two  Interosseous. 

The  three  Dorsal  Ligaments  extend  transversely  from  one  bone  to  another  on 
the  dorsal  surface,  connecting  the  trapezium  with  the  trapezoid,  the  trapezoid 
with  the  os  magnum,  and  the  os  magnum  with  the  unciform. 

The  three  Palmar  Ligaments  have  a  similar  arrangement  on  the  palmar  surface. 

The  tivo  Interosseous  Ligaments,  much  thicker  than  those  of  the  first  row,  are 
placed  one  on  each  side  of  the  os  magnum,  connecting  it  with  the  trapezoid 
externally,  and  the  unciform  internally.  The  former  is  less  distinct  than  the 
latter. 

3.  Articulations  of  the  Two  Rows  of  Carpal  Bones  with  each  other. 

The  articulations  between  the  two  rows  of  the  carpus  consist  of  a  joint  in 
the  middle,  formed  by  the  reception  of  the  head  of  the  os  magnum  into  a  cavity- 
formed  by  the  scaphoid  and  semilunar  bones,  and  of  an  arthrodial  joint  on  each 
side,  the  outer  one  formed  by  the  articulation  of  the  scaphoid  with  the  trapezium 
and  trapezoid,  the  internal  one  by  the  articulation  of  the  cuneiform  and  unciform. 
The  articular  surfaces  are  covered  by  a  thin  layer  of  cartilage,  and  connected  by 
the  following  ligaments : — 

Anterior  or  Palmar.  External  Lateral. 

Posterior  or  Dorsal.  Internal  Lateral. 

The  Anteritir  or  Palmar  Ligaments  consist  of  short  fibres,  which  pass  obliquely 
between  the  bones  of  the  first  and  second  row  on  the  palmar  surface. 

The  Posterior  or  Dorsal  Ligaments  have  a  similar  arrangement  on  the  dorsal 
surface  of  the  carpus.  ' 

The  Lateral  Ligaments  are  very  short;  they  are  placed,  one  on  the  radial,  the 
other  on  the  ulnar  side  of  the  carpus ;  the  former,  the  stronger  and  more  distinct, 
connecting  the  scaphoid  and  trapezium  bones,  the  latter  the  cuneiform  and  unci- 
form; they  are  continuous  with  the  lateral  ligaments  of  the  wrist-joint. 

The  common  Synovial  Memlrrane  of  the  Carpus  is  very  extensive ;  it  lines  the 
under  surface  of  the  scaphoid,  semilunar,  and  cuneiform  bones,  sending  upwards 
two  prolongations  between  their  contiguous  surfaces;  it  is  then  reflected  over 
the  bones  of  the  second  row,  and  sends  down  three  prolongations  between  them, 
which  line  their  contiguous  surfaces,  and  invest  the  carpal  extremities  of  the 
four  inner  metacarpal  bones.  There  is  a  separate  synovial  membrane  between 
the  pisiform  and  cuneiform  bones. 
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Actions.  The  articulation  of  the  hand  and  wrist,  considered  as  a  whole,  is 
divided  by  Meyer1  into  three  parts: — 1.  The  radius  and  the  triangular  cartilage. 
2.  The  hand  proper,  viz.,  the  matacarpal  bones  with  the  four  carpal  bones  on 
which  they  are  supported,  the  unciform,  os  magnum,  trapezoid,  ana  trapezium ; 
and  3.  The  meniscus,  formed  by  the  cuneiform,  semilunar,  and  scaphoid;  the 
pisiform  bone  having  no  essential  part  in  the  movements  of  the  hand. 

These  three  elements  form  two  joints: — 1.  The  anterior  between  the  hand 
and  meniscus  (transverse  carpal  joint,  as  it  may  be  called),  mainly  ginglymoid 
in  character;  2.  The  posterior  (wrist-joint  proper)  between  the  meniscus  and 
bones  of  the  forearm,  chiefly  arthrodial. 

1.  The  joint  between  the  meniscus  and  the  other  four  bones  of  the  carpus  is 
subdivided  into  three  portions — the  central  formed  between  the  deep  cup  of  the 
semilunar  above  and  the  head  of  the  os  magnum  with  the  adjacent  part  of  the 
unciform  below,  is  a  ginglymoid  joint  in  which  some  rotation  is  allowed;  the 
radial  portion  formed  by  the  scaphoid  articulating  with  a  portion  of  the  os 
magnum,  the  trapezoid,  and  trapezium,  represents  also  a  ginglymoid  joint  in 
which  rotation  is  permitted;  while  the  ulnar  portion  or  articulation  of  the  cunei- 
form with  the  unciform  partakes  more  of  the  arthrodial  character.  The  axes  of 
movement  of  these  joints  are  inclined  to  each  other  at  a  considerable  angle,  so 
that  in  flexion  of  the  hand  on  the  forearm  the  carpal  bones  are  brought  together, 
and  on  the  contrary  are  separated  in  extension. 

Extension  of  the  hand  on  the  forearm  or  dorsi-flexion  Meyer  divides  into  three 
movements,  corresponding  to  the  three  portions  of  the  transverse  joint.  In  the 
first  the  semilunar  moves  in  its  hinge-joint  around  the  head  of  the  os  magnum 
and  the  edge  of  the  unciform  until  its  motion  is  checked  by  its  bony  surface 
coming  into  contact  with  the  adjoining  portions  of  those  bones.  The  second 
part  of  the  movement  consists  of  a  hinge-like  motion  of  the  scaphoid  round  the 
os  magnum  continued  by  a  rotation  of  the  same  bone  on  a  pivot  formed  by  the 
head  of  the  os  magnum  until  it  is  checked  by  the  tension  of  the  ligaments  uniting 
it  to  the  trapezium  and  trapezoid.  The  third  part  is  effected  by  the  cuneiform 
which  glides  outwards  or  towards  the  radial  side  on  the  unciform  to  a  certain 
extent  and  carries  the  semilunar  with  it,  so  that  it  is  disengaged  from  its  contact 
with  the  os  magnum  and  unciform,  and  undergoes  a-  further  separation  from 
those  bones  towards  the  radial  side. 

Flexion  of  the  hand  on  the  forearm,  or  palmar  flexion,  is  accomplished  by  the 
semilunar  (with  the  cuneiform)  hinging  around  the  os  magnum  and  unciform, 
and  the  scaphoid  moving  in  the  same  sense  until  the  movement  is  checked  by 
these  two  bones  coming  together. 

It  follows  from  this  that  the  movement  of  extension  in  this  joint  is  consider- 
able, while  that  of  flexion  is  but  slight.2  A  very  trifling  rotation  is  permitted 
around  the  head  of  the  os  magnum  as  a  pivot ;  out  only  to  the  extent  which  is 
determined  by  the  tension  of  the  ligaments  connected  with  that  bone. 

2.  The  articulation  between  the  forearm  and  carpus  is  formed  chiefly  by  the 
radius  articulating  with  the  scaphoid  and  semilunar,  the  articulation  between  the 
triangular  cartilage  and  cuneiform  being  of  subordinate  importance.  The  ridge 
which  divides  tRe  two  concave  surfaces  on  the  end  of  the  radius  is  the  centre  of 
motion  in  the  chief  part  of  the  joint.  This  ridge  is  so  inclined  as  to  represent  a 
portion  of  a  spiral  line  passing  from  the  point  of  the  styloid  process  of  the  ulna 
to  the  ridge  on  the  scaphoid  which  fits  in  between  the  trapezium  and  trapezoid. 
The  result  of  this  arrangement  is  that  in  flexion  and  extension  of  the  hand,  its 
radial  border  describes  more  of  a  curve  than  its  ulnar,  which  moves  more  parallel 
to  the  axis  of  the  forearm.     The  ulnar  border  of  the  hand  is  also  brought  more 

1  Retchert  u.  Du  Bois  Roymond,  Archiv,  1866. 

*  It  may  not  be  amiss  to  note  that  Prof.  Humphry  attributes  a  very  considerable  share  in  the 
flexion  of  the  hand  to  this  transverse  carpal  joint,  and  believes  that  extension  in  the  wrist-joiut 
is  more  free  than  flexion.     TJie  Human  Skeleton,  p.  430. 
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towards  the  middle  line  of  the  forearm  than  its  radial — the  meniscus  (carrying 
the  hand  with  it)  is  displaced  towards  the  radial  side  in  extension  and  towards 
the  ulnar  in  flexion.  As  above  noted,  extension  takes  place  to  a  considerable 
extent  in  the  transverse  carpal  joint  as  well  as  in  the  wrist-joint,  while  flexion 
takes  place  chiefly  in  the  latter. 

With  regard  to  abduction  and  adduction  of  the  hand  (or  "radial"  and  "ulnar" 
flexion),  these  also  are  effected  chiefly  in  the  latter  joint,  or  indeed  entirely,  if 
considered  accurately,  i.  e.,  if  the  terms  are  limited,  as  in  strictness  they  should 
be,  to  movements  in  the  plane  which  passes  through  the  axis  of  the  forearm  and 
the  straight  line  joining  the  styloid  processes  of  the  radius  and  ulna  when  these 
bones  are  at  rest  on  each  other.  In  abduction  or  radial  flexion,  the  tubercle 
of  the  scaphoid  glides  towards  the  styloid  process  of  the  radius,  carrying  the 
meniscus  towards  the  ulnar  side,  till  its  movement  is  stopped  by  the  tension  of 
the  internal  lateral  ligament  of  the  wrist,  and  by  atmospheric  pressure.  The 
same  traction  which  pulls  the  hand  to  the  radial  side,  exerts,  however,  an  influ- 
ence on  the  transverse  carpal  joint  which  produces  a  movement  of  extension  or 
dorsi-flexion,  and  as  the  meniscus  follows  this  movement  to  a  slight  extent,  the 
tubercle  of  the  scaphoid  is  disengaged  to  some  degree  from  its  contact  with  the 
styloid  process  of  the  radius,  and  the  abduction  can  be  then  carried  a  little  further. 
From  this  it  follows  that  any  considerable  abduction  of  the  hand  must  also  be 
combined  with  extension.  The  force  which  produces  abduction  Meyer  regards 
as  being  usually  the  resultant  of  the  action  of  the  combined  tendons  of  the 
Flexor  carpi  radialis  and  the  two  Extensores  carpi  radiales,  passing  through  the 
posterior  part  of  the  axis  of  the  scaphoid  bone. 

Adduction,  or  ulnar  flexion,  of  the  hand  is  less  opposed  than  abduction.  In 
this  movement,  the  semilunar  is  drawn  across  the  ridge  on  the  radius,  drawing 
with  it  the  cuneiform  along  the  face  of  the  triangular  fibro-cartilage.  This 
movement  does  not  tend  to  separate  the  scaphoid  very  much  from  the  radius, 
since  the  curved  surface  formed  by  the  end  of  the  radius  and  its  styloid  process, 
is  much  the  same  in  shape  as  the  opposed  surface  of  the  scaphoid ;  consequently, 
the  movement  of  adduction  is  much  more  extensive  and  uncomplicated  than  that 
of  abduction.  It  is  easily  combined  with  flexion  or  extension,  by  preponderating 
actions  of  the  Flexor  or  Extensor  carpi  ulnaris  respectively,  but  extension  is 
much  more  easily  permitted  than  flexion. 

ix.  carpo- metacarpal  articulations. 

1.  Articulation  op  the  Metacarpal  Bone  of  the  Thumb  with  the 

Trapezium. 

This  is  an  arthrodial  joint,  which  enjoys  great  freedom  of  movement,  on 
account  of  the  configuration  of  its  articular  surfaces,  which  are  saddle-shaped, 
so  that,  on  section,  each  bone  appears  to  be  received  into  a  cavity  in  the  other, 
according  to  the  direction  in  which  they  are  cut.  Hence  this  joint  is  sometimes 
described  as  one  "  by  reciprocal  reception."  Its  ligaments  are  a  capsular  and 
synovial  membrane. 

The  capsular  ligament  is  a  thick  but  loose  capsule,  which  passes  from  the 
circumference  of  the  upper  extremity  of  the  metacarpal  bone  to  the  rough  edge 
bounding  the  articular  surface  of  the  trapezium ;  it  is  thickest  externally  and 
behind,  and  lined  by  a  separate  synovial  membrane. 

2.  Articulations  of  the  Metacarpal  Bones  of  the  Fingers  with  the 

Carpus. 

The  joints  formed  between  the  carpus  and  four  inner  metacarpal  bones  are 
connected  together  by  dorsal,  palmar,  and  interosseous  ligaments. 
The  Dorsal  Ligaments,  the  strongest  and  most  distinct,  connect  the  carpal 
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and  metacarpal  bones  on  their  dorsal  surface.  The  second  metacarpal  bone 
receives  two  fasciculi,  one  from  the  trapezium,  the  other  from  the  trapezoid; 
the  third  metacarpal  receives  one  from  the  os  magnum ;  the  fourth  two,  one  from 
the  os  magnum,  and  one  from  the  unciform ;  the  fifth  receives  a  single  fasciculus 
from  the  unciform  bone. 

The  Palmar  Ligaments  have  a  somewhat  similar  arrangement  on  the  palmar 
surface,  with  the  exception  of  the  third  metacarpal,  which  has  three  ligaments, 
an  external  one  from  the  trapezium,  situated  above  the  sheath  of  the  tendon  of 
the  Flexor  carpi  radialis ;  a  middle  one,  from  the  os  magnum ;  and  an  internal 
one  from  the  unciform. 

The  Interosseous  Ligaments  consist  of  short  thick  fibres,  which  are  limited  to 
one  part  of  the  carpo-metacarpal  articulation ;  they  connect  the  contiguous  infe- 
rior angles  of  the  os  magnum  and  unciform  with  the  adjacent  surfaces  of  the 
third  and  fourth  metacarpal  bones. 

The  Synovial  Membrane  is  a  continuation  of  that  between  the  two  rows  of 
carpal  bones.  Occasionally,  the  articulation  of  the  unciform  with  the  fourth 
and  fifth  metacarpal  bones  has  a  separate  synovial  membrane. 

The  synovial  membranes  of  the  wrist  (Fig.  229)  are  thus  seen  to  be  five  in 
number.  The  first,  the  membrana  saccifonnis,  lines  the  lower  end  of  the  ulna, 
the  sigmoid  cavity  of  the  radius,  and  the  upper  surface  of  the  triangular  inter- 
articular  fibro-cartilage.     The  second  lines  the  lower  end  of  the  radius  and  inter- 

Fig.  229.— Vertical  Section  through  tho  Articulations  at  the  Wrist,  showing  the  five 
Synovial  Membranes. 


articular  fibro-cartilage  above,  and  the  scaphoid,  semilunar,  and  cuneiform 
bones  below.  The  third,  the  most  extensive,  covers  the  contiguous  surfaces  of 
the  two  rows  of  carpal  bones,  and  passing  between  the  bones  of  the  second  row, 
lines  the  carpal  extremities  of  the  four  inner  metacarpal  bones.  The  fourth  lines 
the  adjacent  surfaces  of  the  trapezium  and  metacarpal  bone  of  the  thumb.  The 
fifth  lines  the  adjacent  surfaces  of  the  cuneiform  and  pisiform  bones. 

Actions.  The  movement  permitted  in  the  carpo-metacarpal  articulations  is 
limited  to  a  slight  gliding  of  the  articular  surfaces  upon  each  other,  the  extent  of 
which  varies  in  the  different  joints.     Thus  the  articulation  of  the  metacarpal 
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bone  of  the  thumb  with  the  trapezium  is  most  movable,  then  the  fifth  meta- 
carpal, and  then  the  fourth.  The  second  and  third  are  almost  immovable.  In 
the  articulation  of  the  metacarpal  bone  of  the  thumb  with  the  trapezium,  the 
movements  permitted  are  flexion,  extension,  adduction,  abduction,  and  circum- 
duction. 


JI*taca  rpe  -  pialarjpa/ 


3.  Articulations  of  the  Metacarpal  Bones  with  eacii  other. 

The  carpal  extremities  of  the  metacarpal  bones  articulate  with  one  another  at 
each  side  by  small  surfaces  covered  with  cartilage,  and  connected  together  by 
dorsal,  palmar,  and  interosseous  ligaments. 

The  Dorsal  and  Palmar  Ligaments  pass  transversely  from  one  bone  to  another 
on  the  dorsal  and  palmar  surfaces.  The  Interosseous  Ligaments  pass  between 
their  contiguous  surfaces,  just  beneath  their  lateral  articular  facets. 

The  Synovial  Membrane  lining  the  lateral  facets  is  a  reflection  from  that 
between  the  two  rows  of  carpal  bones. 

The  digital  extremities  of  the  metacarpal  bones  are  connected  together  by  a 
narrow  fibrous  band,  the  trans- 
verse ligament  (Fig.  230)  which  Fig.  230.— Articulations  or  the  Phalanges, 
passes  transversely  across  their 
anterior  surfaces,  and  is  blend- 
ed with  the  ligaments  of  the 
metacarpo- phalangeal  articu- 
lations. Its  anterior  surface 
presents  four  grooves  for  the 

fassage  of  the  flexor  tendons, 
ts  posterior  surface  blends 
with  the  ligaments  of  the  meta- 
carpo-phalangeal  articulations. 

X.    Metacarpo-  pii a  lanqeal 

Articulations.    (Fig.  230.) 

These  articulations  are  of 
the  ginglymus  kind,  formed 
by  the  reception  of  the  rounded 
head  of  the  metacarpal  bone 
into  a  superficial  cavity  in  the 
extremity  of  the  first  phalanx. 
They  are  connected  by  the 
following  ligaments : — 

Anterior.         Two  Lateral. 

The  Anterior  Ligaments 
(Glenoid  Ligaments  of  Cru- 
veilhier)  are  thick,  dense,  and 
fibro- cartilaginous  in  texture. 
Each  is  placed  on  the  palmar 
surface  of  the  joint,  in  the 
interval  between  the  lateral 
ligaments,  to  which  they  are 
connected;  they  are  loosely 
united  to  the  metacarpal  bone, 
but  very  firmly  to  the  base  of 

the  first  phalanges.  Their  palmar  surface  is  intimately  blended  with  the  trans- 
verse ligament,  forming  a  groove  for  the  passage  of  the  flexor  tendons,  the 
sheath  surrounding  which  is  connected  to  each  side  of  the  groove.     By  their 
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deep  surface,  they  form  part  of  the  articular  surface  for  the  head  of  the  meta- 
carpal bone,  and  are  lined  by  a  synovial  membrane. 

The  Lateral  Ligaments  are  strong  rounded  cords,  placed  one  on  each  side  of 
the  joint,  each  being  attached  by  one  extremity  to  the  tubercle  on  the  side  of 
the  head  of  the  metacarpal  bone,  and  by  the  otner  to  the  contiguous  extremity 
of  the  phalanx. 

The  posterior  ligament  is  supplied  by  the  extensor  tendon  placed  over  the  back 
of  each  joint. 

Actions.  The  movements  which  occur  in  these  joints  are  flexion,  extension, 
adduction,  abduction,  and  circumduction ;  the  lateral  movements  are  very  limited. 

XI.  Articulations  of  the  Phalanges. 

These  are  ginglymus  joints,  connected  by  the  following  ligaments: — 
Anterior.  Two  Lateral. 

The  arrangement  of  these  ligaments  is  similar  to  those  in  the  metacarpo- 
phalangeal articulations;  the  extensor  tendon  supplies  the  place  of  a  posterior 
ligament. 

Actions.  The  only  movements  permitted  in  the  phalangeal  joints  are  flexion 
and  extension;  these  movements  are  more  extensive  between  the  first  and  second 
phalanges  than  between  the  second  and  third.  The  movement  of  flexion  is  very 
considerable,  but  the  extension  is  limited  by  the  anterior  and  lateral  ligaments. 


ARTICULATIONS  OF  THE  LOWER  EXTREMITY. 

The  articulations  of  the  Lower  Extremity  comprise  the  following  groups : — 
I.  The  hip-joint.     II.  The  knee-joint.     III.  The  articulations  between  the  tibia 
and  fibula.     IV.  The  ankle-joint.    V.  The  articulations  of  the  tarsus.    VI.  The 
tarso-metatarsal  articulations.      VII.   The  metatarsophalangeal  articulations. 
VIII.  The  articulations  of  the  phalanges. 

I.  Hip-joint.     (Fig.  231.) 

This  articulation  is  an  enarthrodial,  or  ball-and-socket  joint,  formed  by  the 
reception  of  the  head  of  the  femur  into  the  cup-shaped  cavity  of  the  acetabulum. 
The  articulating  surfaces  are  covered  with  cartilage,  that  on  the  head  of  the 
femur  being  thicker  at  the  centre  than  at  the  circumference,  and  covering  the 
entire  surface  with  the  exception  of  a  depression  just  below  its  centre  at  the 
ligamentum  teres;  that  covering  the  acetabulum  is  much  thinner  at  the  centre 
than  at  the  circumference,  being  deficient  in  the  situation  of  the  circular  depres- 
sion at  the  bottom  of  the  cavity.     The  ligaments  of  the  joint  are  the 

Capsular.  Teres. 

Ilio-femoral.  Cotyloid. 

Transverse. 

The  Capsular  Ligament  is  a  strong,  dense,  ligamentous  capsule,  embracing 
the  margin  of  the  acetabulum  above,  and  surrounding  the  neck  of  the  femur 
below.  Its  tipper  circumference  is  attached  to  the  acetabulum  two  or  three  lines 
external  to  the  cotyloid  ligament ;  but  opposite  the  notch  where  the  margin  of 
this  cavity  is  deficient,  it  is  connected  with  the  transverse  ligament,  and  by  a 
few  fibres  to  the  ed<re  of  the  obturator  foramen.  Its  lower  circumference  sur- 
rounds the  neck  of  the  femur,  being  attached,  in  front,  to  the  spiral  or  anterior 
intertrochanteric  line ;  above,  to  the  base  of  the  neck ;  behind,  to  the  middle  of 
the  neck  of  the  bone,  about  half  an  inch  above  the  posterior  intertrochanteric 
line.    It  is  much  thicker  at  the  upper  and  fore  part  of  the  joipt  where  the 
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greatest  amount  of  resistance  is  required,  than  below,  where  it  is  thin,  loose, 
and  longer  than  in  any  other  part.  Its  external  surface  (Fig.  220,  p.  800)  is 
rough,  covered  by  numerous  muscles,  and  separated  in  front  from  the  Psoas 
and  Iliac  us  by  a  synovial  bursa,  which  not  unfrequently  communicates  by  a 

Fig.  231.— Lett  Hip  joint  laid  open. 


circular  aperture  with  the  cavity  of  the  joint.  It  differs  from  the  capsular 
ligament  of  the  shoulder,  in  being  much  less  loose  and  lax,  and  in  not  being 
perforated  for  the  passage  of  a  tendon. 

The  Ilio-femoral  Ligament  (Fig.  220)  is  an  accessory  band  of  fibres,  extending 
obliquely  across  the  front  of  the  joint;  it  is  intimately  connected  with  the 
capsular  ligament,  and  serves  to  strengthen  it  in  this  situation.  It  is  attached, 
above,  to  the  anterior  inferior  spine  of  the  ilium;  below,  to  the  anterior  inter- 
trochanteric line.  Its  lower  part  is  sometimes  bifurcated,  an  arrangement  which 
Bigelow  seems  to  regard  as  the  usual  one,  so  that  he  describes  it  under  the  name 
of  "the  Y-ligament."1 

The  Ligamentum  Teres  is  a  triangular  band  of  fibres,  implanted,  by  its  apex, 
into  the  depression  a  little  behind  and  below  the  centre  of  the  head  of  the 
femur,  and  by  its  broad  base,  which  consists  of  two  bundles  of  fibres,  into  the 
margins  of  the  notch  at  the  bottom  of  the  acetabulum,  becoming  blended  with 
the  transverse  ligament.  It  is  formed  of  a  bundle  of  fibres,  the  thickness  and 
strength  of  which  are  very  variable,  surrounded  bv  a  tubular  sheath  of  synovial 
membrane.  Sometimes,  only  the  synovial  fold  exists,  or  the  ligament  may  He 
altogether  absent.  The  use  of  the  round  ligament  is  to  check  rotation  outwards, 
as  well  as  adduction  in  the  flexed  position  (Figs.  232,  233):  it  thus  assists  in 
preventing  dislocation  of  the  head  of  the  femur  forwards  and  outwards,  an 

1  Bigelow  on  the  Hip-joint. 
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accident  likely  to  occur  from  the  necessary  mechanism  of  the  joint,  if  not  pro- 
vided against  by  this  ligament  and  the  thick  anterior  part  of  the  capsule.1 

Fig.  232. — The  Hip-Joint  laid  open  from  the  Pelvis,  to  show  the  J  jgamentum  Teres  pat  on  the 
Stretch  by  rotation  of  tbe  Femur  outwards. 


The  Cotyloid  Ligament  is  a  fibro- cartilaginous  rim  attached  to  the  margin  of 
the  acetabulum,  the  cavity  of  which  it  deepens :  at  the  same  time  it  protects  the 
edges  of  the  bone,  and  fills  up  the  inequalities  on  its  surface.  It  is  prismoid  in 
form,  its  base  being  attached  to  the  margin  of  the  acetabulum,  and  Us  opposite 

Fig.  233. — The  same  view  of  the  Hip  as  in  the  former  figure,  to  show  the  Ligamcntiim  Teres 
put  on  the  stretch  by  adduction  in  the  flexed  position. 


edge  heing  free  and  sharp ;  whilst  its  two  surfaces  are  invested  by  synovial 
membrane,  the  external  one  being  in  contact  with  the  capsular  ligament,  the 
interna]  one  being  inclined  inwards  so  as  to  narrow  the  acetabulum  and  embrace 
the  cartilaginous  surface  of  the  head  of  the  femur.  It  is  much  thicker  above 
and  behind  than  below  and  in  front,  and  consists  of  close  compact  fibres  which 

1  See  an  interesting  paper  "On  the  Use  of  the  Tionnd  Ligament  of  the  Rip-Joint."  by  Dr. 
J.  Strut  hen.  Edinbiirffh  Mffiiral  Journal.  18S8.  This  ligament  in  best  studied  with  the  assist- 
anee  of  a  preparation  in  which  the  flonr  of  the  acetabulum  has  been  removed  with  a  trephine, 
and  the  ligament  exposed  by  cleaning  away  the  fat.  Mr.  Savory,  witliont  denying  the  other 
nses  attributed  to  this  ligament,  says  that  it  is  always  made  tense  in  the  upright  position,  and  is 
still  further  tightened  in  standing  on  one  leg ;  and  therefore  he  maintains  thnt  its  main  fnnction 
is  to  support  the  weight  of  the  hody,  and  distribute  its  pressure  equally  over  the  whole  surface  of 
the  actabulum  and  head  of  the  femur.     Lancet,  May  23,  1874. 
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arise  from  different  points  of  the  circumference  of  the  acetabulum,  and  inter- 
lace with  each  other  at  very  acute  angles. 

The  Transverse  Ligament  is  a  strong  flattened  band  of  fibres,  which  crosses 
the  notch  at  the  lower  part  of  the  acetabulum,  and  converts  it  into  a  foramen. 
It  is  continuous  at  each  side  with  the  cotyloid  ligament.  An  interval  is  left 
beneath  the  ligament  for  the  passage  of  nutrient  vessels  to  the  joint. 

The  Synovial  Membrane  is  very  extensive.  Commencing  at  the  margin  of  the 
cartilaginous  surface  of  the  head  of  the  femur,  it  covers  all  that  portion  of  the 
neck  which  is  contained  within  the  joint ;  from  the  head  it  is  reflected  on  the 
internal  surface  of  the  capsular  ligament,  covers  both  surfaces  of  the  cotyloid 
ligament,  and  the  mass  of  fat  contained  in  the  fossa  at  the  bottom  of  the  aceta- 
bulum, and  is  prolonged  in  the  form  of  a  tabular  sheath  around  the  ligamentum 
teres,  as  far  as  the  head  of  the  femur. 

The  muscles  in  relation  with  the  joint  are,  in  front,  the  Psoas  and  Hiacus, 
separated  from  the  capsular  ligament  by  a  synovial  bursa ;  above,  the  straight 
head  of  the  Eectus  and  Gluteus  minimus,  the  latter  being  closely  adherent  to 
the  capsule:  internally,  the  Obturator  externus  and  Pectineus:  behind  the 
Pyriformis  Gemellus  superior,  Obturator  internus,  Gemellus  inferior,  Obturator 
externus,  and  Quadratus  femoris. 

The  arteries  supplying  the  joint  are  derived  from  the  obturator,  sciatic, 
internal  circumflex,  and  gluteal. 

The  Nerves  are  articular  branches  from  the  sacral  plexus,  great  sciatic,  obtu- 
rator, and  accessory  obturator  nerves. 

Actions.  The  movements  of  the  hip,  like  all  enarthrodial  joints,  are  very 
extensive;  they  are,  flexion,  extension,  adduction,  abduction,  circumduction, 
and  rotation. 

The  hip-joint  presents  a  very  striking  contrast  to  the  other  great  enarthrodial 
joint — the  shoulder — in  the  much  more  complete  mechanical  arrangements  for 
its  security  and  for  the  limitation  of  its  motions.  In  the  shoulder,  as  we  have 
seen,  the  head  of  the  humerus  is  not  adapted  at  all  in  shape  to  the  glenoid  cavity, 
and  is  hardly  restrained  in  any  of  its  ordinary  movements  by  the  capsular  liga- 
ment. In  the  hip-joint,  on  the  contrary,  the  head  of  the  femur  is  closely  fitted 
to  the  acetabulum  for  a  distance  extending  over  nearly  half  a  sphere,  and  at  the 
margin  of  the  bony  cup  it  is  still  more  closely  embraced  by  the  ligamentous  ring- 
of  the  cotyloid  ligament,  so  that  the  head  of  the  femur  is  held  in  its  place  by  that 
ligament  even  when  the  fibres  of  the  capsule  have  been  quite  divided  (Humphry). 
The  anterior  portion  of  the  capsule  described  as  the  ilio-femoral  or  accessory 
ligament,  is  the  strongest  of  all  the  ligaments  in  the  body,  and  is  put  on  the 
stretch  by  any  attempt  to  extend  the  femur  beyond  a  straight  line  with  the  trunk. 
That  is  to  say,  this  ligament  is  the  chief  agent  in  maintaining  the  erect  position 
without  muscular  fatigue,  the  action  of  the  extensor  muscles  of  the  buttock  being 
balanced  by  the  tension  of  the  ilio-femoral  and  capsular  ligaments.  The  security 
of  the  joint  is  also  provided  for  by  the  two  bones  being  directly  united  through 
the  ligamentum  teres.  Flexion  of  the  hip-joint  is  arrested  by  the  soft  parts  of 
the  thigh  and  abdomen  being  brought  into  contact  ;l  extension  by  the  tension  of 
the  ilio-femoral  ligament  and  front  of  the  capsule ;  adduction  by  the  upper  part 
of  the  accessory  ligament  and  of  the  capsule,  and  in  the  flexed  position  of  the 
limb  by  the  ligamentum  teres ;  abduction  by  the  lower  portion  of  the  ilio-femoral 
ligament  and  of  the  capsule ;  rotation  outwards  by  the  front  part  of  the  capsule, 
and  the  ligamentum  teres,  and  rotation  inwards  by  the  back  part  of  the  capsule. 

II.  Knee-joint. 

The  Knee  is  a  ginglymus,  or  hinge  joint;  the  bones  entering  into  its  formation 
are,  the  condyles  of  the  femur  above,  the  head  of  the  tibia  below,  and  the  patella 

1  The  hip-joint  cannot  be  completely  flexed,  in  most  persons,  withont  at  the  same  time  flexing 
the  knee ;  on  account  of  the  shortness  of  the  ham-string  muscles.  Clcland,  Journ.  of  Anat.  and 
Phy*.  No.  I.  Old  Series,  p.  87. 
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pass  upwards  and  forwards,  and  are  inserted  into  the  outer  side  of  the  inner 
tuberosity  of  the  tibia,  one  in  front,  the  other  behind  the  posterior  crucial 
ligament;  the  third  fasciculus  is  inserted  into  the  back  part  of  the  anterior 
crucial  ligament. 

The  Transverse  Ligament  is  a  band  of  fibres,  which  passes  transversely  from 
the  anterior  convex  margin  of  the  external  semilunar  cartilage  to  the  anterior 
extremity  of  the  internal  cartilage ;  its  thickness  varies  considerably  in  different 
subjects. 

The  Coronary  Ligaments  consist  of  numerous  short  fibrous  bands,  which  con- 
nect the  convex  border  of  the  semilunar  cartilages  with  the  circumference  of 
the  head  of  the  tibia,  and  with  the  other  ligaments  surrounding  the  joint. 

The  Synovial  Membrane  of  the  knee-joint  is  the  largest  and  most  extensive  in 
the  body.  Commencing  at  the  upper  border  of  the  patella,  it  forms  a  large  cul- 
de-sac  beneath  the  Extensor  tendon  of  the  thigh :  this  is  sometimes  replaced  by 
a  synovial  bursa  interposed  between  the  tendon  and  the  front  of  the  femur, 
which  in  some  subjects  communicates  with  the  synovial  membrane  of  the  knee- 
joint  by  an  orifice  of  variable  size.  On  each  side  of  the  patella,  the  synovial 
membrane  extends  beneath  the  aponeurosis  of  the  Vasti  muscles,  and  more 
especially  beneath  that  of  the  Vastus  internus;  and,  below  the  patella,  it  is 
separated  from  the  anterior  ligament  by  a  considerable  quantity  of  adipose 
tissue.  In  this  situation  it  sends  off  a  triangular  prolongation,  containing  a  few 
ligamentous  fibres,  which  extends  from  the  anterior  part  of  the  joint  below  the 
patella,  to  the  front  of  the  intercondyloid  notch.  This  fold  has  been  termed  the 
ligamentum  mncosum.  The  ligamenta  alaria  consist  of  two  fringe-like  folds, 
which  extend  from  the  sides  of  the  ligamentum  mucosum,  upwards  and  out- 
wards, to  the  sides  of  the  patella.  The  synovial  membrane  invests  the  semilunar 
fibro-eartilages,  and  on  the  back  part  of  the  external  one  forms  a  cul-de-sac 
between  the  groove  on  its  surface,  and  the  tendon  of  the  Popliteus;  it  is  con- 
tinued to  the  articular  surface  of  the  tibia;  surrounds  the  crucial  ligaments, 
and  the  inner  surface  of  the  ligaments  which  enclose  the  joint;  lastly,  it  ap- 
proaches the  condyles  of  the  femur,  and  from  them  is  continued  on  to  the  lower 
part  of  the  front  of  the  shaft.  The  pouch  of  synovial  membrane  between  the 
Extensor  tendon  and  front  of  the  femur  is  supported,  during  the  movements  of 
the  knee,  by  a  small  muscle,  the  Subcruraeus.  which  is  inserted  into  it. 

The  Arteries  supplying  the  joint  are  derived  from  the  anastomotic  branch  of 
the  femoral,  articular  branches  of  the  popliteal,  and  recurrent  branch  of  the 
anterior  tibial. 

The  Nerves  are  derived  from  the  obturator,  anterior  crural,  and  external  and 
internal  popliteal. 

Actions.  The  knee-joint  allows  of  movement  of  flexion  and  extension,  and  of 
slight  rotation  inwards  and  outwards.  The  complicated  mechanism  of  this  joint 
renders  it  necessary  to  study  each  of  these  movements  separately,  pointing  out 
incidentally  the  functions  of  each  of  the  principal  components  of  the  joint.  The 
tibia  executes  a  rotatory  movement  during  flexion  around  an  imaginary  axis  drawn 
transversely  through  its  upper  end.  This  causes  a  change  in  the  apposition  of 
the  tibia  and  femur.  Thus,  in  extreme  extension,  it  is  the  anterior  portion  of  the 
tibia  which  is  in  contact  with  the  femur;  in  the  semiflexed  position,  its  middle; 
in  complete  flexion,  its  posterior  edge.1  Also,  during  flexion  the  articular  sur- 
face of  the  tibia,  covered  by  the  interarticular  cartilages,  glides  backwards  on 
the  femur.  The  patella  is  attached  by  the  inextensible  ligamentum  patellae  to 
the  tubercle  of  the  tibia,  and  as  the  tibia  glides  backwards,  the  patella  falls  more 
and  more  into  the  intercondyloid  notch  of  the  femur.  The  ligamentum  patellar 
is  put  on  the  stretch  during  flexion,  as  is  also  the  posterior  crucial  ligament  in 
extreme  flexion.  The  other  ligaments  are  all  relaxed  by  flexion  of  the  joint, 
though  the  relaxation  of  the  anterior  crucial  ligament*  is  very  trifling.     In 

1  See  Plate  XLVII.  in  Humphry,  on  The  Skeleton. 
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flat  bands,  which  pass  obliquely  upwards  and  inwards  from  the  head  of  the 
fibula  to  the  outer  tuberosity  of  the  tibia. 

The  Posterior  Superior  Ligament  is  a  single  thick  and  broad  band,  which 
passes  from  the  back  part  of  the  head  of  the  fibula  to  the  back  part  of  the  outer 
tuberosity  of  the  tibia.     It  is  covered  by  the  tendon  of  the  Popliteus  muscle. 

A  Synovial  membrane  lines  this  articulation,  which  at  its  upper  and  back  part 
is  occasionally  continuous  with  that  of  the  knee-joint. 

2.  Middle  Tibio-fibular  Articulation. 

An  interosseous  membrane  extends  between  the  contiguous  margins  of  the 
tibia  and  fibula,  and  separates  the  muscles  on  the  front  from  those  on  the  back 
of  the  leg.  It  consists  of  a  thin  aponeurotic  lamina  composed  of  oblique  fibres, 
which  pass  between  the  interosseous  ridges  on  the  two  bones.  It  is  broader 
above  than  below,  and  presents  at  its  upper  part  a  large  oval  aperture  for  the 
anterior  tibial  artery  forwards  to  the  anterior  aspect  of  the  leg ;  and  at  its  lower 
part  an  opening  for  the  passage  of  the  anterior  peroneal  vessels.  It  is  con- 
tinuous below  with  the  inferior  interosseous  ligament;  and  is  perforated  in 
numerous  parts  for  the  passage  of  small  vessels.  It  is  in  relation  in  front  with 
the  Tibialis  anticus,  Extensor  longus  digitorum,  Extensor  proprius  pollicis, 
Peroneus  tertius,  and  the  anterior  tibial  vessels  and  nerve ;  behind,  with  the 
Tibialis  posticus  and  Flexor  longus  pollicis. 

3.  Inferior  Tibio-fibular  Articulation. 

This  articulation  is  formed  by  the  rough  convex  surface  of  the  inner  side  of 
the  lower  end  of  the  fibula,  connected  with  a  similar  rough  surface  on  the  outer 
side  of  the  tibia.  Below,  to  the  extent  of  about  two  lines,  these  surfaces  are 
smooth  and  covered  with  cartilage,  which  is  continuous  with  that  of  the  ankle- 
joint.     The  ligaments  of  this  joint  are — 

Inferior  Interosseous.  Posterior  Inferior  Tibio-fibular. 

Anterior  Inferior  Tibio-fibular.      Transverse. 

The  Inferior  Interosseous  Ligament  consists  of  numerous  short,  strong  fibrous 
bands,  which  pass  between  the  contiguous  rough  surfaces  of  the  tibia  and  fibula, 
and  constitute  the  chief  bond  of  union  between  the  bones.  This  ligament  is 
continuous,  above,  with  the  interosseous  membrane. 

The  Anterior  Inferior  Ligament  (Fig.  239)  is  a  flat,  triangular  band  of  fibres, 
broader  below  than  above,  which  extends  obliquely  downwards  and  outwards 
between  the  adjacent  margins  of  the  tibia  and  fibula  on  the  front  aspect  of  the 
articulation.  It  is  in  relation,  in  front,  with  the  Peroneus  tertius,  the  aponeu- 
rosis of  the  leg,  and  the  integument ;  behind,  with  the  inferior  interosseous  liga- 
ment; and  lies  in  contact  with  the  cartilage  covering  the  astragalus. 

The  Posterior  Inferior  Ligament,  smaller  than  the  preceding,  is  disposed  in  a 
similar  manner  on  the  posterior  surface  of  the  articulation. 

The  Transverse  Ligament  is  a  long  narrow  band,  continuous  with  the  preced- 
ing, passing  transversely  across  the  back  of  the  joint,  from  the  external  malleolus 
to  the  tibia,  a  short  distance  from  its  malleolar  process.  This  ligament  projects 
below  the  margin  of  the  bones,  and  forms  part  of  the  articulating  surface  for  the 
astragalus. 

The  Synovial  Membrane  lining  the  articular  surface  is  derived  from  that  of 
the  ankle-joint. 

Actions.  The  movement  permitted  in  these  articulations  is  limited  to  a  very 
slight  gliding  of  the  articular  surfaces  one  upon  another. 

IV.  Ankle-joint. 

The  Ankle  is  a  ginglymus  or  hinge  joint.  The  bones  entering  into  its  forma- 
tion are  the  lower  extremity  of  the  tibia  and  its  malleolus,  and  the  external 
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in  front.  The  articular  surfaces  are  covered  -with  cartilage,  and  connected 
together  by  ligaments,  some  of  which  are  placed  on  the  exterior  of  the  joint, 
whilst  others  occupy  its  interior. 

Exterior  Ligaments.  Interior  Ligaments. 

Anterior,  or  Ligamentum  Pa-  Anterior,  or  External  Crucial. 

tellro.  Posterior,  or  Internal  Crucial. 

Posterior,  or  Ligamentum  Pos-  Two  Semilunar  Fibro-cartilages. 

ticum  Winslowii.  Transverse. 

Internal  Lateral.  Coronary. 

Two  External  Lateral.  Ligamentum  mucosum. 

Capsular.  Ligamenta  alaria. 

The  Anterior  Ligament,  or  Ligamentum  Patella:  (Fig.  234),  is  that  portion  of 
the  common  tendon  of  the  extensor  muscles  of  the  thigh  which  is  continued  from 
the  patella  to  the  tubercle  of  the  tibia,  supplying  the  place  of  an  anterior  liga- 
ment. It  is  a  strong,  flat,  ligamentous  band,  about  three  inches  in  length, 
attached,  above,  to  the  apex  of  the  patella  and  the  rough  depression  on  its  poste- 
rior surface;  below  to  the  lower  part  of  the  tuberosity  of  the  tibia;  its  superficial 
fibres  being  continuous  across  the  front  of  the  patella  with  those  of  the  tendon 
of  the  Quadriceps  extensor.  Two  synovial  bursa}  are  connected  with  this  liga- 
ment and  the  patella;  one  is  interposed  between  the  patella  and  the  skin  covering 
its  anterior  surface ;  the  other,  of  small  size,  between  the  ligamentum  patellae 

Fig.  234— Right  Knee-joint.    Anterior  View.        Fig.  235.— Right  Knee-joint..    Posterior  View. 


and  the  upper  part  of  the  tuberosity  of  the  tibia.  The  posterior  surface  of  this 
ligament  is  separated  above  from  the  knee-joint  by  a  large  mass  of  adipose 
tissue;  its  lateral  margins  are  continuous  with  the  aponeuroses  derived  from  the 
Vasti  muscles. 
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The  Posterior  Ligament,  Ligamentum  Posticum  Winshuni  (Fig.  235),  is  a  broad, 
flat,  fibrous  band,  which  covers  over  the  whole  of  the  back  part  of  the  joint.  It 
consists  of  a  central  and  two  lateral  portions,  the  latter  formed  chiefly  of  vertical 
fibres,  which  arise  above  from  the  condyles  of  the  femur,  and  are  connected 
below  with  the  back  part  of  the  head  of  the  tibia,  being  closely  united  with  the 
tendons  of  the  Gastrocnemius,  Plantaris,  and  Popliteus  muscles;  the  central 
portion  is  formed  of  fasciculi,  obliquely  directed  and  separated  from  one  another 
by  apertures  for  the  passage  of  vessels.  The  strongest  of  these  fasciculi  is  derived 
from  the  tendon  of  tne  Semi-membranosus,  and  passes  from  the  back  part  of  the 
inner  tuberosity  of  the  tibia,  obliquely  upwards  and  outwards  to  the  back  part 
of  the  outer  condyle  of  the  femur.  The  posterior  ligament  forms  part  of  the 
floor  of  the  popliteal  space,  and  the  popliteal  artery  rests  upon  it. 

The  Internal  Lateral  Ligament  is  a  broad,  flat,  membranous  band,  thicker 
behind  than  in  front,  and  situated  nearer  to  the  back  than  the  front  of  the  joint. 
It  is  attached,  above,  to  the  inner  tuberosity  of  the  femur ;  below,  to  the  inner 
tuberosity  and  inner  surface  of  the  shaft  of  the  tibia,  to  the  extent  of  about  two 
inches.  It  is  crossed,  at  its  lower  part,  by  the  aponeurosis  of  the  Sartorius,  and 
the  tendons  of  the  Gracilis  and  Semitendinosus  muscles,  a  synovial  bursa  being 
interposed.  Its  deep  surface  covers  the  anterior  portion  of  the  tendon  of  the 
Semi-membranosus,  the  synovial  membrane  of  the  joint,  and  the  inferior  internal 
articular  artery  and  nerve ;  it  is  intimately  adherent  to  the  internal  semilunar 
fibrocartilage. 

The  Long  External  Lateral  Ligament  is  a  strong,  rounded,  fibrous  cord,  situated 
nearer  to  the  back  than  the  frout  of  the  joint.  It  is  attached,  above,  to  the  outer 
tuberosity  of  the  femur ;  below,  to  the  outer  part  of  the  head  of  the  fibula.  Its 
outer  surface  is  covered  by  the  tendon  of  the  Biceps,  which  divides  at  its  insertion 
into  two  parts,  separated  by  the  ligament.  The  ligament  has,  passing  beneath 
it,  the  tendon  of  the  Popliteus  muscle,  and  the  inferior  external  articular  vessels 
and  nerve. 

The  Short  External  Lateral  Ligament  is  an  accessory  bundle  of  fibres,  placed 
behind  and  parallel  with  the  preceding;  attached,  above,  to  the  lower  part  of 
the  outer  tuberosity  of  the  femur ;  below,  to  the  summit  of  the  styloid  process 
of  the  fibula.  This  ligament  is  intimately  connected  with  the  capsular  ligament, 
and  has,  passing  beneath  it,  the  tendon  of  the  Popliteus  muscle. 

The  Capsular  Ligament  consists  of  an  exceedingly  thin,  but  strong,  fibrous 
membrane,  which  fills  in  the  intervals  left  by  the  preceding  ligaments.  It  is 
attached  to  the  femur  immediately  above  its  articular  surface ;  below,  to  the 
upper  border  and  sides  of  the  patella  and  the  margins  of  the  head  of  the  tibia 
and  interarticular  cartilages,  and  is  continuous  behind  with  the  posterior  liga- 
ment. This  membrane  is  strengthened  by  fibrous  expansions,  derived  from  the 
fascia  lata,  from  the  Vasti  and  Crureus  muscles,  and  from  the  Biceps,  Sartorius, 
and  tendon  of  the  Semimembranosus. 

The  Crucial  are  two  interosseous  ligaments  of  considerable  strength,  situated 
in  the  interior  of  the  joint,  nearer  its  posterior  than  its  anterior  part.  They 
are  called  crucial,  because  they  cross  each  other,  somewhat  like  the  lines  of  the 
letter  X;  and  have  received  the  names  anterior  and  posterior,  from  the  position 
of  their  attachment  to  the  tibia. 

The  Anterior  or  External  Crucial  Ligament  (Fig.  236),  smaller  than  the  pos- 
terior, is  attached  to  the  inner  side  of  the  depression  in  front  of  the  spine  of  the 
tibia,  being  blended  with  the  anterior  extremity  of  the  external  semilunar  fibro- 
cartilage, and  passing  obliquely  upwards,  backwards,  and  outwards,  is  inserted 
into  the  inner  and  back  part  of  the  outer  condyle  of  the  femur. 

The  Posterior  or  Internal  Crucial  Ligament  is  larger  in  size,  but  less  oblique 
in  its  direction  than  the  anterior.  It  is  attached  to  the  back  part  of  the  depres- 
sion behind  the  spine  of  the  tibia,  to  the  popliteal  notch,  and  to  the  posterior 
extremity  of  the  external  semilunar  fibro-cartilage ;  and  passes  upwards,  for- 
wards, and  inwards,  to  be  inserted  into  the  outer  and  fore-part  of  the  inner 
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condyle  of  the  femur.     Aa  it  crosses  the  anterior  crucial  ligament,  a  fasciculus 

is  given  off  from  it,  which  blends  with  the  posterior  part  of  that  ligament.     It 

is  in  relation,  in  front,  with  the  anterior 

Fig.  230.— Right  Knee-joint.    Showing         crucial  ligament;  behind,  with  the  liga- 

Internal  Ligament*.  mentum  posticum  Winslowii. 

The  Semilunar  Eibro-cartilagee  (Fig. 
237)  are  two  crescentic  lamellte,  which 
are  attached  to  the  margins  of  the  head 
of  the  tibia,  and  serve  to  deepen  its 
surface  for  articulation  with  the  con- 
dyles of  the  femur.  The  circumference 
of  each  cartilage  is  thick  and  convex; 
the  inner  free  border,  thin  and  concave. 
Their  upper  surfaces  are  concave,  and 
in  relation  with  the  condyles  of  the 
femur;  their  lower  surfaces  are  flat, and 
rest  upon  the  head  of  the  tibia.  Each 
cartilage  covers  nearly  the  outer  two- 
thirds  of  the  corresponding  articular 
surface  of  the  tibia,  leaving  the  inner 
third  uncovered;  both  surfaces  are 
smooth,  and  invested  by  synovial  mem- 
brane. 

The  Internal  Semilunar  Fibro-earti- 
lai/e  is  nearly  semicircular  in  form,  a 
little  elongated  from  before  backwards, 
and  broader  behind  than  in  front;  its 
convex  border  is  united  to  the  internal 
lateral  ligament,  and  to  the  head  of  the 
tibia,  by  means  of  the  coronary  liga- 
ments; its  anterior  extremity,  thin  and 
pointed,  is  firmly  implanted  into  a  de- 
pression in  front  of  the  inner  articular 
surface  of  the  tibia;  its  posterior  ex- 
tremity into  the  depression  behind  the  spine,  between  the  attachment  of  the 
external  cartilage  and  posterior  crucial  ligament. 

The  External  Semilunar  Filiro-cartilaije  Tonus  nearly  an  entire  circle,  covering 
a  larger  portion  of  the  articular  surface  than  the  internal  one.     It  is  grooved 

on  its  outer  side,  for  the  ten- 
Fig.  237— Head  of  Tibia,  with  Semilunar  Cartilages,  etc.       don  of  the  Popliteus  muscle. 
Seen  from  above.     Right  Side.  j,a  circumferc'nce  is  held  in 

connection  with  the  head  of 
the  tibia,  by  means  of  I  he 
coronary  ligaments;  and  its 
two  extremities  are  firmly 
implanted  in  the  depressions 
in  front  and  behind  the  spine 
of  the  tibia.  There  extremi- 
ties, at  their  insertion,  are 
interposed  between  the  at- 
tachments of  the  internal  car- 
tilage. The  external  semi- 
lunar fibro- cartilage  gives 
off  from  its  anterior  bonier  a 
fasciculus,  which  forms  the 
transverse  ligament.  By  its  anterior  extremity,  it  is  continuous  with  the  anterior 
irucial  ligament.     Its  posterior  extremity  divides  into  three  slips;  two  of  these 
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pass  upwards  and  forwards,  and  are  inserted  into  the  outer  side  of  the  inner 
tuberosity  of  the  tibia,  one  in  front,  the  other  behind  the  posterior  crucial 
ligament;  the  third  fasciculus  is  inserted  into  the  back  part  of  the  anterior 
crucial  ligament. 

The  Transverse  Ligament  is  a  band  of  fibres,  which  passes  transversely  from 
the  anterior  convex  margin  of  the  external  semilunar  cartilage  to  the  anterior 
extremity  of  the  internal  cartilage ;  its  thickness  varies  considerably  in  different 
subjects. 

The  Coronary  Ligaments  consist  of  numerous  short  fibrous  bands,  which  con- 
nect the  convex  border  of  the  semilunar  cartilages  with  the  circumference  of 
the  head  of  the  tibia,  and  with  the  other  ligaments  surrounding  the  joint. 

The  Synovial  Membrane  of  the  knee-joint  is  the  largest  and  most  extensive  in 
the  body.  Commencing  at  the  upper  border  of  the  patella,  it  forms  a  large  cul- 
de-sac  beneath  the  Extensor  tendon  of  the  thigh :  this  is  sometimes  replaced  by 
a  synovial  bursa  interposed  between  the  tendon  and  the  front  of  the  femur, 
which  in  some  subjects  communicates  with  the  synovial  membrane  of  the  knee- 
joint  by  an  orifice  of  variable  size.  On  each  side  of  the  patella,  the  synovial 
membrane  extends  beneath  the  aponeurosis  of  the  Vasti  muscles,  and  more 
especially  beneath  that  of  the  Vastus  internus;  and,  below  the  patella,  it  is 
separated  from  the  anterior  ligament  by  a  considerable  quantity  of  adipose 
tissue.  In  this  situation  it  sends  off  a  triangular  prolongation,  containing  a  few 
ligamentous  fibres,  which  extends  from  the  anterior  part  of  the  joint  below  the 
patella,  to  the  front  of  the  intercondyloid  notch.  This  fold  has  been  termed  the 
ligamentum  mucosum.  The  ligamenta  alaria  consist  of  two  fringe-like  folds, 
which  extend  from  the  sides  of  the  ligamentum  mucosum,  upwards  and  out- 
wards, to  the  sides  of  the  patella.  The  synovial  membrane  invests  the  semilunar 
fibro-cartilages,  and  on  the  back  part  of  the  external  one  forms  a  cul-de-sac 
between  the  groove  on  its  surface,  and  the  tendon  of  the  Popliteus;  it  is  con- 
tinued to  the  articular  surface  of  the  tibia;  surrounds  the  crucial  ligaments, 
and  the  inner  surface  of  the  ligaments  which  enclose  the  joint;  lastly,  it  ap- 
proaches the  condyles  of  the  femur,  and  from  them  is  continued  on  to  the  lower 
part  of  the  front  of  the  shaft.  The  pouch  of  synovial  membrane  between  the 
Extensor  tendon  and  front  of  the  femur  is  supported,  during  the  movements  of 
the  knee,  by  a  small  muscle,  the  Subcruraeus,  which  is  inserted  into  it. 

The  Arteries  supplying  the  joint  are  derived  from  the  anastomotic  branch  of 
the  femoral,  articular  branches  of  the  popliteal,  and  recurrent  branch  of  the 
anterior  tibial. 

The  Nerves  are  derived  from  the  obturator,  anterior  crural,  and  external  and 
internal  popliteal. 

Actions.  The  knee-joint  allows  of  movement  of  flexion  and  extension,  and  of 
slight  rotation  inwards  and  outwards.  The  complicated  mechanism  of  this  joint 
renders  it  necessary  to  study  each  of  these  movements  separately,  pointing  out 
incidentally  the  functions  of  each  of  the  principal  components  of  the  joint.  The 
tibia  executes  a  rotatory  movement  during  flexion  around  an  imaginary  axis  drawn 
transversely  through  its  upper  end.  This  causes  a  change  in  the  apposition  of 
the  tibia  and  femur.  Thus,  in  extreme  extension,  it  is  the  anterior  portion  of  the 
tibia  which  is  in  contact  with  the  femur ;  in  the  semiflexed  position,  its  middle ; 
in  complete  flexion,  its  posterior  edge.1  Also,  during  flexion  the  articular  sur- 
face of  the  tibia,  covered  by  the  interarticular  cartilages,  glides  backwards  on 
the  femur.  The  patella  is  attached  by  the  inextensiblc  ligamentum  patellae  to 
the  tubercle  of  the  tibia,  and  as  the  tibia  glides  backwards,  the  patella  falls  more 
and  more  into  the  intercondyloid  notch  of  the  femur.  The  ligamentum  patellar 
is  put  on  the  stretch  during  flexion,  as  is  also  the  posterior  crucial  ligament  in 
extreme  flexion.  The  other  ligaments  are  all  relaxed  by  flexion  of  the  joint, 
though  the  relaxation  of  the  anterior  crucial  ligament  is  very  trifling.     In 

1  See  Plate  XLVII.  in  Humphry,  on  The  Skeleton. 
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partial  flexion,  before  the  ligamentum  patella  comes  upon  the  stretch,  and  while 
both  crucial  ligaments  are  somewhat  relaxed,  some  rotation  of  the  joint  is  per- 
mitted. Flexion  is  only  checked  during  life  by  the  contact  of  the  leg  with  the 
thigh.  In  extension,  the  ligamentum  patellae  becomes  relaxed,  and,  in  extreme 
extension,  completely  so,  so  as  to  allow  free  lateral  movement  to  the  patella, 
which  then  rests  on  the  front  of  the  condyles  of  the  femur.  The  other  ligaments 
are  all  on  the  stretch.  When  the  limb  has  been  brought  into  a  straight  line  ex- 
tension is  checked,  mainly  by  the  tension  of  the  posterior  crucial  ligament. 
The  movements  of  rotation  of  which  the  knee  is  susceptible  are  permitted  in  the 
semiflexed  condition  by  the  partial  relaxation  of  both  crucial  ligaments,  as  well 
as  the  lateral  ligaments.  Rotation  inwards  (or  pronation  of  the  leg)  is  checked 
by  the  anterior  crucial  ligament.  The  chief  agent  in  effecting  this  movement 
is  the  Popliteus  muscle.  Rotation  outwards  (or  supination)  is  checked  by  the 
posterior  crucial  ligament.  It  is  effected  mainly  by  the  Biceps.  The  main 
function  of  the  crucial  ligaments  is  to  act  as  a  direct  bond  of  union  between 
the  tibia  and  femur,  preventing  the  former  bone  from  being  carried  too  far 
backwards  or  forwards.  They  also  assist  the  lateral  ligaments  in  resisting  any 
lateral  bending  of  the  joint.  The  interarticular  cartilages  are  intended,  as  it 
seems,  to  adapt  the  surface  of  the  tibia  to  the  shape  of  the  femur  to  a  certain 
extent,  so  as  to  fill  up  the  intervals  which  would  otherwise  be  left  in  the  varying 
positions  of  the  joint,  and  to  interrupt  the  jars  which  would  be  so  frequently 
transmitted  up  the  limb  in  jumping  or  falls  on  the  feet.  The  patella  is  a  great 
defence  to  the  knee-joint  from  any  injury  inflicted  in  front,  and  it  distributes 
upon  a  large  and  tolerably  even  surface  during  kneeling  the  pressure  which 
would  otherwise  fall  upon  the  prominent  ridges  of  the  condyles :  it  also  affords 
leverage  to  the  Quadriceps  extensor  muscle  to  act  upon  the  tibia,  and  Mr. 
Ward  has  pointed  out1  how  this  leverage  varies  in  the  various  positions  of  the 
joint,  so  that  the  action  of  the  muscle  produces  velocity  at  the  expense  of  force 
in  the  commencement  of  extension,  and  on  the  contrary,  at  the  close  of  extension 
tends  to  diminish  the  velocity,  and  therefore  the  shock  to  the  ligaments ;  whilst 
in  the  standing  position  it  draws  the  tibia  powerfully  forwards,  and  thus  main- 
tains it  in  its  place. 

The  folds  of  synovial  membrane  and  the  fatty  processes  contained  in  them 
act,  as  it  seems,  mainly  as  padding  to  fill  up  interspaces  and  obviate  con- 
cussions. 

The  bursa  in  connection  with  the  synovial  membrane  will  be  found  described 
with  the  regional  anatomy  of  the  popliteal  space. 

III.  Articulations  between  the  Tibia  and  Fibula. 

The  articulations  between  the  tibia  and  fibula  are  effected  by  ligaments  which 
connect  both  extremities,  as  well  as  the  shafts  of  the  bones.  They  may,  con- 
sequently, be  subdivided  into  three  sets: — 1.  The  Superior  Tibio-fibular  articu- 
lation. 2.  The  Middle  Tibio-fibular  articulation.  8.  The  Inferior  Tibio-fibular 
articulation. 

1.  Superior  Tibio-fibular  Articulation. 

This  articulation  is  an  arthrodial  joint.  The  contiguous  surfaces  of  the  bones 
present  two  flat  oval  facets  covered  with  cartilage,  and  connected  together  by 
the  following  ligaments : — 

Anterior  Superior  Tibio-fibular. 
Posterior  Superior  Tibio-fibular. 

The  Anterior  Superior  Ligament  (Fig.  236)  consists  of  two  or  three  broad  and 

1     "  Human  Osteology,"  p.  405. 
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flat  bands,  which  pass  obliquely  upwards  and  inwards  from  the  head  of  the 
fibula  to  the  outer  tuberosity  of  the  tibia. 

The  Posterior  Superior  Ligament  is  a  single  thick  and  broad  band,  which 
passes  from  the  back  part  of  the  head  of  the  fibula  to  the  back  part  of  the  outer 
tuberosity  of  the  tibia.     It  is  covered  by  the  tendon  of  the  Popliteus  muscle. 

A  Synovial  membrane  lines  this  articulation,  which  at  its  upper  and  back  part 
is  occasionally  continuous  with  that  of  the  knee-joint. 

2.  Middle  Tibio-fibular  Articulation. 

An  interosseous  membrane  extends  between  the  contiguous  margins  of  the 
tibia  and  fibula,  and  separates  the  muscles  on  the  front  from  those  on  the  back 
of  the  leg.  It  consists  of  a  thin  aponeurotic  lamina  composed  of  oblique  fibres, 
which  pass  between  the  interosseous  ridges  on  the  two  bones.  It  is  broader 
above  than  below,  and  presents  at  its  upper  part  a  large  oval  aperture  for  the 
anterior  tibial  artery  forwards  to  the  anterior  aspect  of  the  leg ;  and  at  its  lower 
part  an  opening  for  the  passage  of  the  anterior  peroneal  vessels.  It  is  con- 
tinuous below  with  the  inferior  interosseous  ligament;  and  is  perforated  in 
numerous  parts  for  the  passage  of  small  vessels.  It  is  in  relation  in  front  with 
the  Tibialis  anticus,  Extensor  longus  digitorum,  Extensor  proprius  pollicis, 
Peroneus  tertius,  and  the  anterior  tibial  vessels  and  nerve ;  behind,  with  the 
Tibialis  posticus  and  Flexor  longus  pollicis. 

3.  Inferior  Tibio-fibular  Articulation. 

This  articulation  is  formed  by  the  rough  convex  surface  of  the  inner  side  of 
the  lower  end  of  the  fibula,  connected  with  a  similar  rough  surface  on  the  outer 
side  of  the  tibia.  Below,  to  the  extent  of  about  two  lines,  these  surfaces  are 
smooth  and  covered  with  cartilage,  which  is  continuous  with  that  of  the  ankle- 
joint.     The  ligaments  of  this  joint  are — 

Inferior  Interosseous.  Posterior  Inferior  Tibio-fibular. 

Anterior  Inferior  Tibio-fibular.      Transverse. 

The  Inferior  Interosseous  Ligament  consists  of  numerous  short,  strong  fibrous 
bands,  which  pass  between  the  contiguous  rough  surfaces  of  the  tibia  and  fibula, 
and  constitute  the  chief  bond  of  union  between  the  bones.  This  ligament  is 
continuous,  above,  with  the  interosseous  membrane. 

The  Anterior  Inferior  Ligament  (Fig.  239)  is  a  flat,  triangular  band  of  fibres, 
broader  below  than  above,  which  extends  obliquely  downwards  and  outwards 
between  the  adjacent  margins  of  the  tibia  and  fibula  on  the  front  aspect  of  the 
articulation.  It  is  in  relation,  in  front,  with  the  Peroneus  tertius,  the  aponeu- 
rosis of  the  leg,  and  the  integument ;  behind,  with  the  inferior  interosseous  liga- 
ment; and  lies  in  contact  with  the  cartilage  covering  the  astragalus. 

The  Posterior  Inferior  Ligament,  smaller  than  the  preceding,  is  disposed  in  a 
similar  manner  on  the  posterior  surface  of  the  articulation. 

The  Transverse  Ligament  is  a  long  narrow  band,  continuous  with  the  preced- 
ing, passing  transversely  across  the  back  of  the  joint,  from  the  external  malleolus 
to  the  tibia,  a  short  distance  from  its  malleolar  process.  This  ligament  projects 
below  the  margin  of  the  bones,  and  forms  part  of  the  articulating  surface  for  the 
astragalus. 

The  Synovial  Membrane  lining  the  articular  surface  is  derived  from  that  of 
the  ankle-joint. 

Actions.  The  movement  permitted  in  these  articulations  is  limited  to  a  very 
slight  gliding  of  the  articular  surfaces  one  upon  another. 

IV.  Ankle-joint. 

The  Ankle  is  a  ginglymus  or  hinge  joint.  The  bones  entering  into  its  forma- 
tion are  the  lower  extremity  of  the  tibia  and  its  malleolus,  and  the  external 
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malleolus  of  the  fibula.  These  bones  are  united  above,  and  forms  an  arch,  to 
receive  the  upper  eonvex  surface  of  the  astragalus  and  its  two  lateral  facets. 
The  bony  surfaces  are  covered  with  cartilage,  and  connected  together  by  the 
following  ligaments: — 

Anterior^  Internal  Lateral. 

External  Lateral. 
The  Anterior  or  Tihio-tarsal  Ligament  (Fig.  238)  is  a  broad,  thin,  membranous 
layer,  attached,  above,  to  the  margin  of  the  articular  surface  of  the  tibia;  below, 

Fig.  238.— Ankle-joint :  Tarsal  and  Tarso-mctatarsal  Articulation.     Internal  View.    Right  Side. 


to  the  margin  of  the  astragalus,  in  front  of  its  articular  surface.  It  is  in  relation, 
in  front,  with  the  Extensor  tendons  of  the  toes,  with  the  tendons  of  the  Tibialis 
anticus  and  Pcroneus  tertius,  and  the  anterior  tibial  vessels  and  nerve;  behind, 
it  lies  in  contact  with  the  synovial  membrane. 

The  Internal  Lateral  or  Deltoid  Ligament  consists  of  two  layers,  superficial 
and  deep.  The  superficial  layer  is  a  strong,  flat,  triangular  band,  attached, 
above,  to  the  apex  and  anterior  and  posterior  borders  of  the  inner  malleolus. 
The  most  anterior  fibres  pass  forwards  to  be  inserted  into  the  scaphoid;  the 
middle  descend  almost  perpendicularly  to  be  inserted  into  the  os  calcis;  and  the 
posterior  fibres  pass  backwards  and  outwards  to  be  attached  to  the  inner  side  of 
the  astragalus.  The  deeper  layer  consists  of  a  short,  thick,  and  strong  fasciculus, 
which  passes  from  the  apex  of  the  malleolus  to  the  inner  surface  of  the  astragalus, 
below  the  articular  surface.  This  ligament  is  covered  by  the  tendons  of  the 
Tibialis  posticus  and  Flexor  longus  digitorum  muscles. 

The  External  Lateral  Ligament  (Fig.  239)  consists  of  three  fasciculi,  taking 
different  directions,  and  separated  by  distinct  intervals;  for  which  reason  it  is 
described  by  some  anatomists  as  three  distinct  ligaments.'  This  would  seem  the 
preferable  description,  were  it  not  that  the  old  nomenclature  has  passed  into 
general  use. 

The  anterior  fasciculus,  the  shortest  of  the  three,  passes  from  the  anterior 

1  Hcmphrt,  OB  The  Skeleton,  p.  559. 
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margin  of  the  summit  of  the  external  malleolus,  downwards  and  forwards,  to  the 
astragalus,  in  front  of  its  external  articular  facet. 

Fig.  239. — Ankle-joint;  Tarsal  and  Tared  metatarsal  Articulations.   External  View.     Right  Side. 


The  posterior  fasciculus,  the  most  deeply  seated,  passes  from  the  depression  nt 
the  inner  and  back  part  of  the  external  malleolus  to  the  astragalus,  behind  its 
external  malleolar  facet.     Its  fibres  are  almost  horizontal  in  direction. 

The  middle  fasciculus,  the  longest  of  the  three,  is  a  narrow  rounded  cord, 
passing  from  the  apex  of  the  external  malleolus  downwards  and  slightly  back- 
wards to  the  middle  of  the  outer  side  of  the  os  calcis.  It  is  covered  by  the 
tendons  of  the  Peroneus  longus  and  brevis. 

There  is  no  posterior  ligament,  its  place  being  supplied  by  the  transverse 
ligament  of  the  inferior  tibio-fibular  articulation. 

The  Synovial  Membrane  invests  the  inner  surface  of  the  ligaments,  and  sends 
a  duplicature  upwards  between  the  lower  extremities  of  the  tibia  and  fibula  for 
a  short  distance. 

Relations.  The  tendons,  vessels,  and  nerves  in  connection  with  the  joint  arc, 
in  front,  from  within  outwards,  the  Tibialis  anticus,  Extensor  proprius  pollicis, 
anterior  tibial  vessels,  anterior  tibial  nerve,  Extensor  communis  digitorum,  and 
Peroneus  tertius;  behind,  from  within  outwards,  Tibialis  posticus,  Flexor  longus 
digitorum,  posterior  tibial  vessels,  posterior  tibial  nerve,  Flexor  longus  pollicis ; 
and,  in  the  groove  behind  the  external  malleolus,  the  tendons  of  the  Peroneus 
longus  and  brevis. 

The  Arteries  supplying  the  joint  are  derived  from  the  malleolar  branches  ot 
the  anterior  tibial  and  peroneal. 

The  Nerves  are  derived  from  the  anterior  tibial. 

Actions.  The  movements  of  the  joint  are  limited  to  flexion  and  extension. 
There  is  no  lateral  motion ;  the  astragalus  being  embraced  by  the  two  malleoli, 
and  held  securely  in  its  place  in  all  positions  of  the  foot.  Of  these  the  external 
malleolus  is  longer  than  the  internal,  and  is  situated  further  backwards,  an 
arrangement  which  Prof.  Humphry  connects  with  the  direction  in  which  the 
weight  of  the  body  appears  to  be  transmitted  to  each  side  of  the  foot  when  planted 
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on  and  raised  off  the  ground.1  The  lower  tibio-fibular  joint  and  the  elasticity  of 
the  fibula  permit  of  some  separation  of  the  two  bones  in  flexion  and  extension 
of  the  limb,  corresponding  to  the  varying  size  of  the  surface  of  the  astragalus  ; 
the  latter  is  considerably  wider  in  front  than  behind  (Fig.  206,  p.  268)  in  order  to 
resist  the  tendency  to  dislocation  of  the  foot  backwards  in  alighting  on  the  toes. 
Of  the  ligaments,  the  internal,  or  deltoid,  is  of  very  great  power — so  much  so 
that  it  usually  resists  a  force  which  fractures  the  process  of  bone  to  which  it  is 
attached.  Its  middle  portion,  together  with  the  middle  fasciculus  of  the  external 
lateral  ligament,  binds  the  bones  of  the  leg  firmly  to  the  foot  and  resists  dis- 
placement in  every  direction.  Its  anterior  and  posterior  fibres  limit  exten- 
sion and  flexion  of  the  foot  .respectively,  and  the  anterior  fibres  also  limit  abduc- 
tion. The  posterior  portion  of  the  external  lateral  ligament  assists  the  middle 
portion  in  resisting  the  displacement  of  the  foot  backwards,  and  deepens  the 
cavity  for  the  reception  of  the  astragalus.  The  anterior  fasciculus  is  a  security 
against  the  displacement  of  the  foot  forwards,  and  limits  extension  of  the  joint. 
The  movements  of  abduction  and  adduction  of  the  foot,  together  with  the  minute 
changes  in  form  by  which  it  is  applied  to  the  ground  or  takes  hold  of  an  object 
in  climbing,  etc.,  are  effected  in  the  tarsal  joints;  the  one  which  enjoys  the 
greatest  amount  of  motion  being  that  between  the  astragalus  and  os  calcis  behind, 
and  the  scaphoid  and  cuboid  in  front.  This  is  often  called  the  transverse  tarsal 
joint,  and  it,  with  the  subordinate  joints  of  the  tarsus,  can  replace  the  ankle-joint 
in  a  great  measure  when  the  latter  has  become  ankylosed. 

V.  Articulations  of  the  Tarsus. 

These  articulations  may  be  subdivided  into  three  sets  : — 1.  The  articulations 
of  the  first  row  of  tarsal  bones.  2.  The  articulations  of  the  second  row  of  tarsal 
bones.     3.  The  articulations  of  the  two  rows  with  each  other. 

1.  Articulations  of  the  First  Row  of  Tarsal  Bones. 

The  articulations  between  the  astragalus  and  os  calcis  are  two  in  number — 
anterior  and  posterior.  They  are  arthrodial  joints.  The  bones  are  connected 
together  by  three  ligaments  : — 

External  Calcaneo-astragaloid.  Posterior  Calcaneo-astragaloid. 

Interosseous. 

The  External  Calcaneo-astragaloid  Ligament  (Fig.  239)  is  a  short  strong  fasci- 
culus, passing  from  the  outer  edge  of  the  astragalus,  immediately  beneath  its 
external  malleolar  facet,  to  the  outer  edge  of  the  os  calcis.  It  is  placed  in  front 
of  the  middle  fasciculus  of  the  external  lateral  ligament  of  the  ankle-joint,  with 
the  fibres  of  which  it  is  parallel. 

The  Posterior  Calcaneo-astragaloid  Ligament  (Fig.  238)  connects  the  posterior 
extremity  of  the  astragalus  with  the  upper  contiguous  surface  of  the  os  calcis ; 
it  is  a  short  narrow  band,  the  fibres  of  which  are  directed  obliquely  backwards 
and  inwards. 

The  interosseous  Ligament  forms  the  chief  bond  of  union  between  the  bones. 
It  consists  of  numerous  vertical  and  oblique  fibres,  attached  by  one  extremity  to 
the  groove  between  the  articulating  surface  of  the  astragalus ;  by  the  other,  to 
a  corresponding  depression  on  the  upper  surface  of  the  os  calcis.  It  is  very  thick 
and  strong,  being  at  least  an  inch  in  breadth  from  side  to  side,  and  serves  to 
unite  the  os  calcis  and  astragalus  solidly  together. 

1  The  fact  should  be  remembered  in  operative  surgery.  Thus  the  ankle-joint  is  more  easily 
opened  at  the  inside  than  the  outside,  in  consequence  of  the  relative  shortness  of  the  internal 
malleolus.  Again,  in  cutting  the  flaps  for  Syme's  amputation,  if  the  knife  is  carried  as  far  upwards 
and  forwards  as  the  point  of  the  inner  melleolns,  the  posterior  flap  will  be  unmanageably  long, 
and  great  difficulty  will  be  found  in  reflecting  it  over  the  os  calcis. 
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The  Synovial  Membranes  (Fig.  241)  are  two  in  number :  one  for  the  posterior 
calcaneo-astragaloid  articulation  ;  a  second  for  the  anterior  calcaneo-astragaloid 
joint.  The  latter  synovial  membrane  is  continued  forwards  between  the  con- 
tiguous surfaces  of  the  astragalus  and  scaphoid  bones. 

2.  Articulations  of  the  Second  Row  of  Tarsal  Bones. 

The  articulations  between  the  scaphoid,  cuboid,  and  three  cuneiform  are 
effected  by  the  following  ligaments : — 

Dorsal.  Plantar. 

Interosseous. 

The  Dorsal  Ligaments  are  small  bands  of  parallel  fibres,  which  pass  from  each 
bone  to  the  neighboring  bones  with  which  it  articulates. 

The  Plantar  Ligaments  have  the  same  arrangement  on  the  plantar  surface. 

The  Interosseous  Ligaments  are  four  in  number.  They  consist  of  strong  trans- 
verse fibres,  which  pass  between  the  rough  non-articular  surfaces  of  adjoining 
bones.  There  is  one  between  the  sides  of  the  scaphoid  and  cuboid ;  a  secona 
between  the  internal  and  middle  cuneiform  bones;  a  third  between  the  middle 
and  external  cuneiform ;  and  a  fourth  between  the  external  cuneiform  and  cuboid. 
The  scaphoid  and  cuboid,  when  in  contact,  present  each  a  small  articulating 
facet,  covered  with  cartilage,  and  lined  either  by  a  separate  synovial  membrane, 
or  by  an  offset  from  the  great  tarsal  synovial  membrane. 

3.  Articulations  of  the  Two  Rows  of  the  Tarsus  with  each  other. 

These  may  be  conveniently  divided  into  three  sets :  The  joint  between  the  os 
calcis  and  the  cuboid.  The  ligaments  connecting  the  os  calcis  with  the  scaphoid. 
The  joint  between  the  astragalus  and  the  scaphoid. 

The  ligaments  connecting  the  os  calcis  with  the  cuboid  are  four  in  number : — 

"D  rsal  i  Superior  Calcaneo-cuboid. 

(  Internal  Calcaneo-cuboid  (Interosseous). 

Plantar         \  ^i0n8  Calcaneo-cuboid. 

(  Short  Calcaneo-cuboid. 

The  Superior  Calcaneo-cuboid  Ligament  (Fig.  239)  is  a  thin  and  narrow  fasci- 
culus, which  passes  between  the  contiguous  surfaces  of  the  os  calcis  and  cuboid, 
on  the  dorsal  surface  of  the  joint. 

The  Internal  Calcaneo-cuboid  {Interosseous)  Ligament  (Fig.  239)  is  a  short,  but 
thick  and  strong,  band  of  fibres,  arising  from  the  os  calcis,  in  a  deep  groove  which 
intervenes  between  it  and  the  astragalus ;  and  closely  blended,  at  its  origin,  with 
the  superior  calcaneo-scaphoid  ligament.  It  is  inserted  into  the  inner  side  of 
the  cuboid  bone.  This  ligament  forms  one  of  the  chief  bonds  of  union  between 
the  first  and  second  row  of  the  tarsus. 

The  Long  Calcaneo-cuboid  (Fig.  240),  the  more  superficial  of  the  two  plantar 
ligaments,  is  the  longest  of  all  the  ligaments  of  the  tarsus;  it  is  attached  to  the 
under  surface  of  the  os  calcis,  from  near  the  tuberosities,  as  far  forwards  as  the 
anterior  tubercle  ;  its  fibres  pass  forwards  to  be  attached  to  the  ridge  on  the  under 
surface  of  the  cuboid  bone,  the  more  superficial  fibres  being  continued  onwards 
to  the  bases  of  the  second,  third,  and  fourth  metatarsal  bones.  This  ligament 
crosses  the  groove  on  the  under  surface  of  the  cuboid  bone,  converting  it  into  a 
canal  for  the  passage  of  the  tendon  of  the  Peroneus  longus. 

The  Short  Calcaneo-cuboid  Ligament  lies  nearer  to  the  bones  than  the  pre- 
ceding, from  which  it  is  separated  by  a  little  areolar  adipose  tissue.  It  is 
exceedingly  broad,  about  an  inch  in  length,  and  extends  from  the  tubercle  and 
the  depression  in  front  of  it  on  the  fore  part  of  the  under  surface  of  the  os  calcis, 
to  the  inferior  surface  of  the  cuboid  bone  behind  the  peroneal  groove.  A  sepa- 
rate synovial  membrane  is  found  in  the  calcaneo-cuboid  articulation. 
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The  ligaments  connecting  the  os  calcis  with  scaphoid  are  two  in  number : — 
Superior  Calcaneo- scaphoid.  Inferior  Gal caneo -scaphoid. 

The  Superior  Calcaneo-scaphoid  (Fig.  239)  arises,  as  already  mentioned,  with 
the  internal  calcaneo-cuboid  in  the  deep  groove  between  the  astragalus  and  os 
calcis ;  it  passes  forwards  from  the  inner 
aide  of  the  anterior  extremity  of  the  os 
calcis  to  the  outer  side  of  the  scaphoid 
bone.  These  two  ligaments  resemble  the 
letter  Y,  being  blended  together  behind, 
but  separated  in  front. 

The  Inferior  Cakaneo-scapho'd (Fig.240) 
is  by  far  the  larger  and  stronger  of  the  two 
ligaments  of  this  articulation;  it  is  a  broad 
and  thick  band  of  fibres,  which  passes  for- 
wards and  inwards  from  the  anterior  and 
.inner  extremity  of  the  os  calcis  to  the  under 
surface  of  the  scaphoid  bone.  This  liga- 
ment not  only  serves  to  councct  the  os 
calcis  and  scaphoid,  but  supports  the  head 
of  the  astragalus,  forming  part  of  ihe 
articular  cavity  in  which  it  is  received. 
The  vpper  surface  is  lined  by  the  synovial 
membrane  continued  from  the  anterior  cal- 
cnneo-astragaloid  articulation.  Its  under 
surface  is  in  contact  with  the  tendon  of 
the  Tibialis  posticus  muscle.1 

The  articulation  between  the  astragalus 
and  scaphoid  is  an  arthrodial  joint;  the 
rounded  head  of  the  astragalus  being  re- 
ceived into  the  concavity  formed  by  the 
posterior  surface  of  the  scaphoid,  the  ante- 
rior articulating  surface  of  the  calcancu^^ 
and  the  upper  surface  of  the  calcaneo^ 
scaphoid  ligament,  which  fills  up  the  tri- 
angular interval  between  those  bones.  The 
only  ligament  of  this  joint  is  the  superior 
astragalo-scaphoid,  a  broad  band,  which 
passes  obliquely  forwards  from  the  neck 
of  the  astragalus  to  the  superior  surface 
of  the  scaphoid  bone.  It  is  thin  and  weak  in  texture,  and  covered  by  the  Ex- 
tensor tendons.  The  inferior  calcaneo-scaphoid  supplies  the  place  of  au  inferior 
ligament. 

The  Synovial  Membrane  which  lines  the  joint  is  continued  forwards  from  the 
anterior  calcanco-astragaloid  articulation.  This  articulation  permits  of  con- 
siderable mobility;  but  its  feebleness  is  such  as  to  allow  occasionally  of  disloca- 
tion of  the  astragalus. 

The  Synovial  Memhranes  (Fig.  2-11)  found  in  the  articulations  of  the  tarsus,  arc 
four  in  number:  one  for  the  posterior  calcaneo -astragaloid  articulation;  a  senrnd 
for  the  anterior  calcaneo- astragaloid  and  astragalo-scaphoid  articulations;  a  third 
for  the  calcaneo-cuboid  articulation;  and  a  fourth  for  the  articulations  of  the 
scaphoid  with  the  three  cuneiform,  the  three  cuneiform  with  each  other,  ttie 
external  cuneiform  with  the  cuboid,  and  the  middle  and  external  cuneiform  with 
the  bases  of  the  second  and  third  metatarsal  bones.     The  prolongation  which 

1  Mr.  Hancock  describes  an  extension  of  thin  ligament  onwards  on  the  inner  aide  or  the  foot 
which  completes  the  socket  of  the  joint  in  Unit  direction.     Lancet,  1866,  vol.  i.  p.  618. 
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lines  the  metatarsal  bones  passes  forwards  between  the  external  and  middle 
cuneiform  bones.  A  small  synovial  membrane  is  sometimes  found  between  the 
contiguous  surfaces  of  the  scaphoid  and  cuboid  bones. 

Fig.  241.— Oblique  Section  of  the  Articulation!)  of  the  Tarsus  and  Metatarsus. 
Showiua;  the  Six  Synovial  Membranes. 


Anions.  The  movements  permitted  between  the  bones  of  the  first  row,  the 
astragalus  and  os  ealcis,  are  limited  to  a  gliding  upon  each  other  from  before 
backwards,  and  from  side  to  side.  The  gliding  movement  which  takes  place 
between  the  bones  of  the  second  row  is  very  slight,  the  articulation  between  the 
scaphoid  and  cuneiform  bones  being  more  movable  than  those  of  the  cuneiform 
with  each  other  and  with  the  cuboid.  The  movement  which  takes  place  between 
the  two  rows  is  more  extensive,  and  consists  in  a  sort  of  rotation,  by  means  of 
which  the  sole  of  the  foot  may  be  slightly  flexed,  and  extended,  or  carried  in- 
wards and  outwards. 

VI.  Tarso-metatarsal  Artictlations. 

These  are  arthrodial  joints.  The  bones  entering  into  their  formation  are  four 
tarsal  bones,  viz.,  the  internal,  middle  and  external  cuneiform,  and  the  cuboid, 
which  articulate  with  the  metatarsal  bones  of  the  five  toes.  The  metatarsal  bone 
of  the  great  toe  articulates  with  the  internal  cuneiform;  that  of  the  second  is 
deeply  wedged  in  between  the  internal  and  external  cuneiform,  resting  against 
the  middle  cuneiform,  and  being  the  most  strongly  articulated  of  all  the  meta- 
tarsal bones ;  the  third  metatarsal  articulates  with  the  extremity  of  the  external 
cuneiform;  the  fourth  with  the  cuboid  and  external  cuneiform;  and  the  fifth 
with  the  cuboid.  The  articular  surfaces  are  covered  with  cartilage,  lined  by 
synovial  membrane,  and  connected  together  by  the  following  ligaments: — 
Dorsal.  Plantar. 

Interosseous. 

The  Dorsal  Ligaments  consist  of  strong,  flat,  fibrous  bands,  which  eonncct  the 
tarsal  with  the  metatarsal  bones.  The  first  metatarsal  is  connected  to  the  inter- 
nal cuneiform  by  a  single  broad,  thin,  fibrous  band  ;  the  second  hns  three  dorsal 
ligaments,  one  from  each  cuneiform  bone;  the  third  has  one  from  the  external 
i-uneiform ;  and  the  fourth  and  fifth  have  one  each  from  the  cuboid. 

The  Plantar  Ligaments  consist  of  longitudinal  and  oblique  fibrous  bands  con- 
necting the  tarsal  and  metatarsal  bones,  but  disposed  with  les3  regularity  than 
on  the  dorsal  surface.  Those  for  the  first  and  second  metatarsal  are  the  most 
strongly  marked;  the  second  and  third  metatarsal  receive  strong  fibrous  bands, 
which  pass  obliquely  across  from  the  internal  cuneiform;  the  plantar  ligaments 
22 
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of  the  fourth  and  fifth  metatarsal  consist  of  a  few  scanty  fibres  derived  from  the 
cuboid. 

The  Interosseous  Ligaments  are  three  in  number :  internal,  middle,  and  external. 
The  internal  one  passes  from  the  outer  extremity  of  the  internal  cuneiform  to 
the  adjacent  angle  of  the  second  metatarsal.  The  middle  one,  less  strong  than 
the  preceding,  connects  the  external  cuneiform  with  the  adjacent  angle  of  the 
s3cond  metatarsal.  The  external  interosseous  ligament  connects  the  outer  angle 
of  the  external  cuneiform  with  the  adjacent  side  of  the  third  metatarsal. 

The  Synovial  Membranes  of  these  articulations  are  three  in  number :  one  for 
the  metatarsal  bone  of  the  great  toe,  with  the  internal  cuneiform  :  one  for  the 
second  and  third  metatarsal  bones,  with  the  middle  and  external  cuneiform : 
this  is  a  part  of  the  great  tarsal  synovial  membrane ;  and  one  for  the  fourth  and 
fifth  metatarsal  bones  with  the  cuboid.  The  synovial  membranes  of  the  tarsus 
and  metatarsus  are  thus  seen  to  be  six  in  number  (Fig.  241). 

Articulations  of  the  Metatarsal  Bones  with  each  other. 

The  bases  of  the  metatarsal  bones,  except  the  first,  are  connected  together  by 
dorsal,  plantar,  and  interosseous  ligaments.  The  dorsal  and  plantar  ligaments 
pass  from  one  metatarsal  bone  to  another.  The  interosseous  ligaments  lie  deeply 
between  the  rough  non-articular  portions  of  their  lateral  surfaces.  The  articular 
surfaces  are  covered  with  cartilage,  and  provided  with  synovial  membrane,  con- 
tinued forwards  from  the  tarso-metatarsal  joints.  The  digital  extremities  of  the 
metatarsal  bones  are  united  by  the  transverse  metatarsal  ligament.  It  connects 
the  great  toe  with  the  rest  of  the  metatarsal  bones ;  in  this  respect  it  differs 
from  the  transverse  ligament  in  the  hand. 

Actions,  The  movement  permitted  in  the  tarsal  ends  of  the  metatarsal  bones 
is  limited  to  a  slight  gliding  of  the  articular  surfaces  upon  one  another ;  con- 
siderable motion,  however,  takes  place  in  the  digital  extremities. 

VII.  Metatarsophalangeal  Articulations. 

The  heads  of  the  metatarsal  bones  are  connected  with  the  concave  articular 
surfaces  of  the  first  phalanges  by  the  following  ligaments : — 

Plantar.  Two  Lateral. 

Their  arrangement  is  precisely  similar  to  the  corresponding  parts  in  the  hand. 
The  expansion  of  the  Extensor  tendon  supplies  the  place  of  a  dorsal  ligament. 

Actions.  The  movements  permitted  in  the  metatarso-phalangeal  articulations 
are  flexion,  extension,  abduction,  and  adduction. 

« 

VIII.  Articulations  of  the  phalanges. 

The  ligaments  of  these  articulations  are  similar  to  those  found  in  the  hand  ; 
each  pair  of  phalanges  being  connected  by  a  plantar  and  two  lateral  ligaments, 
and  their  articular  surfaces  lined  by  synovial  membrane.  Their  actions  are  also 
similar. 


For  further  information  on  this  subject,  the  Student  is  referred  to  Crnveilhier's  "Anat'mie 
Descriptive;"  to  Dr.  Humphry's  work  on  "The  Human  Skeleton,  including  the  Joints;"  to 
Arnold's  "Tabulae  Anatomical, "  Fascic.  4,  Pars  2,  Tcones  Articnlornm  et  Lip«mentorum ;  and 
to  the  papers  by  Prof.  Hermann  Meyer  ("  Beitrajre  zur  Mechanik  dee  menschlichen  Knochen- 
gerttstes")  in  Reichert  n.  Du  Bois  Keymond's  Archiv. 


The  Muscles  and  Fascial1 

The  muscles  are  connected  with  the  bones,  cartilages,  ligaments,  and  skin, 
either  directly  or  through  the  intervention  of  fibrous  structures,  called  tendons 
or  aponeuroses.  Where  a  muscle  is  attached  to  bone  or  cartilage,  the  fibres 
terminate  in  blunt  extremities  upon  the  periosteum  or  perichondrium,  and  do 
not  come  into  direct  relation  with  the  osseous  or  cartilaginous  tissue.  Where  j 
muscles  are  connected  with  the  skin,  they  either  lie  as  a  flattened  layer  beneath  ' 
it,  or  are  connected  with  its  areolar  tissue  by  larger  or  smaller  bundles  of  fibres, 
as  in  the  muscles  of  the  face. 

The  muscles  vary  extremely  in  their  form.     In  the  limbs,  they  are  of  con- 
siderable length,  especially  the  more  superficial  ones,  the  deep  ones  being  gene-    ' 
rally  broad;  they  surround  the  bones,  and  form  an  important  protection  to  the    ^ 
various  joints.     In  the  trunk,  they  are  broad,  flattened,  and  expanded,  forming    | 
the  parieties  of  the  cavities  which  they  inclose ;  hence  the  reason  of  the  terms, 
long,  broad,  short,  etc.,  used  in  the  description  of  a  muscle. 

There  is  a  considerable  variation  in  the  arrangement  of  the  fibres  of  certain 
muscles  with  reference  to  the  tendons  to  which  they  are  attached.  In  some,  the 
fibres  are  arranged  longitudinally,  and  terminate  at  either  end  in  a  narrow  ; 
tendon.  If  the  fibres  converge,  like  the  plumes  of  a  pen,  to  one  side  of  a  tendon, 
which  runs  the  entire  length  of  a  muscle,  the  muscle  is  said  to  be  penni/orm,  as 
the  Peronei ;  if  they  converge  to  both  sides  of  the  tendon,  the  muscle  is  called 
hipenniform,  as  the  Rectus  femoris  ;  if  they  converge  from  a  broad  surface  to  a 
narrow  tendinous  point,  the  muscle  is  said  to  be  radiated,  as  the  Temporal  and 
Glutei  muscles. 

They  differ  no  less  in  size ;  the  Gastrocnemius  forms  the  chief  bulk  of  the 
back  of  the  leg,  and  the  fibres  of  the  Sartorius  are  nearly  two  feet  in  length, 
whilst  the  Stapedius,  a  small  muscle  of  the  internal  ear,  weighs  about  a  grain, 
and  its  fibres  are  not  more  than  two  lines  in  length. 

The  names  applied  to  the  various  muscles  have  been  derived :  1,  from  their 
situation,  as  the  Tibialis,  Radialis,  Ulnaris,  Peroneus ;  2,  from  their  direction,  as 
the  Bectus  abdominis,  Obliqui  capitis,  Transversalis ;  3,  from  their  uses,  as 
Flexors.  Extensors,  Abductors,  etc. ;  4,  from  their  shape,  as  the  Deltoid,  Tra- 
pezius, Rhomboideus ;  5,  from  the  number  of  their  divisions,  as  the  Biceps,  the 
Triceps;  6,  from  their  points  of  attachment,  as  the  Sterno-cleido-mastoid, 
Sterno-hyoid,  Sterno-thyroid. 

In  the  description  of  a  muscle,  the  term  origin  is  meant  to  imply  its  more 
fixed  or  central  attachment ;  and  the  term  insertion  the  movable  point  to  which 
the  force  of  the  muscle  is  directed;  but  the  origin  is  absolutely  fixed  in  only  a 
very  small  number  of  muscles,  such  as  those  of  the  face,  which  are  attached  by 
one  extremity  to  the  bone,  and  by  the  other  to  the  movable  integument ;  in  the 
greater  number,  the  muscle  can  be  made  to  act  from  either  extremity. 

In  the  dissection  of  the  muscles,  the  student  should  pay  especial  attention  to 
the  exact  origin,  insertion,  and  actions,  of  each,  and  its  more  important  relations 
with  surrounding  parts.     An  accurate  knowledge  of  the  points  of  attachment  of 

1  The  Muscles  and  Fasciae  are  described  conjointly,  in  order  that  the  Student  may  consider  the 
arrangement  of  the  latter  in  his  dissection  of  the  former.  It  is  rare  for  the  student  of  anatomy 
in  this  country  to  have  the  opportunity  of  dissecting  the  fasciae  separately;  and  it  is  for  this  reason, 
as  well  as  from  the  close  connection  that  exists  between  the  muscles  and  their  investing  aponeu- 
roses, that  they  are  considered  together.  Some  general  observations  are  first  made  on  the  anatomy 
of  the  muscles  and  fasciae,  the  special  description  being  given  in  connection  with  the  different 
regions. 
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the  muscles  is  of  great  importance  in  the  determination  of  their  action.  By  a 
knowledge  of  the  action  of  the  muscles,  the  surgeon  is  able  to  explain  the  causes 
of  displacement  in  various  forms  of  fracture,  and  the  causes  which  produce  dis- 
tortion in  various  deformities,  and  consequently,  to  adopt  appropriate  treatment 
in  each  case.  The  relations,  also,  of  some  of  the  muscles,  especially  those  in 
immediate  apposition  with  the  larger  bloodvessels,  and  the  surface-markings 
they  produce,  should  be  especially  remembered,  as  they  form  useful  guides  in 
the  application  of  a  ligature  to  those  vessels. 

Tendons  are  white,  glistening,  fibrous  cords,  varying  in  length  and  thickness, 
sometimes  round,  sometimes  flattened,  of  considerable  strength,  and  only  slightly 
clastic.  They  consist  almost  entirely  of  white  fibrous  tissue,  the  fibrils  of  whicn 
have  an  undulating  course  parallel  with  each  other,  and  are  firmly  united 
together.  They  are  very  sparingly  supplied  with  bloodvessels,  the  smaller  ten- 
dons presenting  in  their  interior  not  a  trace  of  them.  Nerves  also  are  not 
present  in  the  smaller  tendons ;  but  the  larger  ones,  as  the  tendo  Achillis,  receive 
nerves  which  accompany  the  nutrient  vessels.  The  tendons  consist  principally 
of  a  substance  which  yields  gelatine. 

Aponeuroses  are  fibrous  membranes,  of  a  pearly- white  color,  iridescent,  glisten- 
ing, and  similar  in  structure  to  the  tendons.  They  are  destitute  of  nerves,  and 
the  thicker  ones  only  sparingly  supplied  with  bloodvessels. 

The  tendons  and  aponeuroses  are  connected,  on  the  one  hand,  with  the  mus- 
cles ;  and,  on  the  other  hand,  with  the  movable  structures,  as  the  bones,  carti- 
lages, ligaments,  fibrous  membranes  (for  instance,  the  sclerotic),  and  the  synovial 
membranes  (subcruraeus,  subanconeus).  Where  the  muscular  fibres  are  in  a 
direct  line  with  those  of  the  tendon  or  aponeurosis,  the  two  are  directly  continu- 
ous, the  muscular  fibre  being  distinguishable  from  that  of  the  tendon  only  by  its 
striation.  But  where  the  muscular  fibre  joins  the  tendon  or  aponeurosis  at  an 
oblique  angle,  the  former  terminates,  according  to  Kolliker,  in  rounded  extremi- 
ties, which  are  received  into  corresponding  depressions  on  the  surface  of  the 
latter,  the  connective  tissue  between  the  fibres  being  continuous  with  that  of  the 
tendon.  The  latter  mode  of  attachment  occurs  in  all  the  penniform  and  bipen- 
niform  muscles,  and  in  those  muscles  the  tendons  of  which  commence  in  a  mem- 
branous form,  as  the  Gastrocnemius  and  Soleus. 

The  Fasciae  (fascia,  a  bandage)  are  fibro-areolar  or  aponeurotic  laminae,  of 
variable  thickness  and  strength,  found  in  all  regions  of  the  body,  investing  the 
softer  and  more  delicate  organs.  The  fasciae  have  been  subdivided,  from  the 
structure  which  they  present,  into  two  groups,  fibro-areolar  or  superficial  fasciae, 
and  aponeurotic  or  deep  fasciae. 

The  fihro-areolar  fascia  is  found  immediately  beneath  the  integument  over 
almost  the  entire  surface  of  the  body,  and  is  generally  known  as  the  superficial 
fascia.  It  connects  the  skin  with  the  deep  or  aponeurotic  fascia,  and  consists 
of  fibro-areolar  tissue,  containing  in  its  meshes  pellicles  of  fat  in  varying  quan- 
tity. In  the  eyelids  and  scrotum,  where  adipose  tissue  is  rarely  deposited,  this 
tissue  is  very  liable  to  serous  infiltration.  The  superficial  fascia  varies  in  thick- 
ness in  different  parts  of  the  body:  in  the  groin  it  is  so  thick  as  to  be  capable 
of  being  subdivided  into  several  laminae,  but  in  the  palm  of  the  hand  it  is  of 
extreme  thinness,  and  intimately  adherent  to  the  integument.  The  superficial 
fascia  is  capable  of  separation  into  two  or  more  layers,  between  which  are  found 
the  superficial  vessels  and  nerves,  and  superficial  lymphatic  glands;  as  the  super- 
ficial epigastric  vessels  in  the  abdominal  region,  the  radial  and  ulnar  veins  in 
the  forearm,  the  saphenous  veins  in  the  leg  and  thigh  ;  certain  cutaneous  mus- 
cles also  are  situated  in  the  superficial  fascia,  as  the  Platysma  myoides  in  the 
neck,  and  the  Orbicularis  palpebrarum  around  the  eyelids.  This  fascia  is  most 
distinct  at  the  lower  part  of  the  abdomen,  the  scrotum,  perinaeum,  and  extremi- 
ties; is  very  thin  in  those  regions  where  muscular  fibres  are  inserted  into  the 
integument,  as  on  the  side  of  the  neck,  the  face,  and  around  the  margin  of  the 
anus ;  and  is  almost  entirely  wanting  in  the  palms  of  the  hands  and  soles  of  the 
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feet,  where  the  integument  is  adherent  to  the  subjacent  aponeurosis.  The  super- 
ficial fascia  connects  the  skin  to  the  subjacent  parts,  facilitates  the  movement  of 
the  skin,  serves  as  a  soft  nidus  for  the  passage  of  vessels  and  nerves  to  the  in- 
tegument, and  retains  the  warmth  of  the  body,  since  the  adipose  tissue  contained 
in  its  areolae  is  a  bad  conductor  of  caloric. 

The  aponeurotic  or  deep  fascia  is  a  dense  inelastic  unyielding  fibrous  membrane, 
forming  sheaths  for  the  muscles,  and  affording  them  broad  surfaces  for  attach- 
ment. It  consists  of  shining  tendinous  fibres,  placed  parallel  with  one  another, 
and  connected  together  by  other  fibres  disposed  in  a  reticular  manner.  It  is 
usually  exposed  on  the  removal  of  the  superficial  fascia,  forming  a  strong  in- 
vestment, which  not  only  binds  down  collectively  the  muscles  in  each  region, 
but  gives  a  separate  sheath  to  each,  as  well  as  to  the  vessels  and  nerves.  The 
fasciae  are  thick  in  unprotected  situations,  as  on  the  outer  side  of  a  limb,  and 
thinner  on  the  inner  side.  Aponeurotic  fasciae  are  divided  into  two  classes, 
aponeuroses  of  insertion,  and  aponeuroses  of  investment. 

The  aponeuroses  of  insertion  serve  for  the  insertion  of  muscles.  Some  of  these 
are  formed  by  the  expansion  of  a  tendon  into  an  aponeurosis,  as,  for  instance,  the 
tendon  of  the  Sartorius ;  others  are  connected  directly  to  the  muscle,  as  the 
aponeuroses  of  the  abdominal  muscles. 

The  aponeuroses  of  investment  form  a  sheath  for  the  entire  limb,  as  well  as  for 
each  individual  muscle.  Many  aponeuroses,  however,  serve  both  for  invest- 
ment and  insertion.  Thus  the  aponeurosis  given  off  from  the  tendon  of  the 
Biceps  of  the  arm  near  its  insertion  is  continuous  with,  and  partly  forms,  the 
investing  fascia  of  the  forearm,  and  gives  origin  to  the  muscles  in  this  region. 
The  deep  fasciae  assist  the  muscles  in  their  action,  by  the  degree  of  tension  and 
pressure  they  make  upon  their  surface :  and,  in  certain  situations,  this  is  in- 
creased and  regulated  by  muscular  action,  as,  for  instance,  by  the  Tensor  vaginae 
femoris  and  Gluteus  maximus  in  the  thigh,  by  the  Biceps  in  the  leg,  and  Pal- 
maris  longus  in  the  hand.  In  the  limbs,  the  fasciae  not  only  invest  the  entire 
limb,  but  give  off  septa,  which  separate  the  various  muscles,  and  are  attached 
beneath  to  the  periosteum:  these  prolongations  of  fasciae  are  usually  spoken  of 
as  intermuscular  septa. 

The  Muscles  and  Fasciae  may  be  arranged,  according  to  the  general  division 
of  the  body,  into  those  of  the  cranium,  face,  and  neck;  those  of  the  trunk; 
those  of  the  upper  extremity ;  and  those  of  the  lower  extremity. 


MUSCLES  AND  FASCIA  OF  THE  CRANIUM  AND  FACE. 

The  muscles  of  the  Cranium  and  Face  consist  of  ten  groups,  arranged  accord- 
ing to  the  region  in  which  they  are  situated. 

1.  Cranial  Region.  6.  Superior  Maxillary  Region. 

2.  Auricular  Region.  7.  Inferior  Maxillary  Region. 

3.  Palpebral  Region.  8.  Intermaxillary  Region. 

4.  Orbital  Region.  9.  Temporo-maxillary  Region. 

5.  Nasal  Region.  10.  Pterygo-maxillary  Region. 

The  muscles  contained  in  each  of  these  groups  are  the  following : — 

1.  Cranial  Region.  3.  Palpebral  Region. 
Occipito-frontalis.                                     Orbicularis  palpebrarum. 

Corrugator  supercilii. 
Levator  palpebrae  superioris. 
Tensor  tarsi. 

2.  Auricular  Region. 

Attollens  aurem.  4.  Orbital  Region. 

Attrahens  aurem.  Levator  palpebrae  superioris. 

Retrahens  aurem.  Rectus  superior. 
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Eectus  inferior. 
Rectus  interims. 
Rectus  extern  us. 
Obliquus  superior. 
Obliquus  inferior. 

5.  Nasal  Region, 
Pyramidalis  nasi. 

Levator  labii  superioris  alseque  nasi. 
Dilatator  naris  posterior. 
Dilatator  naris  anterior. 
Compressor  nasi. 
Compressor  narium  minor. 
Depressor  alse  nasi. 

6.  Superior  Maxillary  Region. 
Levator  labii  superioris. 
Levator  anguli  oris. 
Zygomaticus  major. 
Zygomaticus  minor. 


7.  Inferior  Maxillary  Region. 
Levator  labii  inferioris. 
Depressor  labii  inferioris. 
Depressor  anguli  oris. 

8.  Intermaxillary  Region. 
Orbicularis  oris. 
Buccinator. 

Risorius. 

9.  Temporo-maxillary  Region. 
Masse  ter. 

Temporal. 


10.  Pterygo-maxillary 
Pterygoideus  externus. 
Pterygoideus  intern  us. 


1.  Cranial  Region — Occipito-frontalis. 

Direction  (Fig.  242).  The  head  being  shaved,  and  a  block  placed  beneath  the  back  of  the 
npck,  moke  a  vertical  incision  through  the  skin  from  before  backwards,  commencing  at  the  root 
of  the  nose  in  front,  and  term  in  kiting  behind  at  the  occipital  protuberance ;  make  a  second  incision 

Fig.  242.— Dissection  of  the  Head,  Face,  and  Neck. 
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in  a  horizontal  direction  along  1ht>  forehead  and  round  the  side  of  the  head,  from  the  anterior  to 
the  posterior  extremity  of  the  preceding.  Raise  the  skin  in  front  from  the  subjneent  muscle  from 
below  upwards  ;  this  must  be  done  with  extreme  care,  removing  the  integument  from  the  outer 
surface  of  the  vessels  and  the  nerves  which  lie  between  the  two. 

The  superficial  fascia  in  the  cranial  region  is  a  firm,  dense  layer,  intimately 
adherent  to  the  integument,  and  to  the  Occipito-frontalis  and  its  tendinous  apo- 
neurosis ;  it  is  continuous,  behind,  with  the  superficial  fascia  at  the  back  part  of 
the  neck ;  and,  laterally,  is  continued  over  the  temporal  aponeurosis :  it  contains 
between  its  layers  the  small  muscles  of  the  auricle,  and  the  superficial  temporal 
vessels  and  superficial  nerves. 
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The  Otxipito-fronlalis  (Fig.  243)  is  a  broad  musculo-fibrous  layer,  which  covers 
the  whole  of  one  side  of  the  vertex  of  the  skull,  from  the  occiput  to  the  eyebrow. 
It  consists  of  two  muscular  slips,  separated  by  an  intervening  tendinous  apo- 
neurosis.    The  occipital  portion,  thin,  quadrilateral  in  form,  and  about  an  inch 

Fig.  243:— Muscle*  of  the  Head,  Face,  utul  Neck. 


and  a  half  in  length,  arises  from  the  outer  two-thirds  of  the  superior  curved  line 
of  the  occipital  bone,  and  from  the  mastoid  portion  of  the  temporal.  Its  fibres 
of  origin  are  tendinous,  but  they  soon  become  muscular,  and  ascend  in  a  parallel 
direction  to  terminate  in  the  tendinous  aponeurosis.  The  frontal  portion  is  thin, 
of  a  quadrilateral  form,  and  intimately  adherent  to  the  skin.  It  is  broader,  its 
fibres  are  longer,  and  their  structure  paler  than  the  occipital  portion.  Its  inter- 
nal fibres  are  continuous  with  those  of  the  Pyramidalis  nasi.  Its  middle  fibres 
become  blended  with  the  Corrugator  supercilii  and  Orbicularis :  and  the  outer 
fibres  are  also  blended  with  the  latter  muscle  over  the  external  angular  proeeas. 
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From  this  attachment,  the  fibres  are  directed  upwards  and  join  the  aponeurosis 
below  the  coronal  suture.  The  inner  margins  of  the  frontal  portions  of  the  two 
muscles  are  joined  together  for  some  distance  above  the  root  of  the  nose ;  but 
between  the  occipital  portions  there  is  a  considerable  though  variable  interval. 

The  aponeurosis  covers  the  upper  part  of  the  vertex  of  the  skull,  being  con- 
tinuous across  the  middle  line  with  the  aponeurosis  of  the  opposite  muscle. 
Behind,  it  is  attached,  in  the  interval  between  the  occipital  origins,  to  the  occi- 
pital protuberance  and  superior  curved  lines  above  the  attachment  of  the 
Trapezius ;  in  front,  it  forms  a  short  angular  prolongation  between  the  frontal 
portions;  and  on  each  side,  it  has  connected  with  it  the  Attollens  and  Attrahcns 
aurcm  muscles;  in  this  situation  it  loses  its  aponeurotic  character,  and  is  con- 
tinued over  the  temporal  fascia  to  the  zygoma  by  a  layer  of  laminated  areolar 
tissue.  This  aponeurosis  is  closely  connected  to  the  integument  by  a  dense 
fibro-cellular  tissue,  which  contains  much  granular  fat,  and  in  which  ramify 
the  numerous  vessels  and  nerves  of  the  integument;  it  is  loosely  connected  with 
the  pericranium  by  a  quantity  of  loose  cellular  tissue,  which  allows  of  a  con- 
siderable degree  of  movement  of  the  integument. 

Nerves.  The  frontal  portion  of  the  Occipito-frontalis  is  supplied  by  the  facial 
nerve ;  its  occipital  portion  by  the  posterior  auricular  branch  of  the  facial,  and 
sometimes  by  the  occipitalis  minor. 

Actions.  The  frontal  portion  of  the  muscle  raises  the  eyebrows  and  the  skin 
over  the  root  of  the  nose;  at  the  same  time  throwing  the  integument  of  the 
forehead  into  transverse  wrinkles,  a  predominant  expression  in  the  emotions  of 
delight.  By  bringing  alternately  into  action  the  occipital  and  frontal  portions, 
the  entire  scalp  may  be  moved  from  before  backwards. 

2.  Auricular  Region.    (Fig.  243.) 

Attollens  Aurem.  Attrahens  Aurem. 

Retrahen8  Aurem. 

These  three  small  muscles  are  placed  immediately  beneath  the  skin  around 
the  external  ear.  In  man,  in  whom  the  external  ear  is  almost  immovable,  they 
are  rudimentary.  They  are  the  analogues  of  large  and  important  muscles  in 
gome  of  the  mammalia. 

Dissection.  This  requires  considerable  care,  and  should  be  performed  in  the  following  manner : 
— To  expose  the  Attollens  aurera,  draw  the  pinna  or  broad  part  of  the  ear  downwards,  when  a 
tense  band  will  be  felt  beneath  the  skin,  passing  from  the  side  of  the  head  to  the  upper  part  of 
the  concha ;  by  dividing  the  skin  over  the  tendon,  in  a  direction  from  below  upwards,  and  then 
reflecting  it  on  each  side,  the  muscle  is  exposed.  To  bring  into  view  the  Attrahens  aurem.  draw 
the  helix  backwards  by  means  of  a  hook,  when  the  muscle  will  be  made  tense,  and  may  be  ex- 
posed in  a  similar  manner  to  the  preceding.  To  expose  the  Retrahens  aurem,  draw  the  pinna 
forwards;  when  the  muscle  being  made  tense  may  be  felt  beneath  the  skin,  at  its  insertion  iuto 
the  back  part  of  the  concha,  and  may  be  exposed  in  the  same  manner  as  the  other  muscles. 

The  Attollens  Aurem,  the  largest  of  the  three,  is  thin,  and  fan-shaped:  its  fibres 

arise  from  the  aponeurosis  of  the  Occipito-frontalis,  and  converge  to  be  inserted 

by  a  thin,  flattened  tendon  into  the  upper  part  of  the  cranial  surface  of  the 

pinna. 

""Relations.     Externally,  with  the  integument;    internally,  with  the  temporal 

aponeurosis. 
,  The  Attrahens  Aurem.,  the  smallest  of  the  three,  is  thin,  fan-shaped,  and  its 

|      fibres  pale  and  indistinct ;  they  arise  from  the  lateral  edge  of  the  aponeurosis  of 
I      the  Occipito-frontalis,  and  converge  to  be  inserted  into  a  projection  on  the  front 

of  the  helix. 

Relations.     Externally,  with  the  skin ;    internally,  with  the  temporal  fascia, 

which  separates  it  from  the  temporal  artery  and  vein. 

The  Retrahens  Aurem  consists  of  two  or  three  fleshv  fasciculi,  which  arise 

from  the  mastoid  portion  of  the  temporal  bone  by  short  aponeurotic  fibres. 

They  are  inserted  into  the  lower  part  of  the  cranial  surface  of  the  concha. 
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Relations.  Externally,  with  the  integument;  internally,  with  the  mastoid 
portion  of  the  temporal  bone. 

Nerves.  The  Attollens  aurem  is  supplied  by  the  occipitalis  minor;  the  Attra- 
hens  aurem,  by  the  facial ;  and  the  Betrahens  aurem,  by  the  posterior  auricular 
branch  of  the  facial. 

Actions.  In  man,  these  muscles  possess  very  little  action ;  the  Attollens  aurem 
slightly  raises  the  ear;  the  Attrahens  aurem  draws  it  forwards  and  upwards; 
and  the  Retrahens  aurem  draws  it  backwards. 

3.  Palpebral  Region.    (Fig.  243.) 

Orbicularis  Palpebrarum.  Levator  Palpebrse  Superioris. 

Corrugator  Supercilii.  Tensor  Tarsi. 

Dissection  (Fig.  242).  In  order  to  expose  the  muscles  of  the  face,  continue  the  longitudinal 
incision,  made  in  the  dissection  of  the  Occipito- frontal  is,  down  the  median  line  of  the  face  to  the 
tip  of  the  nose,  and  from  this  point  onwards  to  the  upper  lip;  and  carry  another  incision  along 
the  margin  of  the  lip  to  the  angle  of  the  mouth,  and  transversely  across  the  face  to  the  angle  of 
the  jaw.  Then  make  an  incision  in  front  of  the  external  ear,  from  the  angle  of  the  jaw  upwards, 
to  join  the  transverse  incision  made  in  exposing  the  Occipito-fron talis.  These  incisions  include 
a  square-shaped  flap,  which  should  be  removed  in  the  direction  marked  in  the  figure,  with  care, 
as  the  muscles  at  some  points  are  intimately  adherent  to  the  integument. 

The  Orbicularis  Palpebrarum  is  a  sphincter  muscle,  which  surrounds  the 
circumference  of  the  orbit  and  eyelids.  It  arises  from  the  internal  angular 
process  of  the  frontal  bone,  from  the  nasal  process  of  the  superior  maxillary  in 
front  of  the  lachrymal  groove,  and  from  the  anterior  surface  and  borders  of  a 
short  tendon,  the  tendo  palpebrarum,  placed  at  the  inner  angle  of  the  orbit. 
From  this  origin,  the  fibres  are  directed  outwards,  forming  a  broad,  thin,  and 
flat  layer,  which  covers  the  eyelids,  surrounds  the  circumference  of  the  orbit, 
and  spreads  out  over  the  temple,  and  downwards  on  the  cheek,  becoming  blended 
with  the  Occipito-frontalis  and  Corrugator  supercilii.  The  palpebral  portion 
(ciliaris)  of  the  Orbicularis  is  thin  and  pale ;  it  arises  from  tne  bifurcation  of 
the  tendo  palpebrarum,  and  forms  a  series  of  concentric  curves,  which  are  united 
on  the  outer  side  of  the  eyelids  at  an  acute  angle  by  a  cellular  raphd,  some  being 
inserted  into  the  external  tarsal  ligament  and  malar  bone.  The  orbicular  portion 
(orbicularis  latus)  is  thicker  and  of  a  reddish  color:  its  fibres  are  well  developed, 
and  form  complete  ellipses. 

Relations.  By  its  superficial  surface,  with  the  integument.  By  its  deep  surface, 
above,  with  the  Occipito-frontalis  and  Corrugator  supercilii,  with  which  it  is 
intimately  blended,  and  with  the  supra-orbital  vessels  and  nerve;  below,  it 
covers  the  lachrymal  sac,  and  the  origin  of  the  Levator  labii  superioris,  and 
the  Levator  labii  superioris  alseque  nasi  muscles.  Internally,  it  is  occasionally 
blended  with  the  Pyramidalis  nasi.  Externally,  it  lies  on  the  temporal  fascia. 
On  the  eyelids,  it  is  separated  from  the  conjunctiva  by  a  fibrous  membrane  and 
the  tarsal  cartilages. 

The  tendo  palpebrarum  (tendo  oculi)  is  a  short  tendon,  about  two  lines  in 
length  and  one  in  breadth,  attached  to  the  nasal  process  of  the  superior  maxil- 
lary bone  in  front  of  the  lachrymal  groove.  Crossing  the  lachrymal  sac,  it 
divides  into  two  parts,  each  division  being  attached  to  the  inner  extremity  of 
the  corresponding  tarsal  cartilage.  As  the  tendon  crosses  the  lachrymal  sac, 
a  strong  aponeurotic  lamina  is  given  off*  from  the  posterior  surface,  which 
expands  over  the  sac,  and  is  attached  to  the  ridge  on  the  lachrymal  bone.  This 
is  the  reflected  aponeurosis  of  the  tendo  palpebrarum. 

The  Corrugator  Supercilii  is  a  small,  narrow,  pyramidal  muscle,  placed  at  the 
inner  extremity  of  the  eyebrow,  beneath  the  Occipito-frontalis  and  Orbicularis 
palpebrarum  muscles.  It  arises  from  the  inner  extremity  of  the  superciliary 
ridge;  from  whence  its  fibres  pass  upwards  and  outwards,  to  be  inserted  into 
the  under  surface  of  the  orbicularis,  opposite  the  middle  of  the  orbital  arch. 

Relations.    By  its  anterior  surface,  with  the  Occipito-frontalis  and  Orbicularis 
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palpebrarum  muscles.  By  its  posterior  surface,  with  the  frontal  bone  and  supra- 
trochlear nerve. 

The  Levator  Palpebrse  will  be  described  with  the  muscles  of  the  orbital  region. 

The  Tensor  Tarsi  is  a  small  thin  muscle,  about  three  lines  in  breadth  and  six 
in  length,  situated  at  the  inner  side  of  the  orbit,  behind  the  tendo  oculi.  It  arises 
from  the  crest  and  adjacent  part  of  the  orbital  surface  of  the  lachrymal  bone, 
and  passing  across  the  lachrymal  sac,  divides  into  two  slips,  which  cover  the 
lachrymal  canals,  and  are  inserted  into  the  tarsal  cartilages  near  the  puncta 
lachrymalia.  Its  fibres  appear  to  be  continuous  with  those  of  the  palpebral 
portion  of  the  Orbicularis ;  it  is  occasionally  very  indistinct. 

Nerves.  The  Orbicularis  palpebrarum,  Corrugator  supercilii,  and  Tensor  tarsi 
are  supplied  by  the  facial  nerve. 

Actions.  The  Orbicularis  palpebrarum  is  the  sphincter  muscle  of  the  eyelids. 
The  palpebral  portion  acts  involuntarily  in  closing  the  lids,  and  independently 
of  the  orbicular  portion,  which  is  subject  to  the  will.  When  the  entire  muscle 
is  brought  into  action,  the  integument  of  the  forehead,  temple,  and  cheek  is 
drawn  inwards  towards  the  inner  angle  of  the  eye,  and  the  eyelids  are  firmly 
closed.  The  Levator  palpebrae  is  the  direct  antagonist  of  this  muscle ;  it  raises 
the  upper  eyelid  and  exposes  the  globe.  The  Corrugator  supercilii  draws  the 
eyebrow  downwards  ana  inwards,  producing  the  vertical  wrinkles  of  the  fore- 
head. This  muscle  may  be  regarded  as  the  principal  agent  in  the  expression  of 
grief.  The  Tensor  tarsi  draws  the  eyelids  and  the  extremities  of  the  lachrymal 
canals  inwards,  and  compresses  them  against  the  surface  of  the  globe  of  the  eye ; 
thus  placing  them  in  the  most  favorable  situation  for  receiving  the  tears.  It 
serves,  also,  to  compress  the  lachrymal  sac. 

4.  Orbital  Eegion.    (Fig.  244.) 

Levator  Palpebrae  Superioris.  Eectus  Intemus. 

Eectus  Superior.  Eectus  Externus. 

Eectus  Inferior.  Obliquus  Superior. 

Obliquus  Inferior. 

Dissection.  To  open  the  cavity  of  the  orbit,  remove  the  skull-cap  and  brain ;  then  saw  through 
the  frontal  bone  at  the  inner  extremity  of  the  supraorbital  ridge,  and  externally  at  its  junction 
with  the  malar.  Break  in  pieces  the  thin  roof  of  the  orbit  by  a  few  slight  blows  of  the  hammer, 
and  take  it  away;  drive  forward  the  superciliary  portion  of  the  frontal  bone  by  a  smart  stroke, 
but  do  not  remove  it,  as  that  would  destroy  the  pulley  of  the  Obliquus  superior.  When  the 
fragments  are  cleared  away,  the  periosteum  of  the  orbit  will  be  exposed ;  this  being  removed, 
together  with  the  fat  which  fills  the  cavity  of  the  orbit,  the  several  muscles  of  this  region  cati  be 
examined.  The  dissection  will  be  facilitated  by  distending  the  globe  of  the  eye.  In  order  to 
effect  this,  puncture  the  optic  nerve  near  thj  eyeball,  with  a  curved  needle,  and  push  the  neodle 
onwards  into  the  globe ;  insert  the  point  of  a  blow-pipe  through  this  aperture,  and  force  a  little 
air  into  the  cavity  of  the  eyeball ;  then  apply  a  ligature  round  the  nerve,  so  as  to  prevent  the  air 
escaping.    The  globe  being  now  drawn  forwards,  the  muscles  will  be  put  upon  the  stretch. 

The  Levator  Palpebrse  Superioris  is  thin,  flat,  and  triangular  in  shape.  It 
arises  from  the  under  surface  of  the  lesser  wing  of  the  sphenoid,  immediately  in 
front  of  the  optic  foramen ;  and  is  inserted,  by  a  broad  aponeurosis,  into  the 
upper  border  of  the  superior  tarsal  cartilage.  At  its  origin,  it  is  narrow  and 
tendinous ;  but  soon  becomes  broad  and  fleshy,  and  finally  terminates  in  a  broad 
aponeurosis. 

Relations.  By  its  upper  surface,  with  the  frontal  nerve  and  artery,  the  peri- 
osteum of  the  orbit ;  and,  in  front,  with  the  inner  surface  of  the  broad  tarsal 
ligament.  By  its  under  surface,  with  the  Superior  rectus ;  and  in  the  lid,  with 
the  conjunctiva.     A  small  branch  of  the  third  nerve  enters  its  under  surface. 

The  Rectus  superior,  the  thinnest  and  narrowest  of  the  four  Eecti,  arises  from 
the  upper  margin  of  the  optic  foramen,  beneath  the  Levator  Palpebral  and 
Superior  oblique,  and  from  the  fibrous  sheath  of  the  optic  nerve :  and  is  inserted, 
by  a  tendinous  expansion,  into  the  sclerotic  coat,  about  three  or  four  lines  from 
the  margin  of  the  cornea. 
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Relations.  By  its  upper  surface,  with  the  Levator  Palpebras.  By  its  under 
surface,  with  the  optic  nerve,  the  ophthalmic  artery,  the  nasal  nerve,  and  the 
branch  of  the  third  nerve,  which  supplies  it ;  and,  in  front,  with  the  tendon  of 
the  Superior  oblique,  and  the  globe  of  the  eye. 

Fig.  244.-Muscle8of  the  Righl  Orbit, 


The  Inferior  and  Internal  Recti  arise  by  a  common  tendon  (the  ligament  of 
Zinn),  which  is  attached  round  the  circumference  of  the  optic  foramen,  except  at 
its  upper  and  outer  part.     The  External 

rectus  has  two  heads :  the  upper  one  arises     F'R-  245.— The  relative  position  and  attach- 
r         .l  i-  .i  .-     *  ment  of  the  Muscles  ot  the  Left  Eyeball. 

from  the  outer  margin  of  the  optic  fora-  J 

men  immediately  beneath  the  Superior  J~"*?~"1"  i 

rectus ;  the  lower  head,  partly  from  the  /*4-*™«M.«*r  | 

ligament  of  Zinn,  and  partly  from  a  small         at- 

pointed  process  of  bone   on   the   lower 

margin  of  the  sphenoidal  fissure.     Each 

muscle  passes   forward   in   the  position 

implied  by  its  name,  to  he  inserted,  by  a  j**, 

tendinous    expansion   (the    tunica    all>u-         **' 

'jinea),  into  the  sclerotic  coat,  about  three  "rBl 

or  four  lines  from  the  margin  of  the  cornea.  b~* 

Between  the  two  heads  of  the  External 

rectus  is  a  narrow  interval,  through  which  pass  the  third,  nasal  branch  of  the 

fifth  and  sixth  nerves,  and  the  ophthalmic  vein.     Although  nearly  all  of  these 

muscles  present  a  common  origin,  and  are  inserted  in  a  similar  manner  in  the 

sclerotic  coat,  there  are  certain  differences  to  be  observed  in  them,  as  regards 

their  length  and  breadth.     The  Internal  Rectus  is  the  broadest;  the  External, 

the  longest;  and  the  Superior,  the  thinnest  and  narrowest. 

The  Superior  Oblique  is  a  fusiform  muscle,  placed  at  the  upper  and  inner  side 
of  the  orbit,  internal  to  the  Levator  palpebras.  It  arises  about  a  line  ahove  the 
inner  margin  of  the  optic  foramen,  and,  passing  forwards  to  the  inner  angle  of  the 
orbit,  terminates  in  a  rounded  tendon,  which  plays  in  a  ring  or  pulley,  formed 
by  fihro -cartilaginous  tissue  attached  to  a  depression  beneath  the  internal  angular 
process  of  the  frontal  bone,  the  contiguous  surfaces  of  the  tendon  and  ring  being 
lined  by  a  delicate  synovial  membrane,  and  inclosed  in  a  thin  fibrous  investment. 
The  tendon  is  reflected  backwards  and  outwards  beneath  the  Superior  rectus  to 
the  outer  part  of  the  globe  of  the  eye,  and  is  inserted  into  the  sclerotic  coat, 
midway  between  the  cornea  and  entrance  of  the  optic  nerve,  the  insertion  of  the 
muscle  lying  between  the  Superior  aud  External  recti. 
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Relations.  By  its  upper  surface,  with  the  periosteum  covering  the  roof  of  the 
orbit,  and  the  fourth  nerve.  The  tendon,  where  it  lies  on  the  globe  of  the  eye, 
is  covered  by  the  Superior  rectus.  By  its  under  surface,  with  the  nasal  nerve, 
and  the  upper  border  of  the  Internal  rectus. 

The  Inferior  Oblique  is  a  thin,  narrow  muscle,  placed  near  the  anterior  margin 
of  the  orbit.  It  arises  from  a  depression  in  the  orbital  plate  of  the  superior 
maxillary  bone,  external  to  the  lachrymal  groove.  Passing  outwards  and  back- 
wards beneath  the  Inferior  rectus,  and  between  the  eyeball  and  the  External 
rectus,  it  is  inserted  into  the  outer  part  of  the  sclerotic  coat  between  the  Supe- 
rior and  External  rectus,  near  the  tendon  of  insertion  of  the  Superior  oblique. 

Relations.  By  its  upper  surface,  with  the  globe  of  the  eye,  and  with  the 
Inferior  rectus.  By  its  under  surface,  with  the  periosteum  covering  the  floor 
of  the  orbit,  and  with  the  external  rectus.  Its  borders  look  forwards  and  back- 
wards ;  the  posterior  one  receives  a  branch  of  the  third  nerve. 

Nerves.  The  Levator  palpebrae,  Inferior  oblique,  and  all  the  recti  excepting 
the  External,  are  supplied  by  the  third  nerve ;  the  Superior  oblique,  by  the 
fourth ;  the  External  rectus,  by  the  sixth. 

Actions.  The  Levator  palpebrae  raises  the  upper  eyelid,  and  is  the  direct 
antagonist  of  the  Orbicularis  palpebrarum.  The  four  Kecti  muscles  are  attached 
in  such  a  manner  to  the  globe  of  the  eye,  that,  acting  singly,  they  will  turn  it 
either  upwards,  downwards,  inwards,  or  outwards,  as  expressed  by  their  names. 
If  any  two  Recti  act  together,  they  carry  the  globe  of  the  eye  in  the  diagonal  of 
these  directions,  viz.,  upwards  and  inwards,  upwards  and  outwards,  downwards 
and  inwards,  or  downwards  and  outwards.  The  movement  of  circumduction, 
as  in  looking  round  a  room,  is  performed  by  the  alternate  action  of  the  four 
Becti.  By  some  anatomists,  these  muscles  have  been  considered  the  chief 
agents  in  adjusting  the  sight  at  different  distances,  by  compressing  the  globe, 
and  so  lengthening  its  antero-posterior  diameter.  The  Oblique  muscles  rotate 
the  eyeball  on  its  antero-posterior  axis,  this  kind  of  movement  being  required 
for  the  correct  viewing  of  an  object,  when  the  head  is  moved  laterally,  as  from 
shoulder  to  shoulder,  in  order  that  the  picture  may  fall  in  all  respects  on  the 
same  part  of  the  retina  of  each  eye.1 

Surgical  Anatomy.  The  position  and  exact  point  of  insertion  of  the  tendons  of  the  Internal 
and  External  recti  muscles  into  the  globe  should  be  carefully  examined  from  the  front  of  the 
eyeball,  as  the  surgeon  is  often  required  to  divide  one  or  the  other  muscle  for  the  cure  of 
strabismus.  In  convergent  strabismus,  which  is  the  most  common  form  of  the  disease,  the  eye  is 
turned  inwards,  requiring  the  division  of  the  Internal  rectus.  In  the  divergent  form,  which  is 
more  rare,  the  eye  is  turned  outwards,  the  External  rectus  being  especially  implicated.  The 
deformity  produced  in  either  case  is  to  be  remedied  by  division  of  one  or  the  other  muscle.  The 
operation  is  thus  effected  :  the  lids  are  to  be  well  separated  ;  the  eyeball  being  drawn  outwaida, 
the  conjunctiva  should  be  raised  by  a  pair  of  forceps,  and  divided  immediately  beneath  the  lower 
border  of  the  tendon  of  the  Internal  rectus,  a  little  behind  its  insertion  into  the  sclerotic;  the 
submucous  areolar  tissue  is  then  divided,  and  into  the  small  aperture  thus  made,  a  blunt  hook  is 
passed  upwards  between  the  muscle  and  the  globe,  and  the  tendon  of  the  muscle  and  conjunctiva 
covering  it,  divided  by  a  pair  of  blunt-pointed  scissors.  Or  the  tendon  may  be  divided  by  a  sub- 
conjunctival incision,  one  blade  of  the  scissors  being  nassed  upwards  between  the  tendon  and  the 
conjunctiva,  and  the  other  between  the  tendon  and  the  sclerotic.  The  student,  when  dissecting 
these  muscles,  should  remove  on  one  side  of  the  subject  the  conjunctiva  from  the  front  of  the  eye, 
in  order  to  see  more  accurately  the  position  of  the  tendons,  while  on  the  opposite  side  the  opera- 
tion may  be  performed. 

1  "  On  the  Oblique  Muscles  of  the  Eyein  Man  and  Vertebrate  Animals,"  by  John  Struthrrb. 
M.D.,  "Anatomical  and  Physiological  Observation*:'  For  a  more  full  account  of  the  various 
co-ordinated  actions  of  the  muscles  of  a  single  eye  and  of  both  eyes  than  our  space  allows,  the 
reader  may  be  referred  to  Dr.  M.  Foster's  Text-book  of  Physiology,  pp.  385-388. 
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5.  Nasal  Region.    (Fig.  243.) 

Pyramidalis  Nasi. 

Levator  Labii  Superioris  Alaequc  Nasi. 

Dilatator  Naris  Posterior. 

Dilatator  Naris  Anterior. 

Compressor  Nasi. 

Compressor  Narium  Minor. 

Depressor  Alae  Nasi. 

The  Pyramidalis  Nasi  is  a  small  pyramidal  slip,  prolonged  downwards  from 
the  Occipito-frontalis  upon  the  side  of  the  nose,  where  it  becomes  tendinous  and 
blends  with  the  Compressor  nasi.  As  the  two  muscles  descend,  they  diverge, 
leaving  an  angular  interval  between  them. 

Relations.  By  its  upper  surface,  with  the  skin.  By  its  under  surface,  with 
the  frontal  and  nasal  bones. 

The  Levator  Labii  Superioris  Alseqne  Nasi  is  a  thin  triangular  muscle,  placed 
by  the  side  of  the  nose,  and  extending  between  the  inner  margin  of  the  orbit 
and  upper  lip.  It  arises  by  a  pointed  extremity  from  the  upper  part  of  the 
nasal  process  of  the  superior  maxillary  bone,  and  passing  obliquely  downwards 
and  outwards,  divides  into  two  slips,  one  of  which  is  inserted  into  the  cartilage 
of  the  ala  of  the  nose ;  the  other  is  prolonged  into  the  upper  Jip,  becoming 
blended  with  the  Orbicularis  and  Levator  labii  superioris  proprius. 

Relations.  In  front,  with  the  integument ;  and  with  a  small  part  of  the  Orbi- 
cularis palpebrarum  above. 

Lying  upon  the  superior  maxillary  bone,  beneath  this  muscle,  is  a  longitudinal 
muscular  fasciculus  about  an  inch  in  length.  It  is  attached  by  one  end  near 
the  origin  of  the  Compressor  nasi,  and  by  the  other  to  the  nasal  process  about 
an  inch  above  it;  it  was  described  by  Albinus  as  the  "  Musculus  anomalus,"  and 
by  Santorini,  as  the  "  Rhomboideus." 

The  Dilatator  Naris  Posterior  is  a  small  muscle,  which  i&  placed  partly 
beneath  the  proper  elevator  of  the  nose  and  lip.  It  arises  from  the  margin  of 
the  nasal  notch  of  the  superior  maxilla,  and  from  the  sesamoid  cartilages,  and 
is  inserted  into  the  skin  near  the  margin  of  the  nostril. 

The  Dilatator  Naris  Anterior  is  a  thin  delicate  fasciculus,  passing  from  the 
cartilage  of  the  ala  of  the  nose  to  the  integument  near  its  margin.  This  muscle 
is  situated  in  front  of  the  preceding. 

The  Compressor  Nasi  is  a  small,  thin,  triangular  muscle,  arising  by  its  apex 
from  the  superior  maxillary  bone,  above  and  a  little  external  to  the  incisive 
fossa ;  its  fibres  proceed  upwards  and  inwards,  expanding  into  a  thin  aponeurosis 
which  is  attached  to  the  fibro-cartilage  of  the  nose,  and  is  continuous  on  the 
bridge  of  the  nose  with  that  of  the  muscle  of  the  opposite  side,  and  with  the 
aponeurosis  of  the  Pyramidalis  nasi. 

The  Compressor  Narium  Minor  is  a  small  muscle,  attached  by  one  end  to  the 
alar  cartilage,  and  by  the  other  to  the  integument  at  the  end  of  the  nose. 

The  Depressor  Alee  Nasi  is  a  short,  radiated  muscle,  arising  from  the  incisive 
fossa  of  the  superior  maxilla;  its  fibres  ascend  to  be  inserted  into  the  septum, 
and  back  part  of  the  ala  of  the  nose.  This  muscle  lies  between  the  mucous 
membrane  and  muscular  structure  of  the  lip. 

Aervw.     All  the  muscles  of  this  group  are  supplied  by  the  facial  nerve. 

Actions.  The  Pyramidalis  nasi  draws  down  the  inner  angle  of  the  eyebrows; 
by  some  anatomists  it  is  also  considered  as  an  elevator  of  the  ala,  and,  conse- 
quently, a  dilator  of  the  nose.  The  Levator  labii  superioris  alteque  nasi  draws 
upwards  the  upper  lip  and  ala  of  the  nose ;  its  most  important  action  is  upon 
the  nose,  which  it  dilates  to  a  considerable  extent.  The  action  of  this  muscle 
produces  a  marked  influence  over  the  countenance,  and  it  is  the  principal  agent 
in  the  expression  of  contempt.     The  two  Dilatatores  nasi  enlarge  the  aperture 
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of  the  nose,  and  the  Compressor  nasi  appears  to  press  upon  the  nose  so  as  to 
increase  its  breadth,  and  thus  tends  rather  to  open  than  to  close  the  nostrils. 
The  Depressor  alaB  nasi  is  a  direct  antagonist  of  the  preceding  muscles,  drawing 
the  ala  of  the  nose  downwards,  and  thereby  constricting  the  aperture  of  the 
nares. 

6.  Superior  Maxillary  Region.    (Fig.  243.) 

Levator  Labii  Superioris.  Zygomaticus  Major. 

Levator  Anguli  Oris.  Zygomaticus  Minor. 

The  Levator  Labii  Superioris  (proprius)  is  a  thin  muscle  of  a  quadrilateral  form. 
It  arises  from  the  lower  margin  of  the  orbit  immediately  above  the  infraorbital 
foramen,  some  of  its  fibres  being  attached  to  the  superior  maxilla,  others  to  the 
malar  bone ;  its  fibres  converge  to  be  inserted  into  the  muscular  substance  of  the 
upper  lip. 

Relations.  By  its  superficial  surface,  with  the  lower  segment  of  the  Orbicu- 
laris palpebrarum ;  below,  it  is  subcutaneous.  By  its  deep  surface,  it  conceals 
the  origin  of  the  Compressor  nasi  and  Levator  anguli  oris  muscles,  and  the 
infraorbital  vessels  and  nerves,  as  they  escape  from  the  infraorbital  foramen. 

The  Levator  Anguli  Oris  arises  from  the  canine  fossa,  immediately  below  the 
infraorbital  foramen;  its  fibres  incline  downwards  and  a  little  outwards,  to  be 
inserted  into  the  angle  of  the  mouth,  intermingling  with  those  of  the  Zygomatici, 
the  Depressor  anguli  oris,  and  the  Orbicularis. 

Relations.  By  its  superficial  surface,  with  the  Levator  labii  superioris  and  the 
infraorbital  vessels  and  nerves.  By  its  deep  surface^  with  the  superior  maxilla, 
the  Buccinator,  and  the  mucous  membrane. 

The  Zygomaticus  Major  is  a  slender  fasciculus,  which  arises  from  the  malar 
bone,  in  front  of  the  zygomatic  suture,  and,  descending  obliquely  downwards 
and  inwards,  is  inserted  into  the  angle  of  the  mouth,  where  it  blends  with  the 
fibres  of  the  Orbicularis  and  Depressor  anguli  oris. 

Relations.  By  its  superficial  surface,  with  the  subcutaneous  adipose  tissue.  By 
its  deep  surface,  with  the  malar  bone,  and  the  Masseter  and  Buccinator  muscles. 

The  Zygomaticus  Minor  arises  from  the  malar  bone,  immediately  behind  the 
maxillary  suture,  and,  passing  downwards  and  inwards,  is  continuous  with  the 
outer  margin  of  the  Levator  labii  superioris.     It  lies  in  front  of  the  preceding. 

Relations.  By  its  superficial  surface,  with  the  integument  and  the  Orbicularis 
palpebrarum  above.     By  its  deep  surface,  with  the  Levator  anguli  oris. 

Nerves.     This  group  of  muscles  is  supplied  by  the  facial  nerve. 

Actions.  The  Levator  labii  superioris  is  the  proper  elevator  of  the  upper  lip, 
carrying  it  at  the  same  time  a  little  outwards.  The  Levator  anguli  oris  raises 
the  angle  of  the  mouth  and  draws  it  inwards;  whilst  the  Zygomatici  raise  the 
upper  lip  and  draw  it  somewhat  outwards,  as  in  laughing. 

7.  Inferior  Maxillary  Eegiox.    (Fig.  243.) 

Levator  Labii  Inferioris  (Levator  menti). 
Depressor  Labii  Inferioris  (Quadratus  menti). 
Depressor  Anguli  Oris  (Triangularis  menti). 

Direction.  The  muscles  in  this  region  may  be  dissected  by  making  a  vertical  incision  through 
the  integument  from  the  margin  of  the  lower  lip  to  the  chin:  a  second  incision  should  then  be 
carried  along  the  margin  of  the  lower  jaw  as  far  as  the  angle,  and  the  integument  carefully 
removed  in  the  direction  shown  in  Fig.  242. 

The  Levator  Labii  Inferioris  (Levator  metiti)  is  to  be  dissected  by  everting  the 
lower  lip  and  raising  the  mucous  membrane.  It  is  a  small  conical  fasciculus, 
placed  on  the  side  of  the  fraenum  of  the  lower  lip.  It  arises  from  the  incisive 
fossa,  external  to  the  symphysis  of  the  lower  jaw :  its  fibres  descend  to  be  inserted 
into  the  integument  of  the  chin. 
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Relations.  On  its  inner  surface,  with  the  mucous  membrane ;  in  the  median 
line,  it  is  blended  with  the  muscle  of  the  opposite  side;  and  on  its  outer  side,  with 
the  Depressor  labii  inferioris. 

The  Depressor  Labii  Inferioris  (Quadratus  menti)  is  a  small  quadrilateral 
muscle,  situated  at  the  outer  side  of  the  preceding.  It  arises  from  the  external 
oblique  line  of  the  lower  jaw,  between  the  symphysis  and  mental  foramen,  and 

})asses  obliquely  upwards  and  inwards,  to  be  inserted  into  the  integument  of  the 
ower  lip,  its  fibres  blending  with  the  Orbicularis,  and  with  those  of  its  fellow  of 
the  opposite  side.  It  is  continuous  with  the  fibres  of  the  Platysma  at  its  origin. 
This  muscle  contains  much  yellow  fat  intermingled  with  its  fibres. 

Relations.  By  its  superficial  surface,  with  part  of  the  Depressor  anguli  oris, 
and  with  the  integument,  to  which  it  is  closely  connected.  By  its  deep  surface, 
with  the  mental  vessels  and  nerves,  the  mucous  membrane  of  the  lower  lip,  the 
labial  glands,  and  the  Levator  menti,  with  which  it  is  intimately  united. 

The  Depressor  Anguli  Oris  {Triangularis  menti)  is  triangular  in  shape,  arising, 
by  its  broad  base,  from  the  external  oblique  line  of  the  lower  jaw,  from  whence 
its  fibres  pass  upwards,  to  be  inserted,  by  a  narrow  fasciculus,  into  the  angle  of 
the  mouth.  It  is  continuous  with  the  Platysma  at  its  origin,  and  with  the  Orbi- 
cularis and  Risorius  at  its  insertion,  and  some  of  its  fibres  are  directly  continuous 
with  those  of  the  Levator  anguli  oris. 

Relations.  By  its  superficial  surface,  with  the  integument.  By  its  deep  surface, 
with  the  Depressor  labii  inferioris  and  Buccinator. 

Nerves.     This  group  of  muscles  is  supplied  by  the  facial  nerve. 

Actions.  The  Levator  labii  inferioris  raises  the  lower  lip,  and  protrudes  it 
forwards,  and  at  the  same  time  wrinkles  the  integument  of  the  chin.  The 
Depressor  labii  inferioris  draws  the  lower  lip  directly  downwards  and  a  little 
outwards.  The  Depressor  anguli  oris  depresses  the  angle  of  the  mouth,  being 
the  antagonist  to  the  Levator  anguli  oris  and  Zygomaticus  major ;  acting  with 
these  muscles,  it  will  draw  the  angle  of  the  mouth  directly  backwards. 

8.  Intermaxillary  Region. 

Orbicularis  Oris.  Buccinator.  Risorius. 

Direction.  The  dissection  of  these  Muscles  may  be  considerably  facilitated  by  filling  the 
cavity  of  the  mouth  with  tow.  so  as  to  distend  the  cheeks  and  lips;  the  month  should  then  be 
closed  by  a  few  stitches,  and  the  integument  carefully  removed  from  the  surface. 

The  Orbicularis  Oris  is  a  sphincter  muscle,  elliptic  in  form,  composed  of  con- 
centric fibres,  which  surround  the  orifice  of  the  mouth.  It  consists  of  two  thick 
semicircular  planes  of  muscular  fibre,  which  interlace  on  either  side  with  those 
of  the  Buccinator  and  other  muscles  inserted  into  the  lips.  On  the  free  margin 
of  the  lips  the  muscular  fibres  are  continued  uninterruptedly  from  one  lip  to  the 
other,  around  the  corner  of  the  mouth,  forming  a  roundish  fasciculus  of  fine  pale 
fibres  closely  approximated.  To  the  outer  part  of  each  segment  some  special 
fibres  are  added,  by  which  the  lips  are  connected  directly  with  the  maxillary 
bones  and  septum  of  the  nose.  The  additional  fibres  for  the  upper  segment 
consist  of  four  bands,  two  of  which  (Accessorii  orbicularis  superiores)  arise  from 
the  alveolar  border  of  the  superior  maxilla,  opposite  the  incisor  teeth,  and  arch- 
ing outwards  on  each  side,  are  continuous  at  the  angles  of  the  mouth  with  the 
other  muscles  inserted  into  this  part.  The  two  remaining  muscular  slips,  called 
the  Naso-labialis,  connect  the  upper  lip  to  the  septum  of  the  nose:  as  they 
descend  from  the  septum,  an  interval  is  left  between  them,  which  corresponds 
to  that  left  by  the  divergence  of  the  accessory  portions  of  the  Orbicularis  above 
described.  It  is  this  interval  which  forms  the  depression  seen  on  the  surface 
of  the  skin  beneath  the  septum  of  the  nose.  The  additional  fibres  for  the  lower 
segment  (Accessorii  orbicularis  inferiores)  arise  from  the  inferior  maxilla,  exter- 
nally to  the  Levator  labii  inferioris,  and  arch  outwards  to  the  angles  of  the 
mouth,  to  join  the  Buccinator  and  the  other  muscles  attached  to  this  part. 
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Relations.  By  its  superficial  surface,  with  the  integument,  to  which  it  is  closely 
connected.  By  its  deep  surface,  with  the  buccal  mucous  membrane,  the  labial 
glands,  and  coronary  vessels.  By  its  outer  circumference,  it  is  blended  with  the 
numerous  muscles  which  converge  to  the  mouth  from  various  parts  of  the  face. 
Its  inner  circumference  is  free,  and  covered  by  the  mucous  membrane. 

The  Buccinator  is  a  broad,  thin  muscle,  quadrilateral  in  form,  which  occupies 
the  interval  between  the  jaws  at  the  side  of  the  face.  It  arises  from  the  outer 
surface  of  the  alveolar  processes  of  the  upper  and  lower  jaws,  corresponding  to 
the  three  molar  teeth;  and,  behind,  from  the  anterior  border  of  the  ptery go- 
maxillary  ligament.  The  fibres  converge  towards  the  angle  of  the  mouth, 
where  the  central  fibres  intersect  each  other,  those  from  below  being  continuous 
with  the  upper  segment  of  the  Orbicularis  oris;  and  those  from  above  with  the 
inferior  segment ;  the  highest  and  lowest  fibres  continue  forward  uninterruptedly 
into  the  corresponding  segment  of  the  lip,  without  decussation. 

Relations.  By  its  superficial  surface,  behind,  with  a  large  mass  of  fat,  which 
separates  it  from  the  ramus  of  the  lower  jaw,  the  Masseter,  and  a  small  portion 
of  the  Temporal  muscle;  anteriorly,  with  the  Zygomatici,  Risorius,  Levator 
anguli  oris,  Depressor  anguli  oris,  and  Steno's  duct,  which  pierces  it  opposite 
the  second  molar  tooth  of  the  upper  jaw;  the  facial  artery  and  vein  cross  it 
from  below  upwards;  it  is  also  crossed  by  the  branches  of  the  facial  and  buccal 
nerve.  By  its  internal  surface,  with  the  buccal  glands  and  mucous  membrane 
of  the  mouth. 

The  ptery go-maxillary  ligament  separates  the  Buccinator  muscle  from  the 
Superior  constrictor  of  the  pharynx.  It  is  a  tendinous  baud,  attached  by  one 
extremity  to  the  apex  of  the  internal  pterygoid  plate,  and  by  the  other  to  the 
posterior  extremity  of  the  internal  oblique  line  of  the  lower  jaw.  Its  inner 
surface  corresponds  to  the  cavity  of  the  mouth,  and  is  lined  by  mucous  mem- 
brane. Its  outer  surface  is  separated  from  the  ramus  of  the  jaw  by  a  quantity 
of  adipose  tissue.  Its  posterior  border  gives  attachment  to  the  Superior  con- 
strictor of  the  pharynx:  its  anterior  border,  to  the  fibres  of  the  Buccinator. 

The  Risorius  (Santorini)  consists  of  a  narrow  bundle  of  fibres,  which  arises  in 
the  fascia  over  the  Masseter  muscle,  and  passing  horizontally  forwards,  is  inserted 
into  the  angle  of  the  mouth,  joining  with  the  fibres  of  the  Depressor  anguli  oris. 
It  is  placed  superficial  to  the  Platysma,  and  is  broadest  at  its  outer  extremity. 
This  muscle  varies  much  in  its  size  and  form. 

Nerves.  The  Orbicularis  oris  is  supplied  by  the  facial,  the  Buccinator  by  the 
facial  and  by  the  buccal  branch  of  the  inferior  maxillary  nerve,  which  latter, 
however,  is  by  many  anatomists  regarded  as  a  sensory  nerve  only. 

Actions.  The  Orbicularis  oris  is  the  direct  antagonist  of  all  those  muscles 
which  converge  to  the  lips  from  the  various  parts  of  the  face,  its  ordinary  action 
producing  the  direct  closure  of  the  lips;  and  its  forcible  action  throwing  the 
integument  into  wrinkles,  on  account  of  the  firm  connection  between  the  latter 
and  the  surface  of  the  muscle.  The  Buccinators  contract  and  compress  the 
cheeks,  so  that,  during  the  process  of  mastication,  the  food  is  kept  under  the 
immediate  pressure  of  the  teeth. 

9.  Temporo-maxillary  Region. 

Masseter.  Temporal. 

The  Masseter  has  been  already  exposed  by  the  removal  of  the  integument  from 
the  side  of  the  face  (Fig.  243);  it  is  a  short  thick  muscle,  somewhat  quadrilateral 
in  form,  consisting  of  two  portions,  superficial  and  deep.  The  superficial  portion, 
the  larger,  arises  by  a  thick  tendinous  aponeurosis  from  the  malar  process  of  the 
superior  maxilla,  'and  from  the  anterior  two-thirds  of  the  lower  border  of  the 
zygomatic  arch:  its  fibres  pass  downwards  and  backwards,  to  be  inserted  into 
the  angle  and  lower  half  of  the  ramus  of  the  jaw.     The  deep  portion  is  much 
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smaller,  and  more  muscular  in  texture ;  it  arises  from  the  posterior  third  of  the 
lower  border  and  the  whole  of  the  inner  surface  of  the  zygomatic  arch;  its  fibres 
pass  downwards  and  forwards,  to  be  inserted  into  the  upper  half  of  the  ramus 
and  outer  surface  of  the  coronoid  process  of  the  jaw.  The  deep  portion  of  the 
muscle  is  partly  concealed,  in  front,  by  the  superficial  portion;  behind,  it  is 
covered  by  the  parotid  gland.  The  fibres  of  the  two  portions  are  united  at  their 
insertion. 

Relations.  By  its  superficial  surface,  with  the  integument;  above,  with  the 
Orbicularis  palpebrarum  and  Zygomatic! ;  and  with  Steno's  duct,  the  branches 
of  the  facial  nerve,  and  the  transverse  facial  vessels,  which  cross  it.  By  its  deep 
surface,  with  the  ramus  of  the  jaw,  and  the  Buccinator,  from  which  it  is  separated 
by  a  mass  of  fat.  Its  posterior  margin  is  overlapped  by  the  parotid  gland.  Its 
anterior  margin  projects  over  the  Buccinator  muscle ;  and  the  facial  artery  lies 
on  it  below. 

The  temporal  fascia  is  seen,  at  this  stage  of  the  dissection,  covering  in  the 
Temporal  muscle.  It  is  a  strong  aponeurotic  investment,  affording  attachment, 
by  its  inner  surface,  to  the  superficial  fibres  of  the  muscle.  Above,  it  is  a  single 
layer,  attached  to  the  entire  extent  of  the  temporal  ridge ;  but  below,  where  it 
is  attached  to  the  zygoma,  it  consists  of  two  layers,  one  of  which  is  inserted  into 
the  outer,  and  the  other  into  the  inner  border  of  the  zygomatic  arch.  A  small 
quantity  of  fat,  the  orbital  branch  of  the  temporal  artery,  and  a  filamcut  from 
the  orbital  branch  of  the  superior  maxillary  nerve,  are  contained  between  these 
two  layers.  It  is  covered,  on  its  outer  surface,  by  the  aponeurosis  of  the 
Occipito-frontalis,  the  Orbicularis  palpebrarum,  the  Attollens  and  Attrahens 
aurem  muscles;  the  temporal  vessels  and  nerves  cross  it  from  below  upwards. 

Fig.  246.— The  Temporal  Muscle,  the  Zygoma  and  Masse ter  having  been  removed. 


Dmeetim.  fn  order  tn  expose  the  Temporal  mnnele.  remove  the  temporal  fascia,  which  may 
be  effected  by  separating  it  at  its  attiichment  along  the  upper  border  of  the  sygoma.  ami  dig. 
meeting  it  upward*  from  the  surface  of  the  muscle.  The  zygomatic  arch  should  ihen  he  (livid  d. 
in  front,  at  its  junction  with  the  malar  bone;  and.  behind,  near  the  external  auditory  meatus, 
and  drawn  downwards  with  the  Mnsseter.  which  shoold  he  detached  from  iis  insertion  iuto  the 
ramus  and  aogle  of  the  jaw.    The  whole  extent  of  the  temporal  muscle  is  then  exposed. 

The  Temporal  (Fig.  24(>)  is  a  broad  radiating  muscle,  situated  at  the  side  of 
the  head,  and  occupying  the  entire  extent  of  the  temporal  fossa.     It  arises  from 
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the  whole  of  the  temporal  fossa,  which  extends  from  the  external  angular  process 
of  the  frontal  in  front,  to  the  mastoid  portion  of  the  temporal  behind ;  and  from 
the  curved  line  on  the  frontal  and  parietal  bones  above,  to  the  pterygoid  ridge 
on  the  great  wing  of  the  sphenoid  below.  It  is  also  attached  to  the  inner  surface 
of  the  temporal  fascia.  Its  fibres  converge  as  they  descend,  and  terminate  in  an 
aponeurosis,  the  fibres  of  which,  radiated  at  its  commencement,  converge  into  a 
thick  and  flat  tendon,  which  is  inserted  into  the  inner  surface,  apex,  and  anterior 
border  of  the  coronoid  process  of  the  jaw,  nearly  as  far  forwards  as  the  last  molar 
tooth. 

Relations.  By  its  superficial  surface,  with  the  integument,  the  temporal  fascia, 
the  aponeurosis  of  the  Occipito-frontalis,  the  Attolens  and  Attrahens  aurem 
muscles,  the  temporal  vessels  and  nerves,  the  zygoma  and  Masseter.  By  its  deep 
surface,  with  the  temporal  fossa,  the  External  pterygoid  and  part  of  the  Bucci- 
nator muscles,  the  internal  maxillary  artery,  its  deep  temporal  branches,  and  the 
temporal  nerves. 

Nerves.     Both  muscles  are  supplied  by  the  inferior  maxillary  nerve. 

Actions.  These  will  be  described  with  the  muscles  of  the  pterygo-maxillary 
region. 

10.  Ptebygo-maxillary  Eegion.    (Fig.  247.) 
Internal  Pterygoid.  External  Pterygoid. 

Dissection.  The  temporal  muscle  having;  been  examined,  saw  through  the  base  of  the  coronoid 
process,  and  draw  it  upwards,  together  with  the  Temporal  muscle,  which  should  be  detached  from 
the  surface  of  the  temporal  fossa.  Divide  the  ramus  of  the  jaw  just  below  the  condyle,  and  also, 
by  a  transverse  incision  extending  across  the  commencement  of  its  lower  third,  just  above  the 
dental  foramen ;  remove  the  fragment,  and  the  Pterygoid  muscles  will  be  exposed. 

Fig.  247. — The  Pterygoid  Muscles ;  the  Zygomatic  Arch  and  a  portion  of  the 
Humus  of  the  Jaw  having  been  removed. 


The  Internal  Pteryuoid  is  a  thick  quadrilateral  muscle,  and  resembles  the 
Masseter,  in  form,  structure,  and  the  direction  of  its  fibres.  It  arises  from  the 
pterygoid  fossa,  being  attached  to  the  inner  surface  of  the  external  pterygoid 
plate,  and  to  the  grooved  surface  of  the  tuberosity  of  the  palate  bone;  its  fibres 
pass  downwards,  outwards,  and  backwards,  to  be  inserted,  by  strong  tendinous 
laminte,  into  the  lower  and  back  part  of  the  inner  side  of  the  ramus  and  angle  of 
the  lower  jaw,  as  high  as  the  dental  foramen. 
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Relations.  By  its  external  surface,  with  the  ramus  of  the  lower  jaw,  from 
which  it  is  separated,  at  its  upper  part,  by  the  External  pterygoid,  the  internal 
lateral  ligament,  the  internal  maxillary  artery,  and  the  dental  vessels  and  nerves. 
By  its  internal  surface,  with  the  Tensor  palati,  being  separated  from  the  Superior 
constrictor  of  the  pharynx  by  a  cellular  interval. 

The  External  Pterygoid  is  a  short  thick  muscle,  somewhat  conical  in  form, 
which  extends  almost  horizontally  between  the  zygomatic  fossa  and  the  condyle 
of  the  jaw.  It  arises  from  the  pterygoid  ridge  on  the  great  wing  of  the  sphenoid, 
and  the  portion  of  bone  included  between  it  and  the  base  of  the  pterygoid  process ; 
from  the  outer  surface  of  the  external  pterygoid  plate ;  and  from  the  tuberosity 
of  the  palate  and  superior  maxillary  bones.  Its  fibres  pass  horizontally  back- 
wards and  outwards,  to  be  inserted  into  a  depression  in  front  of  the  neck  of  the 
condyle  of  the  lower  jaw,  and  into  the  corresponding  part  of  the  interarticular 
fibro-cartilage.  This  muscle,  at  its  origin,  appears  to  consist  of  two  portions 
separated  by  a  slight  interval ;  hence  the  terms  upper  and  lower  head,  sometimes 
used  in  the  description  of  the  muscle. 

Relations.  By  its  external  surface,  with  the  ramus  of  the  lower  jaw,  the  internal 
maxillary  artery,  which  crosses  it,1  the  tendon  of  the  Temporal  muscle,  and  the 
Masseter.  By  its  internal  surface,  it  rests  against  the  upper  part  of  the  internal 
pterygoid,  the  internal  lateral  ligament,  the  middle  meningeal  artery,  and  inferior 
maxillary  nerve ;  by  its  upper  border,  it  is  in  relation  with  the  temporal  and 
masseteric  branches  of  the  inferior  maxillarv  nerve. 

Nerves.    These  muscles  are  supplied  by  the  inferior  maxillary  nerve. 

Actions.  The  Temporal,  Masseter,  and  internal  pterygoid  raise  the  lower  jaw 
against  the  upper  with  great  force.  The  superficial  portion  of  the  masseter,  and 
the  Internal  pterygoid,  assist  the  External  pterygoid  in  drawing  the  lower  jaw 
forwards  upon  the  upper,  the  jaw  being  drawn  back  again  by  the  deep  fibres  of 
the  Masseter,  and  posterior  fibres  of  the  Temporal.  The  external  pterygoid 
muscles  are  the  direct  agents  in  the  trituration  of  the  food,  drawing  the  lower 
jaw  directly  forwards,  so  as  to  make  the  lower  teeth  project  beyond  the  upper. 
If  the  muscle  of  one  side  acts,  the  corresponding  side  of  the  jaw  is  drawn  forwards, 
and,  the  other  condyle  remaining  fixed,  the  symphysis  deviates  to  the  opposite 
side.    The  alternation  of  these  movements  on  the  two  sides  produces  trituration. 


MUSCLES  AND  FASCIA  OF  THE  NECK. 

The  muscles  of  the  Neck  may  be  arranged  into  groups,  corresponding  with 
the  region  in  which  they  are  situated. 

These  groups  are  nine  in  number : — 

1.  Superficial  Region.  6.  Muscles  of  the  Soft  Palate. 

2.  Depressors  of  the  Os  Hyoides  7.  Muscles  of  the  Anterior  Vertebral 

and  Larynx.  Region. 

3.  Elevators  of  the  Os  Hyoides  8.  Muscles  of  the  Lateral  Vertebral 

and  Larynx.  Region. 

4.  Muscles  of  the  Tongue.  9.  Muscles  of  the  Larynx. 

5.  Muscles  of  the  Pharynx. 

1.  Superficial  Region.  Infrahyoid  Region. 

Platysma  myoides.  2.  Depressors  of  the  Os  Hyoides  and  Larynx. 

Sterno-cleido  mastoid.  Sterno-hyoid. 

Sterno-thyroid. 

Thyro-hyoid. 

Omo-hyoid. 

1  This  is  the  usual  relation  ;  bat  in  many  cases  the  artery  will  be  found  below  the  muscle. 
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Supra-hyoid  Region. 

3.  Elevators  of  the  Os  Hyoides  and 

Larynx.    Depressors  of  the  Lower  Jaw. 

Digastric. 
Stylo-hyoid. 
Mylo-hyoid. 
Genio-hyoid. 

Lingual  Region. 
4.  Muscles  of  the  Tongue. 

Genio-hyo-glossus. 

Hyo-glossus. 

Lingualis. 

Styloglossus. 

Palatoglossus. 

Pharyngeal  Region. 
5.  Muscles  of  the  Pharynx. 

Constrictor  inferior. 
Constrictor  medius. 
Constrictor  superior. 
Stylo-pharyngeus. 
Palato-pharyngeus. 


Palatal  Region. 
6.  Muscles  of  the  Soft  Palate. 

Levator  palati. 
Tensor  palati. 
Azygos  uvula. 
Palato-glossus. 
Palato-pharyngeus. 

7.  Muscles  of  the  Anterior  Vertebral 

Region. 

Eectus  capitis  anticus  major. 
Rectus  capitis  anticus  minor. 
Rectus  lateralis. 
Longus  colli. 

8.  Muscles  of  the  Lateral  Vertebral 

Region. 

Scalenus  anticus. 
Scalenus  medius. 
Scalenus  posticus. 

9.  Muscles  of  the  Larynx. 

Included  in  the  description  of  the 
Larynx. 


1.  Superficial  Cekvical  Region. 


Platysma  Myoides. 


Stcrno-cleido-mastoid. 


Dissection.  A  block  having  been  placed  at  the  back  of  the  neck,  and  the  face  turned  to  the 
side  opposite  to  that  to  be  dissected,  so  as  to  place  the  parts  upon  the  stretch,  make  two  trans- 
verse incisions:  one  from  the  chin,  along  the  margin  of  the  lower  jaw,  to  the  mastoid  process;  and 
the  other  along  the  npper  border  of  the  clavicle.  Connect  these  by  an  obliqne  incision  made  in 
the  coarse  of  the  Stern o-mastoid  muscle,  from  the  mastoid  process  to  the  sternum ;  the  two  flapa 
of  integument  having  been  removed  in  the  direction  shown  in  Fig.  242,  the  superficial  fascia  will 
be  exposed. 

The  superficial  cervical  fascia  is  exposed  on  the  removal  of  the  integument 
from  the  side  of  the  neck ;  it  is  an  extremely  thin  aponeurotic  lamina,  which  is 
hardly  demonstrable  as  a  separate  membrane.  Beneath  it  are  found  the  Platysma 
myoiaes  muscle,  the  external  jugular  vein,  and  some  superficial  branches  of  the 
cervical  plexus  of  nerves. 

The  Platysma  Myoides  (Fig.  243)  is  a  broad  thin  plane  of  muscular  fibres, 
placed  immediately  beneath  the  skin  on  each  side  of  the  neck.  It  arises  from 
the  clavicle  and  acromion,  and  from  the  fascia  covering  the  upper  part  of  the 
Pectoral,  Deltoid,  and  Trapezius  muscles;  its  fibres  proceed  obliquely  upwards 
and  inwards  along  the  side  of  neck,  to  be  inserted  into  the  lojyerjaw  beneath 
the  external  oblique  line,  some  passing  forwarcHTto  the  angle  of  thg^  mouthy  and 
others  becoming  lost  in  the  cellular  tissue  of  the  face.  The  most  anterior  fibres 
interlace,  in  front  of  the  jaw,  with  the  fibres  of  the  muscle  of  the  opposite  side; 
those  next  in  order  become  blended  with  the  Depressor  labii  inferioris  and  the 
Depressor  anguli  oris;  others  are  prolonged  upon  the  side  of  the  cheek,  and 
interlace,  near  the  angle  of  the  mouth,  with  the  muscles  in  this  situation,  and 
may  occasionally  be  traced  to  the  Zygomatic  muscles,  or  to  the  margin  of  the 
Orbicularis  palpebrarum.  Beneath  the  Platysma,  the  external  jugular  vcin^may 
be  seen  descending  from  the  angle  of  the  jaw  to  the  clavicle,  it  is  essential  to 
rejnember  the  direction  of  the  fibres  of  the  Platysma,  in  connection  with  the 
operation  of  bleeding  from  this  vessel;  for  if  the  point  of  the  lanceTrrintroduced 
in  the  direction  of  the  muscular  fibres,  the  orifice  made  will  be  filled  up  by  the 
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contraction  of  the  muscle,  and  blood  will  not  flow;  but  if  the  incision  is  made 
across  the  course  of  the  fibres,  they  will  retract,  and  expose  the  orifice  in  the 
vein,  and  so  facilitate  the  flow  of  blood. 

Relations.  By  its  external  surface,  with  the  integument,  to  which  it  is  united 
closely  below,  but  more  loosely  above.  By  its  internal  surface,  with  the  Pecto- 
ralis  major,  Deltoid,  and  Trapezius,  and  with  the  clavicle.  In  the  neck,  with  the 
external  and  anterior  jugular  veins,  the  deep  cervical  fascia,  the  superficial 
branches  ot  the  cervical  plexus,  the  Sterno-mastoid,  Sterno-hyoid,  Omo-hyoid, 
and  Sigastric  muscles.'  In  front  of  the  Sterno-mastoid,  it  covers  the  sheath  of 
the  carotid  vessels ;  and  behind  it,  the  Scaleni  muscles  and  the  nerves  of  the 
brachial  plexus.  On  the  face,  it  is  in  relation  with  the  parotid  gland,  the  facial 
artery  and  vein,  and  the  Masseter  and  Buccinator  muscles. 

The  deep  cervical  fascia  is  exposed  on  the  removal  of  the  Platysma  myoides. 
It  is  a  strong  fibrous  layer,  which  invests  the  muscles  of  the  neck,  and  incloses 
the  vessels  and  nerves.  It  commences,  as  an  extremely  thin  layer,  at  the  back 
part  of  the  neck,  where  it  is  attached  to  the  spinous  processes  of  the  cervical 
vertebrae,  and  to  the  ligamentum  nuchae ;  and,  passing  forwards  to  the  posterior 
border  of  the  Sterno-mastoid  muscle,  divides  into  two  layers,  one  of  which  passes 
in  front,  and  the  other  behind  that  muscle.  These  join  again  at  the  anterior 
border  of  the  Sterno-mastoid ;  and,  being  continued  forwards  to  the  front  of  the 
neck,  blend  with  the  fascia  of  the  opposite  side.  The  superficial  layer  of  the 
deep  cervical  fascia  (that  which  passes  in  front  of  the  Sterno-mastoid),  if  traced 
upwards,  is  found  to  pass  across  the  parotid  gland  and  Masseter  muscle,  forming 
the  parotid  and  masseteric  fascia,  and  is  attached  to  the  lower  border  of  the 
zygoma,  and  more  anteriorly  to  the  lower  border  of  the  body  of  the  jaw ;  if  the 
same  layer  is  traced  downwards,  it  is  seen  to  pass  to  the  upper  border  of  the 
clavicle  and  sternum,  being  pierced  just  above  the  former  bone  by  the  external 
jugular  vein.  In  the  middle  line  of  the  neck,  the  fascia  is  thin  aoove,  and  con- 
nected to  the  hyoid  bone;  but  it  becomes  thicker  below,  and  divides,  just  below 
the  thyroid  gland,  into  two  layers,  the  more  superficial  of  which  is  attached  to 
the  upper  border  of  the  sternum  and  interclavicular  ligament ;  the  deeper  and 
stronger  layer  is  connected  to  the  posterior  border  of  that  bone,  covering  in  the 
Sterno-hyoid  and  Sterno-thyroid  muscles.  Between  these  two  layers  is  a  little 
areolar  tissue  and  fat,  and  occasionally  a  small  lymphatic  gland.  The  deep  layer 
of  the  cervical  fascia  (that  which  lies  behind  the  posterior  surface  of  the  oterno- 
mastoid)  sends  numerous  prolongations,  which  invest  the  muscles  and  vessels  of 
the  neck ;  if  traced  upwards,  a  process  of  the  fascia,  of  extreme  density,  is  found 

Cing  behind  and  to  the  inner  side  of  the  parotid  gland,  to  be  attached  to  the 
:  of  the  styloid  process  and  angle  of  the  lower  jaw,  termed  the  stylo-maxillary 
ligament;  if  traced  downwards  and  outwards,  the  fascia  will  be  found  to  inclose 
the  posterior  belly  of  the  Omo-hyoid  muscle,  binding  it  down  by  a  distinct  pro- 
cess, which  descends  to  be  inserted  into  the  clavicle  and  cartilage  of  the  first  rib. 
The  deep  layer  of  the  cervical  fascia  also  assists  in  forming  the  sheath  which 
incloses  the  common  carotid  artery,  internal  jugular  vein,  and  pneumogastric 
nerve.  There  are  fibrous  septa  intervening  between  each  of  these  parts,  which, 
however,  are  included  together  in  one  common  investment.  More  internally,  a 
thin  layer  is  continued  across  the  trachea  and  thyroid  gland,  beneath  the  Sterno- 
thyroid muscles ;  and  at  the  root  of  the  neck  this  may  be  traced,  over  the  large 
vessels,  to  be  continuous  with  the  fibrous  layer  of  the  pericardium. 

The  Sterno-mastoid  or  Sterno-cleido-mastoid  (Fig.  248)  is  a  large  thick  muscle, 
which  passes  obliquely  across  the  side  of  the  neck,  being  inclosed  between  the 
two  layers  of  the  deep  cervical  fascia.  It  is  thick  and  narrow  at  its  central  part, 
but  is  broader  and  thinner  at  each  extremity.  It  arises,  by  two  heads,  from  the 
sternum  and  clavicle.  The  sternal  portion  is  a  rounded  fasciculus,  tendinous  in 
front,  fleshy  behind,  which  arises  from  the  upper  and  anterior  part  of  the  first 
piece  of  the  sternum,  and  is  directed  upwards,  outwards,  and  backwards.  The 
clavicular  portion  arises  from  the  inner  third  of  the  superior  border  of  the  clavicle, 
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being  composed  of  fleshy  and  aponeurotic  fibres;  it  is  directed  almost  vertically 
upwards.  These  two  portions  are  separated  from  one  another,  at  their  origin, 
by  a  triangular  cellular  interval;  but  become  gradually  blended,  below  the 
middle  of  the  neck,  into  a  thick  rounded  muscle,  which  is  inserted,  by  a  strong 

Fig.  24M.— Muaclcs  of  the  Neck,  aud  Boundaries  of  the  Triangles. 


tendon,  into  the  outer  surface  of  the  mastoid  process,  from  its  apex  to  its  supe- 
rior border,  and  by  a  thin  aponeurosis  into  the  outer  two-thirds  of  the  superior 
curved  line  of  the  occipital  bone.  The  Sterno-mastoid  varies  much  in  its  extent 
of  attachment  to  the  clavicle :  in  one  case  the  clavicular  may  be  as  narrow  as 
the  eternal  portion;  in  another,  as  much  as  three  inches  in  breadth.  When  the 
clavicular  origin  is  broad,  it  is  occasionally  subdivided  into  numerous  slips, 
separated  by  narrow  intervals.  More  rarely,  the  corresponding  margins  of  tne 
Sterno-mastoid  and  Trapezius  have  been  found  in  contact.  In  the  application 
of  a  ligature  to  the  third  part  of  the  subclavian  artery,  it  will  be  necessary,  where 
the  muscles  come  close  together,  to  divide  a  portion  of  one  or  of  both. 

This  muscle  divides  the  quadrilateral  epace  at  the  side  of  the  neck  into  two 
triangles,  an  anterior  and  a  posterior.  The  boundaries  of  the  anterior  triangle 
are  in  front,  the  median  line  of  the  neck ;  above,  the  lower  border  of  the  body 
of  the  jaw,  and  an  imaginary  line  drawn  from  the  angle  of  the  jaw  to  the  mas- 
toid process;  behind,  the  anterior  border  of  the  Sterno-mastoid  muscle.  The 
boundaries  of  the  posterior  triangle  are,  in  front,  the  posterior  border  of  the 
Sterno-mastoid ;  below,  the  upper  border  of  the  clavicle ;  behind,  the  anterior 
margin  of  the  Trapezius.1 

The  anterior  edge  of  the  muscle  forms  a  very  prominent  ridge  beneath  the 
skin  which  it  is  important  to  notice,  as  it  forms  a  guide  to  the  surgeon  in 

1  The  anatomy  of  these  triangles  will  be  more  exactly  described  with  that  of  the  vessels  of  the 
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making  the  necessary  incisions  for  ligature  of  the  common  carotid  artery,  and 
for  cesophagotomy. 

Relations.  By  its  superficial  surface,  with  the  integument  and  Platysma,  from 
which  it  is  separated  by  the  external  jugular  vein,  the  superficial  branches  of 
the  cervical  plexus,  and  the  anterior  layer  of  the  deep  cervical  fascia.  By  its 
deep  surface,  it  rests  on  the  sterno-clavicular  articulation,  the  deep  layer  of  the 
cervical  fascia,  the  Sterno-hyoid,  Sterno- thyroid,  Omo-hyoid,  the  posterior  belly 
of  the  Digastric,  Levator  anguli  scapulae,  the  Splenius  and  Scaleni  muscles. 
Below,  it  is  in  relation  with  the  lower  part  of  the  common  carotid  artery,  inter- 
nal jugular  vein,  pneumogastric,  descendens  noni  and  communicans  noni  nerves, 
and  with  the  deep  lymphatic  glands ;  with  the  spinal  accessory  nerve,  which 
pierces  its  upper  third,  tne  cervical  plexus,  the  occipital  artery,  and  a  part  of 
the  parotid  gland. 

Nerves.  The  PlaJ^sma  myoidfis  is  supplied  by  the  faoial-and  superficial 
brarwhes  of  the  cervical  plexus ;  the  Sterno-cleidfijnastoid  by  the  spinal  acces- 
sory  and  dgep  branches  of  the  cervical  plexus. 

Actions.  \Fhe  Platysma  myoides  produces  a  slight  wrinkling  of  the  surface  of 
the  skin  of  the  neck,  in  an  oblique  direction,  where  the  entire  muscle  is  brought 
into  action.  Its  anterior  portion,  the  thickest  part  of  the  muscle,  depresses  the 
lower  jaw;  it  also  serves  to  draw  down  the  lower  lip  and  angle  of  the  mouth  on 
each  side,  being  one  of  the  chief  agents  in  the  expression  of  melancholy.  The 
Sterno-mastoid  muscles,  when  both  are  brought  into  action,  serve  to  depress  the 
head  upon  the  neck,  and  the  neck  upon  the  chest.  Either  muscle,  acting  singly, 
flexes  the  head,  and  (combined  with  the  Splenius)  draws  it  towards  the  shoulder 
of  the  same  side,  and  rotates  it  so  as  to  carry  the  face  towards  the  opposite  side. 

Surgical  Anatomy.  The  relations  of  the  sternal  and  clavicular  parts  of  the  Sterno-mastoid 
should  be  carefully  examined,  as  the  surgeon  is  sometimes  required  to  divide  one  or  both  por- 
tions of  the  muscle  in  wry  neck.  One  variety  of  this  distortion  is  produced  by  spasmodic  con- 
traction or  rigidity  of  the  Sterno-mastoid  ;  the  head  being  carried  down  towards  the  shoulder  of 
the  same  side,  and  the  face  turned  to  the  opposite  side,  and  fixed  in  that  position.  When  all 
other  remedies  for  the  relief  of  this  disease  have  failed,  subcutaneous  division  of  the  muscle  is 
resorted  to.  This  is  performed  by  introducing  a  long  narrow  bistoury  beneath  it,  about  half  an 
inch  above  its  origin,  and  dividing  it  from  behind  forwards  whilst  the  muscle  is  put  well  upon  the 
stretch.  There  is  seldom  any  difficulty  in  dividing  the  sternal  portion.  In  dividing  the  clavicu- 
lar portion  care  must  be  taken  to  avoid  wounding  the  external  jugular  vein,  which  runs  parallel 
with  the  posterior  border  of  the  muscle  in  this  situation. 

2.  Infra-hyoid  Region.    (Figs.  248,  249.) 

Depressors  of  the  Os  Hyoides  and  Larynx. 

Sterno-hyoid.  Thyro-hyoid. 

Sterno-thyroid.  Omo-hyoid. 

Dissection.  The  mnscles  in  this  region  may  be  exposed  by  removing  the  deep  fascia  from  the 
front  of  the  neck.  In  order  to  see  the  entire  extent  of  the  Omo-hyoid,  it  is  necessary  to  divide 
the  Sterno-mastoid  at  its  centre,  and  turn  its  ends  aside,  and  to  detach  the  Trapezius  from  the 
clavicle  and  scapula.  This,  however,  should  not  be  done  unless  the  Trapezius  has  been  dis- 
sected. 

The  Sterno-hyoid  is  a  thin,  narrow,  riband-like  muscle,  which  arises  from  the 
inner  extremity  of  the  clavicle,  and  the  upper  and  posterior  part  of  the  first 
piece  of  the  sternum;  and,  passing  upwards  and  inwards,  is  inserted,  by  short 
tendinous  fibres,  into  the  lower  border  of  the  body  of  the  os  hyoides.  This 
muscle  is  separated,  below,  from  its  fellow  by  a  considerable  interval ;  but  they 
approach  one  another  in  the  middle  of  their  course,  and  again  diverge  as  they 
ascend.  It  *often  presents,  immediately  above  its  origin,  a  transverse  tendinous 
intersection,  like  those  in  the  Rectus  abdominis. 

Variation*.  This  muscle  sometimes  arises  from  the  inner  extremity  of  the  clavicle,  and  the 
posterior  sterno-clavicular  ligament ;  or  from  the  sternum  and  this  ligamont;  from  either  bone 
alone,  or  from  all  these  parts;  and  occasionally  has  a  fasciculus  connected  with  the  cartilage  of 
the  first  rib. 
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Relations.  By  its  superficial  surface,  below,  with  the  sternum,  the  sternal  end 
of  the  clavicle,  and  the  Sterno-mastoid  ;  and  above,  with  the  Platysma  and  deep 
cervical  fascia.  By  its  deep  surface,  with  the  Sterno- thyroid,  Crico-thyroid,  ana 
Thyro-hyoid  muscles,  the  thyroid  gland,  the  superior  thyroid  vessels,  the  crico- 
thyroid and  thyro-hyoid  membranes. 

The  Sterno-thyroid  is  situated  beneath  the  preceding  muscle,  but  is  shorter 
and  wider  than  it.  It  arises  from  the  posterior  surface  of  the  first  bone  of  the 
sternum,  below,  the  origin^of  the  sterno-hyoid,  anil  oeeasionaTlyTrom'the  edge 
of  the  cartilage  of  the  first  rib;  and  is  inserted  into  the  oblique  Imffuu  Imraiue 
of  the  ala  of  the  thyroid  cartilage.  This  muscle  is  in  -close  Contact  with  its 
fellow  at  the  lower  part  of  the  neck ;  and  is  frequently  traversed  by  a  trans- 
verse or  oblique  tendinous  intersection,  like  those  in  the  Bectus  abdominis. 

Variations.  This  moscle  is  gometimeH  continuous  with  the  Thyro-hyoid  and  Inferior  constrictor 
of  the  phnryin  ;  and  a  lateral  prolongation  from  it  sometimes  pusses  as  far  as  the  os  byoides. 

Relations.  By  its  anterior  surface,  with  the  Sterno-hyoid,  Omo-hyoid,  aiid 
Sterno- mastoid.  By  its  posterior  surface,  from  below  upwards,  with  the  trachea, 
vena  innominata,  common  carotid  (and  on  the  right  side  the  arteria  innominata), 
the  thyroid  gland  and  its  vessels,  and  the  lower  part  of  the  larynx.  The  middle 
thvroid  vein  lies  along  its  inner  border,  a  relation  which  it  is  important  to 
remember  in  the  operation  of  tracheotomy. 

Fig.  249.— Muscles  of  the  Neck.    Anterior  View. 


The  Tfa/ro-hyoid  is  ft  small  quadrilateral  muscle  appearing  like  a  continuation 
of  the  Sterno-thyroid.  It  arises  from  the  oblique  line  on  the  side  of  the  thyroid 
cartilage,  and  passes  vertically  upwards  to  be  inserted  into  the  lower  border  of 
the  body  and  greater  cornu  of  the  hyoid  bone. 

Relations.  By  its  external  surface,  with  the  Sterno-hyoid  and  Omo-hyoid 
muscles.  Bv  its  internal  surface,  with  the  thyroid  cartilage,  the  thyro-hyoid 
membrane,  and  the  superior  laryngeal  vessels  and  nerve. 
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The  Omo-hyoid  passes  across  the  side  of  the  neck,  from  the  scapula  to  the 
hyoid  bone.  It  consists  of  two  fleshy  bellies,  united  by  a  central  tendon.  It 
arises  from  the  upper  border  of  the  scapula,  and  occasionally  from  the  transverse 
ligament  which  crosses  the  suprascapular  notch;  its  extent  of  attachment  to  the 
scapula  varying  from  a  few  lines  to  an  inch.  From  this  origin,  the  posterior 
belly  forms  a  flat,  narrow  fasciculus,  which  inclines  forwards  across  the  lower 
part  of  the  neck,  behind  the  Sterno-mastoid  muscle,  where  it  becomes  tendinous ; 
it  then  changes  its  direction,  forming  an  obtuse  angle,  and  the  anterior  bellv 
ascends  almost  vertically  upwards,  close  to  the  outer  border  of  the  Stemo-hyoid, 
to  be  inserted  into  the  lower  border  of  the  body  of  the  os  hyoides,  just  external 
to  the  insertion  of  the  Sterno-hyoid.  The  tendon  of  this  muscle,  which  varies 
much  in  its  length  and  form  in  different  subjects,  is  held  in  its  position  by  a 

Srocess  of  the  deep  cervical  fascia,  which  includes  it  in  a  sheath,  and  is  prolonged 
own  to  be  attached  to  the  cartilage  of  the  first  rib.  It  is  by  this  means  that 
the  angular  form  of  the  muscle  is  maintained. 

This  muscle  subdivides  each  of  the  two  large  triangles  at  the  side  of  the  neck 
into  two  smaller  triangles :  the  two  posterior  ones  being  the  posterior  superior  or 
occipital,  and  the  posterior  inferior  or  subclavian;  the  two  anterior,  the  anterior 
superior  or  superior  carotid,  and  the  anterior  inferior  or  inferior  carotid  triangle. 

Relations.  By  its  superficial  surface,  with  the  Trapezius,  Subclavius,  the 
clavicle,  the  Sterno-mastoid,  deep  cervical  fascia,  Platysma,  and  integument. 
By  its  deep  surface,  with  the  Scaleni,  brachial  plexus,  sheath  of  the  common 
carotid  artery,  and  internal  jugular  vein,  the  aescendens  noni  nerve,  Sterno- 
thyroid and  Thyro-hyoid  muscles. 

Nerves.  The  Thyro-hyoid  is  supplied  by  the  hypoglossal ;  the  other  muscles 
of  this  croup  by  branches  from  the  loop  of  communication  between  the  descen- 
dens  ana  communicans  noni. 

Actions.  These  muscles  depress  the  larynx  and  hyoid  bone,  after  they  have 
been  drawn  up  with  the  pharynx  in  the  act  of  deglutition.  The  Omo-hyoid 
muscles  not  only  depress  the  hyoid  bone,  but  carry  it  backwards,  and  to  one  or 
the  other  side.  They  are  also  tensors  of  the  cervical  fascia.  The  Thyro-hyoid 
may  act  as  an  elevator  of  the  thyroid  cartilage,  when  the  hyoid  bone  ascends, 
drawing  upwards  the  thyroid  cartilage  behind  the  os  hyoides.1 

S.  Supp.a-hyoid  Region.    (Figs.  248,  249.) 

Elevators  of  the  Os  Hyoides — Depressors  op  the  Lower  Jaw. 

Digastric.  Mylo-hyoid. 

Stylo-hyoid.  Genio-hyoid. 

Dissection.  To  dissect  these  mnscles,  a  block  should  be  placed  beneath  the  back  of  the  neck, 
and  the  head  drawn  backwards,  and  retained  in  that  position.  Ou  the  removal  of  the  deep  fascia, 
tae  muscles  are  at  once  exposed. 

The  Digastric  consists  of  two  fleshy  bellies  united  by  an  intermediate  rounded 
tendon.  It  is  a  small  muscle,  situated  below  the  side  of  the  body  of  the  lower 
jaw,  and  extending,  in  a  curved  form,  from  the  side  of  the  head  to  the  symphysis 
of  the  jaw.  The  posterior  belly,  longer  than  the  anterior,  arisesfrom  the  digastric 
groove  onthejnnersid^  of  the  mastoid  process  of  the  temporal  bone,  and  passes 
downwai^7^5rwanIs7and  inwards.  The  anterior  belly,  being  reflected  upwards 
and  forwa?8sp«rinserted"into  &  depression  on  the  inner  side  of  the  lower  border 
of  the  jaw,  close  to  the  symphysis.  The  tendon  of  the  muscle  perforates  the 
Stylo-hyoid,  and  is  held  in  connection  with  the  side  of  the  body  of  the  hyoid 
bone  by  an  aponeurotic  loop,  lined  by  a  synovial  membrane.  A  broad  aponeu- 
rotic layer  is  given  off  from  the  tendon  of  the  Digastric  on  each  side,  which  is 

1  It  is  this  action  of  the  Thyro-hyoid  muscle  which,  as  Dr.  Buchanan  has  pointed  out,  "  causes 
or  permits  the  folding  back  of  the  epiglottis  over  the  upper  orifice  of  the  larynx."—- Journ.  of 
Anal,  and  Phys.,  2d  series,  No.  III.  p.  255. 
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attached  to  the  body  and  great  cornu  of  the  hyoid  bone:  this  is  termed  the 
supra-hyoid  aponeurosis.  It  forms  a  strong  layer  of  fascia  between  the  anterior 
portion  of  the  two  muscles,  and  a  firm  investment  for  the  other  muscles  of  the 
supra-hyoid  region  which  lie  deeper. 

The  Digastric  muscle  divides  the  anterior  superior  triangle  of  the  neck  into 
two  smaller  triangles;  the  upper,  or  submaxillary,  being  bounded,  above,  by  the 
lower  jaw  and  mastoid  process;  below,  by  the  two  bellies  of  the  Digastric  muscle: 
the  lower,  or  superior  carotid  triangle,  being  bounded,  above,  by  the  posterior 
belly  of  the  Digastric ;  behind,  by  the  Sterno-mastoid ;  below,  by  the  Omo-hvoid. 

Relations.  By  its  superficial  surface,  with  the  Platysma,  Sterno-mastoia  and 
Trachelo-mastoid,  part  of  the  Stylo-hyoid  muscle,  and  the  parotid  and  submaxil- 
lary glands.  By  its  deep  surface,  the  anterior  belly  lies  on  the  Mylo-hyoid ;  the 
posterior  belly  on  the  Stylo-glossus,  Stylo-pharyngeus,  and  Hyo-glossus  muscles, 
the  external  carotid  artery,  and  its  lingual  and  facial  branches,  the  internal 
carotid  artery,  internal  jugular  vein,  and  hypoglossal  nerve. 

The  Stylo-hyoid  is  a  small,  slender  muscle,  lying  in  front  of,  and  above,  the 
posterior  belly  of  the  Digastric.  It  arises  from  the  middle  of  the  outer  surface 
of  the  styloid  process;  and,  passing  downwards  and  forwards,  is  inserted  into 
the  body  of  the  hyoid  bone,  just  at  its  junction  with  the  greater  cornu,  and 
immediately  above  the  Omo-hyoid.  This  muscle  is  perforated,  near  its  insertion, 
by  the  tendon  of  the  Digastric. 

Relations.    The  same  as  the  posterior  belly  of  the  Digastric. 

The  Digastric  and  Stylo-hyoid  should  be  removed,  in  order  to  expose  the  next 
muscle. 

The  Mylo-hyoid  is  a  flat  triangular  muscle,  situated  immediately  beneath  the 
anterior  belly  of  the  Digastric,  and  forming,  with  its  fellow  of  the  opposite  side, 
a  muscular  floor  for  the  cavity  of  the  mouth.  It  arises  from  the  whole  length 
of  the  mylo-hyoid  ridge,  from  the  symphysis  in  front  to  the  last  molar  tooth 
behind.  The  posterior  fibres  pass  obliquely  forwards,  to  be  inserted  into  the 
body  of  the  os  hyoides.  The  middle  and  anterior  fibres  are  inserted  into  a 
median  fibrous  raph6,  where  they  join  at  an  angle  with  the  fibres  of  the  opposite 
muscle.  This  median  raphl  is  sometimes  wanting;  the  muscular  fibres  of  the 
two  sides  are  then  directly  continuous  with  one  another. 

Relations.  By  its  cutaneous  surface,  with  the  Platysma,  the  anterior  belly  of 
the  Digastric,  the  supra-hyoid  fascia,  the  submaxillary  gland,  and  submental 
vessels.  By  its  deep  or  superior  surface,  with  the  Genio-  hyoid,  part  of  the  Hyo- 
glossus,  and  Stylo-glossus  muscles,  the  lingual  and  gustatory  nerves,  the  sub- 
lingual gland,  and  the  buccal  mucous  membrane.  Wharton's  duct  curves 
round  its  posterior  border  in  its  passage  to  the  mouth. 

Dissection.  The  Mylo-hyoid  should  now  be  removed,  in  order  to  expose  the  muscles  which 
lie  beneath;  this  is  effected  by  detaching  it  from  its  attachments  to  the  hyoid  bone  and  jaw,  and 
separating  it  by  a  vertical  incision  from  its  fellow  of  the  opposite  Bide. 

The  Oenio-hyoid  is  a  narrow,  slender  muscle,  situated  immediately  beneath1 
the  inner  border  of  the  preceding.  It  arises  from  the  inferior  genial  tubercle  on 
the  posterior  surface  of  the  symphysis  of  the  jaw,  and  passes  downwards  and 
backwards,  to  be  inserted  into  the  anterior  surface  of  the  body  of  the  os  hyoides. 
This  muscle  lies  in  close  contact  with  its  fellow  of  the  opposite  side,  and  increases 
slightly  in  breadth  as  it  descends. 

Relations.    It  is  covered  by  the  mylo-hyoid,  and  lies  on  the  Genio-hyo-glossus. 

Nerves.  The  Digastric  is  supplied,  its  anterior  belly,  by  the  mylo-hyoid  branch 
of  the  inferior  dental;  its  posterior  belly,  by  the  facial;  the  Stylo-hyoid,  by  the 
facial ;  the  Mylo-hyoid,  by  the  mylo-hyoid  branch  of  the  inferior  dental ;  the 
Genio-hyoid,  by  the  hypoglossal. 

Actions.    This  group  of  muscles  performs  two  very  important  actions.     They 

1  This  refers  to  the  depth  of  the  muscles  from  the  skin  in  dissecting.  In  the  erect  position  of 
the  body  each  of  these  muscles  lies  above  the  preceding. 
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raise  the  hyoid  bone,  and  with  it  the  base  of  the  tongue,  during  the  act  of 
deglutition;  or,  when  the  hyoid  bone  is  fixed  by  its  depressors  and  those  of 
the  larynx,  they  depress  the  lower  jaw.  During  the  first  act  of  deglutition, 
when  tne  mass  is  being  driven  from  the  mouth  into  the  pharynx,  the  hyoid 
bone,  and  with  it  the  tongue,  is  carried  upwards  and  forwards  by  the  anterior 
belly  of  the  Digastric,  the  Mylo-hyoid,  and  Genio-hyoid  muscles.  In  the  second 
act,  when  the  mass  is  passing  through  the  pharynx,  the  direct  elevation  of  the 
hyoid  bone  takes  place  by  the  combined  action  of  all  the  muscles;  and  after 
the  food  has  passed,  the  hyoid  bone  is  carried  upwards  and  backwards  by  the 
posterior  belly  of  the  Digastric  and  Stylo-hyoid  muscles,  which  assist  in  pre- 
venting the  return,  of  the  morsel  into  the  mouth. 

4.  Lingual  Region. 

Muscles  of  the  Tongue. 

Gcniohyo-glossua.  Lingualis. 

Hyo-glossus.  Stylo-gloesus. 

Palato-glossus. 

Direction.     After  completing  the  dissection  of  the  preceding  mnscles.  saw  through  the  lover 
jaw  just  external  to  the  symphysis.    Then  draw  the  tongne  forwards,  and  attach  it,  by  a  stitch, 

to  the  nose  ;  and  its  muscles,  which  are  thus  pat  on  the  stretch,  may  be  examined. 

The  Genio-hyo-ffhssvs  has  received  its  name  from  its  triple  attachment  to 
the  jaw,  hyoid  bone,  and  tongue ;   it  is  a  thin,  fiat,  triangular  muscle,  placed 

Fig.  250.- Muscles  of  the  Tongue.    Lea  Side. 


vertically  on  either  side  of  the  middle  line,  its  apex  corresponding  with  its 
point  of  attachment  to  the  lower  jaw,  its  base  with  its  insertion  into  the  tongue 
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and  hyoid  bone.  It  arises  by  a  short  tendon  from  the  superior  genial  tubercle 
on  the  inner  side  of  the  symphysis  of  the  jaw,  immediately  above  the  Genio- 
hyoid; from  this  point,  the  muscle  spreads  out  in  a  fan-like  form,  the  inferior 
fibres  passing  downwards,  to  be  inserted  into  the  upper  part  of  the  body  of  the 
hyoid  bone,  a  few  being  continued  into  the  side  of  the  pharynx;  the  middle 
fibres  passing  backwards,  and  the  superior  ones  upwards  and  forwards,  to  be 
attached  to  the  whole  length  of  the  under  surface  of  the  tongue,  from  the  base 
to  the  apex. 

Relations.  By  its  internal  surface,  it  is  in  contact  with  its  fellow  of  the  opposite 
side,  from  which  it  is  separated,  at  the  back  part  of  the  tongue,  by  the  fibrous 
septum,  which  extends  through  the  middle  of  the  organ.  By  its  external  surface, 
with  the  Lingualis,  Hyo-glossus,  and  Stylo-glossus,  the  lingual  artery  and  hypo- 
glossal nerve,  the  gustatory  nerve,  and  sublingual  gland.  By  its  upper  border, 
with  the  mucous  membrane  of  the  floor  of  the  mouth  (frtenum  linguae).  By  its 
lower  border,  with  the  Genio-hyoid. 

The  Hyo-glossus  is  a  thin,  flat,  quadrilateral  muscle,  which  arises  from  the  side 
of  the  body,  the  lesser  cornu,  and  whole  length  of  the  greater  cornu  of  the  hyoid 
bone,  and  passing  almost  vertically  upwards,  is  inserted  into  the  side  of  the 
tongue,  between  the  Stylo-glossus  and  Lingualis.  Those  fibres  of  this  muscle 
which  arise  from  the  body,  are  directed  upwards  and  backwards,  overlapping 
those  from  the  greater  cornu,  which  are  directed  obliquely  forwards.  Those  from 
the  lesser  cornu  exteud  forwards  and  outwards  along  the  side  of  the  tongue, 
under  cover  of  the  portion  arising  from  the  body. 

The  difference  in  the  direction  of  the  fibres  of  this  muscle,  and  their  separate 
origin  from  different  parts  of  the  hyoid  bone,  led  Albinus  and  other  anatomists 
to  describe  it  as  three  muscles,  under  the  names  of  the  Basio-glossus,  the  Kerato- 
gloasus,  and  the  Chondro-glossus. 

Relations.  By  its  external  surface,  with  the  Digastric,  the  Stylo-hyoid,  Stylo- 
glossus, and  Mylo-hyoid  muscles,  the  gustatory  and  hypoglossal  nerves,  Wharton's 
duct,  and  the  sublingual  gland.  By  its  deep  surface,  with  the  Genio-byo-glossuB, 
Lingualis,  and  Middle  coustrictor,  the  lingual  vessels,  and  the  glosso-pharyngeal 
nerve. 

The  greater  part  of  the  muscular  substance  of  the  tongue  is  formed  by  its  in- 
trinsic muscle,  the  Lingualis,  inferior,  superficial,  transverse  and  vertical.     The 

Fig.  251.— A  Longitudinal  Section  of  the  Tongue  near  the  middle  line,  to  show  the  Snjierficial 
Lingualis  and  the  Intrinsic  Vertical  Fibres. 


inferior  lingualis  (tigs.  250,  251)  is  a  longitudinal  band  of  muscular  fibres  situ- 
abed  on  the  under  surface  of  the  tongue,  lying  in  the  interval  between  the  Hyo- 
glossus  and  Genio-hyo-glossus,  and  extending  from  the  base  to  the  apex  of  the 
organ.  Posteriorly,  some  of  its  fibres  are  lost  in  the  base  of  the  tongue,  and 
others  are  occasionally  attached  to  the  hyoid  bone.    It  blends  with  the  fibres  of  the 
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Stylo-glossus,  in  front  of  the  Hyo-glossus,  and  is  continued  forwards  as  far  as  the 
apex  of  the  tongue.  It  is  in  relation,  by  its  under  surface,  with  the  ranine  artery. 
The  superficial  lingualis  (Fig.  251)  consists  of  fibres  running  more  or  less  longi- 
tudinally  along  the  back  of  the  tongue  beneath  the  mucous  membrane,  and 

Fig.  252. — A  Transverse  Section  of  the  Tonjrno,  showing  the  various  Intrinsic  and  Extrinsic 
Muscles  in  their  relative  positions.  The  Intrinsic  Vertical  Fibres  and  the  Raniue  Artery  are 
removed  on  one  side,  and  shown  on  the  other. 


blending  with  the  deeper  fibres.  At  the  sides  of  the  tongue  these  fibres  are 
crossed  hy  those  of  the  palato-  and  hyo-glossus.  Between  these  two  are  found 
transverse  fibres  (Fig.  252)  which  arise  from  the  median  septum,  and  blend  with 
the  fibres  of  the  palatoglossus  and  other  muscles,  as  well  as  a  large  number  of 
vertical  fibres.  The  vertical  fibres  are  arranged  somewhat  parallel  with  those 
of  the  genio-hyo-glossus,  with  which  many  of  those  near  the  middle  line  are 
continuous;  they  extend  from  the  upper  to  the  lower  surface  of  the  tongue,  decus- 
sating with  the  fibres  of  the  other  muscles,  and  especially  with  the  transverse. 
The  interstices  of  the  muscular  fibres  are  rilled  with  a  large  quantity  of  fat  and 
glandular  tissue. 

A  very  distinct  fibrous  septum  exists  between  the  two  halves  of  the  tongue,  so 
that  the  anastomoses  between  the  two  lingual  arteries  are  not  very  free,  a  fact 
often  illustrated  by  injecting  one  half  of  the  tongue  with  colored  size,  while  the 
other  is  left;  uninjectea,  or  is  injected  of  a  different  color. 

The  Styh-ghssits,  the  shortest  and  smallest  of  the  three  styloid  muscles,  arises 
from  the  anterior  and  outer  aide  of  the  styloid  process,  near  its  centre,  and  from 
the  stylo- maxillary  ligament,  to  which  its  fibres,  in  most  cases,  are  attached  by 
a  thin  aponeurosis.  Passing  downwards  and  forwards,  so  as  to  become  nearly 
horizontal  in  its  direction,  it  divides  upon  the  side  of  the  tongue  into  two  por- 
tions: one  longitudinal,  which  is  inserted  along  the  side  of  the  tongue,  blending 
with  the  fibres  of  the  Lingualis  in  front  of  the  Hyo-glossus;  the  other  oblique, 
which  overlaps  the  Hyo-glossus  muscle,  and  decussates  with  its  fibres. 

Relations.  By  its  external  surface,  from  above  downwards,  with  the  parotid 
gland,  the  Internal  pterygoid  muscle,  the  sublingual  gland,  the  gustatory  nerve, 
and  the  mucous  membrane  of  the  mouth.  By  its  internal  surface,  with  the 
tonsil,  the  Superior  constrictor,  and  the  Hyo-glossus  muscle. 

The  Palatoglossus,  or  Constrictor  Tsthmi  Faucium,  although  it  is  one  of  the 
muscles  of  the  tongue,  serving  to  draw  its  base  upwards  during  the  act  of  deglu- 
tition, is  more  nearly  associated  with  the  soft  palate,  both  in  its  situation  and 
function;  it  will,  consequently,  be  described  with  that  group  of  muscles. 

Nerves.  The  Palato-glossus  is  supplied  by  the  palatine  branches  of  Meckel's 
ganglion;  the  Lingualis,  according  to  some  authors,  by  the  chorda  tympani ;  the 
remaining  muscles  of  this  group,  by  the  hypoglossal. 

Actions.  The  movements  of  the  tongue,  although  numerous  and  complicated, 
may  be  understood  by  carefully  considering  the  direction  of  the  fibres  of  its 
muscles.  The  Qenio-hyo-ylossi,  by  means  of  their  posterior  and  inferior  fibres, 
draw  upwards  the  hyoid  bone,  bringing  it  and  the  base  of  the  tongue  forwards, 


866  MUSCLES  AND  FASCIA. 

so  as  to  protrude  the  apex  from  the  mouth.     The  anterior  fibres  will  draw  the 

tongue  back  into  the  mouth.  The  whole  length  of  these  two  muscles  acting  along 
the  middle  line  of  the  tongue  will  draw  it  downwards,  bo  as  to  make  it  concave 
from  side  to  Bide,  forming  a  channel  along  which  fluids  may  pasa  towards  the 
pharynx,  as  in  sucking.  The  Hyo-yhssi  muscles  draw  down  the  sides  of  the 
tongue,  so  as  to  render  it  convex  from  side  to  side.  The  Zinguales,  superficial 
and  inferior,  by  drawing  downwards  the  centre  and  apex  of- the  tongue,  render 
it  convex  from  before  backwards.  The  Palato-ylossi  draw  the  base  of  the  tongue 
upwards,  and  the  Stylo-glossi  upwards  and  backwards. 

5.  Pharyngeal  Region. 

moscles  of  the  pharynx. 

Constrictor  Inferior.  Constrictor  Superior. 

Constrictor  Medius.  Stylo-pharyngeus. 

Palato-pharyngeus. 

Diateetion  (Fig1.  253).  In  order  to  examine  the  muscles  of  the  pharynx,  cut  through  the  trachea 
uud  (esophagus  just  above  the  sternum,  and  draw  them  upwards  by  dividing-  the  loose  areolar 
tissue  connecting  the  pharynx  with  the  front  of  the  vertebral  column.  The  parts  being  drawn  well 
forwards,  apply  the  edge  of  the  saw  immediately  behind  the  styloid  processes,  and  saw  the  base 
of  the  skull  through  from  below  upwards.  The  pharynx  and  mouth  should  then  be  staffed  with 
tow,  in  order  to  distend  its  cavity  and  render  the  muscles  tease  and  easier  of  dissection. 

The  Inferior  Constrictor,  the  most  superficial  and  the  thickest  of  the  three 
constrictors,  arises  from  the  side  of  the  cricoid  and  thyroid  cartilages.     To  the 

cricoid  cartilage  it  is  attached  in  the 

Fig.  253.— Muscles  of  the  Pharynx.    External     interval  between  the  crico-thyroid  mus- 
View.  cle,  in  front,  and  the  articular  facet  for 

the  thyroid  cartilage  behind.  To  the 
thyroid  cartilage  it  is  attached  to  the 
oblique  line  on  the  side  of  the  great  ala, 
the  cartilaginous  surface  behind  it, 
nearly  as  far  as  its  posterior  border, 
and  to  the  inferior  cornu.  From  these 
attachments,  the  fibres  spread  back- 
wards and  inwards,  to  be  inserted  into 
the  fibrous  raphe"  in  the  posterior  me- 
dian line  of  the  pharynx.  The  inferior 
fibres  are  horizontal,  and  continuous 
with  the  fibres  of  the  oesophagus ;  the 
rest  ascend,  increasing  in  obliquity,  and 
overlap  the  Middle  constrictor.  The 
superior  laryngeal  nerve  passes  near 
the  upper  border,  and  the  inferior,  or 
recurrent  laryngeal,  beneath  the  lower 
border  of  this  muscle,  previous  to  their 
entering  the  larynx. 

Relations.  It  is  covered  by  a  dense 
cellular  membrane  which  surrounds 
the  entire  pharynx.  Behind,  it  ia  in 
relation  with  the  vertebral  column  and 
the  Longus  colli  muscle ;  laterally,  with 
the  thyroid  gland,  the  common  carotid 
artery,  and  the  Stcrno-thyroid  muscle; 
by  its  internal  surface,  with  the  Middle 
constrictor,  the  Stylo-pharyngeus,  Pa- 
lato-pharyngeus, the  pharyngeal  aponeurosis,  and  the  mucous  membrane  of  the 
pharynx. 
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The  Middle  Constrictor  is  a  flattened,  fan-shaped  muscle,  smaller  than  the  pre- 
ceding, and  situated  on  a  plane  anterior  to  it.  It  arises  from  the  whole  length 
of  the  greater  cornu  of  the  hyoid  bone,  from  the  lesser  cornu,  and  from  the 
stylo-hyoid  ligament.  The  fibres  diverge  from  their  origin :  the  lower  ones 
descending  beneath  the  Inferior  constrictor,  the  middle  fibres  passing  trans- 
versely, and  the  upper  fibres  ascending  and  overlapping  the  Superior  constrictor. 
The  muscle  is  inserted  into  the  posterior  median  fibrous  raphri,  blending  in  the 
middle  line  with  that  of  the  opposite  side. 

Relations.  This  muscle  is  separated  from  the  Superior  constrictor  by  the 
glosso-pharyngeal  nerve  and  the  Stylo-pharyngeus  muscle ;  and  from  the  Infe- 
rior constrictor,  by  the  superior  laryngeal  nerve.  Behind,  it  lies  on  the  vertebral 
column,  the  Longus  colli,  and  the  Rectus  anticus  major.  On  each  side  it  is  in 
relation  with  the  carotid  vessels,  the  pharyngeal-plexus,  and  some  lymphatic 
glands.  Near  its  origin,  it  is  covered  by  the  Hyo-glossus,  from  which  it  is 
separated  by  the  lingual  vessels.  It  lies  upon  the  Superior  constrictor,  the 
Stylo-pharyngeus,  the  Palato-pharyngeus,  the  pharyngeal  aponeurosis,  and  the 
mucous  membrane. 

The  Superior  Constrictor  is  a  quadrilateral  muscle,  thinner  and  paler  than  the 
other  constrictors,  and  situated  at  the  upper  part  of  the  pharynx.  It  arises  from 
the  lower  third  of_th§_ margin  of  the  internal  pterygoid  plate  and  its  hamular 
process^Trom  the  contiguous  portion  of  the  palate  boue  and  the  reflected  tendQn 
of  the  Tensor^jjaTati  muscle,  from  the  pterygo-maxillary  ligament,  from  the 
alvc6Iar~process  above  the  posterior  extremity  of  the  mylo-hyoid  ridge,  and  by 
a  few  fibres  from  the  side  of  the  tongue  in  connection  with  the  Genio-hyo-glos- 
sus.  From  these  points,  the  fibres  curve  backwards,  to  be  inserted  into  the 
median  raphd,  being  also  prolonged  by  means  of  a  fibrous  aponeurosis  to  the 
pharyngeal  s^ineon  the  basilar  ^process  of  the  occipital  bone.  The  superior 
fibres  arch  beneath  the  Levator  palati  and  the  Eustachian  tube,  the  interval 
between  the  upper  border  of  the  muscle  and  the  basilar  process  being  deficient 
in  muscular  fibres,  and  closed  by  fibrous  membrane. 

Relations.  By  its  outer  surface,  with  the  vertebral  column,  the  carotid  vessels, 
the  internal  jugular  vein,  the  three  divisions  of  the  eighth  nerve  and  the  ninth 
nerve,  the  Middle  constrictor  which  overlaps  it,  and  the  Stylo-pharyngeus.  It 
covers  the  Palato-pharyngeus  and  the  tonsil,  and  is  lined  by  the  pharyngeal 
aponeurosis  and  by  mucous  membrane. 

The  Stylo  phsugmfteus  is  a  long,  slender  muscle,  round  above,  broad  and  thin 
below.  It  arises  from  the  inner  side  of  the  base  of  the  styloid  process,  passes 
downwards  along  the  side  of  the  pharynx Ti)ef  ween  the  Superior  aud  Middle  con- 
strictors, and  spreads  out  beneath  the  mucous  membrane,  where  some  of  its 
fibres  are  lost  in  the  Constrictor  muscles,  and  others,  joining  with  the  Palato- 
pharyngeus,  are  inserted  into  the  posterior  border  of  the  thyroid  cartilage.  The 
glosso-pferyngeal  nerve  runs  on  the  outer  side  of  this  muscle,  and  crosses  over 
it  in  DassingJkrward  to  the  tongue. 

Relations.  Externally] " with  the  Stylo-glossus  muscle,  the  external  carotid 
artery,  the  parotid  gland,  and  the  Middle  constrictor.  Internally,  with  the  inter- 
nal carotid,  the  internal  jugular  vein,  the  Superior  constrictor,  Palato-pharyn- 
geus and  mucous  membrane. 

Nerves.  The  muscles  of  this  group  are  supplied  by  branches  from  the  pharyn- 
geal plexus  and  glosso-pharyngeal  nerve,  and  the  inferior  constrictor,  by  an 
additional  branch  from  treexternal  laryngeal  nerve,  and  by  the  recurrent  laryn- 
geal.  .  "" 

Actions.  When  deglutition  is  about  to  be  performed,  the  pharynx  is  drawn 
upwards  and  dilated  in  different  directions,  to  receive  the  morsel  propelled  into 
it  from  the  mouth.  The  Stylo-pharyngei,  which  are  much  further  removed 
from  one  another  at  their  origin  than  at  their  insertion,  draw  the  sides  of  the 
pharynx  upwards  and  outwards,  its  breadth  in  the  antero-postcrior  direction 
being  increased  by  the  larynx  and  tongue  being  carried  forwards  in  their  ascent. 
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Ab  soon  as  the  morsel  is  received  in  the  pharynx,  the  Elevator  muscles  relax, 
the  bag  descends,  and  the  Constrictors  contract  upon  the  morsel,  and  convey  it 
gradually  downwards  into  the  oesophagus.  Besides  its  action  in  deglutition,  the 
pharynx  also  exerts  an  important  influence  in  the  modulation  of  the  voice,  es- 
pecially in  the  production  of  the  higher  tones. 

6.  Palatal  Region. 

Muscles  of  the  Soft  Palate. 

Levator  Palati.  Azygos  Uvulaa. 

Tensor  Palati.  Palato-glossus. 

Palato-Pharyngeus. 

Dissection  (Fig.  254).  Lay  open  the  pharynx  from  behind,  by  a  vortical  incision  extending1 
from  its  upper  to  its  lower  part,  and  partially  divide  the  occipital  attachment  by  a  transverse 
incision  on  each  side  of  the  vortical  one ;  the  posterior  surface  of  the  soft  palate  is  then  exposed. 
Having  fixed  the  uvula  bo  as  to  make  it  tense,  the  mucous  membrane  and  glands  should  be  care- 
fully removed  from  the  posterior  surface  of  the  soft  palate,  and  the  muscles  or  this  part  are  at 

Fig.  234.— Muscles  of  the  Soft  Palate.    The  Pharynx  being  laid  open  from  behind. 


The  Lev'itvr  Palati  is  a  long,  thick,  rounded  muscle,  placed  on  the  outer  Bide 
of  the  posterior  narcs.  It  arises  from  the  under  surface  of  the  apcx^of  the 
petrous  portion  of  the  temporal  bone,  and  from  the  adjoining  ciirfiloginous  por- 
tion of  the  Eustachian  tube:  after  passing  into  the  pharynx,  above  the  upper 
concave  margin  of  the  Superior  constrictor,  it   descends  obliquely  downwards 
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and  inwards,  its  fibres  spreading  out  in  the  posterior  surface  of  the  soft  palate 
us  far  as  the  middle  line,  where  they  blend  with  those  of  the  opposite  side. 

Relations,  Externally,  with  the  Tensor  palati  and  Superior  constrictor. 
Internally,  with  the  mucous  membrane  of  the  pharynx.  Posteriorly,  with  the 
mucous  lining  of  the  soft  palate.  This  muscle  must  be  removed  and  the  ptery- 
goid attachment  of  the  Superior  constrictor  dissected  aw^y,  in  order  to  expose 
the  next  muscle. 

The  Circumflexus  or  Tensor  Palati  is  a  broad,  thin,  riband-like  muscle,  placed 
on  the  outer  side  of  the  preceding,  and  consisting  of  a  vertical  and  a  horizontal 
portion.  The  vertical  portion  arises  by  a  broad,  thin,  and  flat  lamella  from  the 
scaphpid^fossa  at  the  base  of  the  internal  pterygoid  plate,  its  origin  extending 
21s  far  back  as  the  spine  of  the  sphenoid ;  it  also  arises  from  the  anterior  aspect, 
of  the  cartilaginous  portion  of  the  Eustachian  tube;  descending  vertically 
between  the  internal  pterygoid  plate  and  the  inner  surface  of  the  Internal  ptery- 
goid muscle,  it  terminates  in  a  tendon  which  winds  round  the  hamular  process, 
being  retained  in  this  situation  by  some  of  the  fibres  of  origin  of  the  Internal 
pterygoid  muscle,  and  lubricated  by  a  bursa.  The  tendon  or  horizontal  portion 
then  passes  horizontally  inwards,  and  expands  into  a  broad  aponeurosis  on  the 
anterior  surface  of  the  soft  palate,  which  unites  in  the  median  line  with  the 
aponeurosis  of  the  opposite  muscle,  the  fibres  being  attached  in  front  to  the 
transverse  ridge  on  the  horizontal  portion  of  the  palate  bone. 

Relations.  Externally,  with  the  Internal  pterygoid.  Internally,  with  the 
Levator  palati,  from  which  it  is  separated  by  the  Superior  constrictor,  and  the 
internal  pterygoid  plate.  In  the  Soft  palate,  its  aponeurotic  expansion  is  ante- 
rior to  that  of  the  Levator  palati,  being  covered  by  mucous  membrane. 

The  Azygos  Uvulae  is  not  a  single  muscle,  as  implied  by  its  name,  but  a  pair 
of  narrow  cylindrical  fleshy  fasciculi,  placed  side  by  side  in  the  median  line  of 
the  soft  palate.  Each  muscle  arises  from  the  posterior  nasal  spine  of  the  palate 
bone,  and  from  the  contiguous  tendinous  aponeurosis  of  the  soft  palate,  and 
descends  to  be  inserted  into  the  uvula. 

Relations.  Anteriorly,  with  the  tendinous  expansion  of  the  Levatorcs  palati ; 
behind,  with  the  mucous  membrane. 

The  two  next  muscles  are  exposed  by  removing  the  mucons  membranes  from  the  pillars  of  the 
soft  palate  throughout  nearly  their  whole  extent. 

The  Palato-f/lossus  (Constrictor  Isthmi  Fanciwtri)  is  a  small,  fleshy  fasciculus, 
narrower  in  the  midale  than  at  either  extremity,  forming,  with  the  mucous 
membrane  covering  its  surface,  the  anterior  pillar  of  the  soft  palate.  It  arises 
from  the  anterior  surface  of  the  soft  palate  on  each  side  of  the  uvula,  and 
passing  downwards,  forwards,  and  outwards  in  front  of  the  tonsil,  is  inserted 
into  the  side  and  dorsum  of  the  tongue,  where  it  blends  with  the  fibres  of  the 
Stvlo-glossus  muscle.  In  the  soft  palate,  the  fibres  of  this  muscle  are  continuous 
with  those  of  the  muscle  of  the  opposite  side. 

The  Palato-pharynyeus  is  a  long,  fleshy  fasciculus,  narrower  in  the  middle 
than  at  either  extremity,  forming,  with  the  mucous  membrane  covering  its  sur- 
face, the  posterior  pillar  of  the  soft  palate.  It  is  .separated  from  the  preceding 
by  an  angular  interval,  in  which  the  tonsil  is  lodged.  It  arises  from  the  soft 
pulate  by  an  expanded  fasciculus,  which  is  divided  into  two  parts  by  the  Leva- 
tor palati.  The  anterior  fasciculus,  the  thicker,  lies  in  the  soft  palate  between 
the  Levator  and  Tensor,  and  joins  in  the  middle  line  the  corresponding  part  of 
the  opposite  muscle ;  the  posterior  faciculus  lies  in  contact  with  the  mucous 
membrane,  and  also  joins  with  the  corresponding  muscle  in  the  middle  line. 
Passing  outwards  and  downwards  behind  the  tonsil,  the  Palato-pharyngeus  joins 
the  Stylo-pharyngeus,  and  is  inserted  with  that  muscle  into  the  posterior  border 
of  the  thyroid  cartilage,  some  of  its  fibres  being  lost  on  the  side  of  the  pharynx, 
and  others  passing  across  the  middle  line  posteriorly,  to  decussate  with  the 
muscle  of  the  opposite  side. 
24 


370  MUSCLES  AND  FASCIiE. 

Relations.  In  the  soft  palate,  its  anterior  and  posterior  surfaces  are  covered 
by  mucous  membrane,  from  which  it  is  separated  by  a  layer  of  palatine  glands. 
By  its  superior  border,  it  is  in  relation  with  the  Levator  palati.  Where  it  forms 
the  posterior  pillar  of  the  fauces,  it  is  covered  by  mucous  membrane,  excepting 
on  its  outer  surface.  In  the  pharynx  it  lies  between  the  mucous  membrane  and 
the  Constrictor  muscles. 

Nerves.  The  Tensor  palati  is  supplied  by  a  branch  from  the  otic  ganglion ; 
the  Levator  palati,  and  Azygos  uvulae,  by  the  facial,  through  the  connection  of 
its  trunk  with  the  Vidian,  by  the  petrosal  nerves ;  the  other  muscles,  by  the 
palatine  branches  of  Meckel's  ganglion. 

Actions.  During  the  first  act  of  deglutition,  the  morsel  of  food  is  driven  back 
into  the  fauces  by  the  pressure  of  the  tongue  against  the  hard  palate ;  the  base 
of  the  tongue  being,  at  the  same  time,  retracted,  and  the  larynx  raised  with  the 
pharynx,  and  carried  forwards  under  it.  During  the  second  stage,  the  epiglottis 
is  pressed  over  the  superior  aperture  of  the  larynx,  and  the  morsel  glides  past 
it;  then  the  Palato-glossi  muscles,  the  constrictors  of  the  fauces,  contract  behind 
the  food;  the  soft  palate  is  slightly  raised  by  the  Levator  palati,  and  made  tense 
by  the  Tensor  palati;  and  the  ralato-pharyngei  contract,  and  come  nearly 
together,  the  uvula  filling  up  the  slight  interval  between  them.  By  these  means 
the  food  is  prevented  passing  into  the  upper  part  of  the  pharynx  or  the  poste- 
rior nares ;  at  the  same  time,  the  latter  muscles  form  an  inclined  plane,  directed 
obliquely  downwards  and  backwards,  along  which  the  morsel  descends  into  the 
lower  part  of  the  pharynx. 

Svrgical  Anatomy.  The  muscles  of  the  soft  palate  should  be  carefully  dissected,  the  relations 
they  bear  to  the  surrounding  parts  especially  examined,  and  their  action  attentively  studied  upon 
the  dead  subject,  as  the  surgeon  is  required  to  divide  one  or  more  of  these  muscles  in  the  opera- 
tion of  staphyloraphy.  Sir  W.  Fergusson  has  shown,  that  in  the  congenital  deficiency,  called 
cleft  palate,  the  edges  of  the  fissure  are  forcibly  separated  by  the  action  of  the  Levatores  palati 
and  Palato-pharyngei  muscles,  producing  very  considerable  impediment  to  the  healing  process 
after  the  performance  of  the  operation  for  uniting  their  margins  by  adhesion  ;  he  has,  consequently, 
recommended  the  division  of  these  muscles  as  one  of  the  most  important  steps  in  the  operation. 
This  he  effects  by  an  incision  made  with  a  curved  knife  introduced  behind  the  flap.  The  incision 
is  to  be  half-way  between  the  hamular  process  and  Eustachian  tube,  and  perpendicular  to  a  line 
drawn  between  them.  This  incision  perfectly  accomplishes  the  division  of  the  Levator  palati. 
The  Palato-pharyngcus  may  be  divided  by  cutting  across  the  posterior  pillar  of  the  soft  palate, 
just  below  the  tonsil,  with  a  pair  of  blunt-pointed  curved  scissors;  and  the  anterior  pillar  may  be 
divided  also.  To  divide  the  Levator  palati,  the  plan  recommended  by  Mr.  Pollock  is  to  be  greatly 
preferred.  The  flap  being  put  upon  the  stretch,  a  double-edged  knife  is  passed  through  the  soft 
palate,  just  on  the  inner  side  of  the  hamulnr  process,  and  above  the  line  of  the  Levator  palati. 
The  handle  being  now  alternately  raised  and  depressed,  a  sweeping  cut  is  made  along  the  poste- 
rior surface  of  the  soft  palate,  and  the  knife  withdrawn,  leaving  only  a  small  opening  in  the 
mucous  membrane  on  the  anterior  surface.  If  this  operation  is  performed  on  the  dead  body,  and 
the  parts  afterwards  dissected,  the  Levator  palati  will  be  fouud  completely  divided. 

7.  Vertebral  Region  (Anterior). 

Rectus  Capitis  Anticus  Major.  Rectus  Lateralis. 

Rectus  Capitis  Anticus  Minor.  Longus  Colli. 

The  Rectus  Capitis  Anticus  Major  (Fig.  255),  broad  and  thick  above,  narrow 
below,  appears  like  a  continuation  upwards  of  the  Scalenus  anticus.  It  arises 
by  four  tendinous  slips  from  the  anterior  tubercles  of  the  transverse  processes 
of  the  third,  fourth,  fifth,  and  sixth  cervical  vertebrae,  and  ascends,  converging 
towards  its  fellow  of  the  opposite  side,  to  be  inserted  into  the  basilar  process  of 
the  occipital  bone. 

Relations.  By  its  anterior  surface,  with  the  pharynx,  the  sympathetic  nerve, 
and  the  sheath  inclosing  the  carotid  artery,  internal  jugular  vein,  and  pneumo- 
gastric  nerve.  By  its  posterior  surface,  with  the  Longus  colli,  the  Rectus  anticus 
minor,  and  the  upper  cervical  vertebrae. 

The  Rectus  Capitus  Anticus  Minor  is  a  short  flat  muscle,  situated  immediately 
behind  the  upper  part  of  the  preceding.     It  arises  from  the  anterior  surface  of 
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the  lateral  mass  of  the  atlas,  and  from  the  root  of  its  transverse  process,  and 
passing  obliquely  upwards  and  inwards,  is  inserted  into  the  basilar  process 
immediately  behind  the  preceding  muscle. 

Relations.  By  its  anterior  surface,  with  the  Rectus  anticus  major.  By  its 
posterior  surface,  with  the  front  of  the  occipito-atlantal  articulation.  Externally, 
with  the  superior  cervical  ganglion  of  the  sympathetic. 

Pig.  255.— The  Prevertebral  Muscles. 


The  Rectus  Lateralis  is  a  Bhort  flat  muscle,  which  arises  from  the  upper  surface 
of  the  transverse  process  of  the  atlas,  and  is  inserted  into  the  under  surface  of 
the  jugular  process  of  the  occipital  bone. 

Relations.  By  its  anterior  surface,  with  the  internal  jugular  vein.  By  its 
posterior  surface,  with  the  vertebral  artery.  On  its  outer  side  lies  the  occiptal 
artery. 

The  Longus  Colli  is  a  long  flat  muscle,  situated  on  the  anterior  surface  of  the 
spine,  between  the  atlas  and  the  third  dorsal  vertebra.  It  is  broad  in  the  middle, 
narrow  and  pointed  at  each  extremity,  and  consists  of  three  portions,  a  superior 
oblique,  an  inferior  oblique,  and  a  vertical  portion.  The  superior  oblique  portion 
arises  from  the  anterior  tubercles  of  the  transverse  processes  of  the  third,  fourth, 
and  fifth  cervical  vertebrae;  and,  ascending  obliquely  inwards,  is  inserted  by  a 
narrow  tendon  into  the  tubercle  on  the  anterior  arch  of  the  atlas.  The  inferior 
oblique  portion,  the  smallest  part  of  the  muscle,  arises  from  the  bodies  of  the  first 
two  or  three  dorsal  vertebne ;  and  ascending  obliquely  outwards,  is  inserted  into 
the  transverse  processes  of  the  fifth  and  sixth  cervical  vertebra?. 

The  vertical  portion  lies  directly  on  the  front  of  the  spine,  and  is  extended 
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between  the  bodies  of  the  lower  three  cervical  and  the  upper  three  dorsal  verte- 
bra below,  and  the  bodies  of  the  second,  third,  and  fourth  cervical  vertebrae 
above. 

Relations.  By  its  anterior  surface,  with  the  pharynx,  the  oesophagus,  sympa- 
thetic nerve,  the  sheath  of  the  great  vessels  of  the  neck,  the  inferior  thyroid 
arter v,  and  recurrent  laryngeal  nerve.  By  its  posterior  surface,  with  the  cervical 
and  dorsal  portions  of  the  spine.  Its  inner  border  is  separated  from  the  oppo- 
site muscle  by  a  considerable  interval  below;  but  they  approach  each  other 
above. 

8.  Vertebral  Region  (Lateral). 

Scalenus  Anticus.  Scalenus  Medius. 

Scalenus  Posticus. 

The  Scalenus  Anticus  is  a  conical-shaped  muscle,  situated  deeply  at  the  side 
of  the  neck,  behind  the  Sterno-mastoid.  It  arises  by  a  narrow,  flat  tendon  from 
the  tubercle  on  the  inner  border  and  upper  surface  of  the  first  rib ;  and,  ascend- 
ing almost  vertically,  is  inserted  into  the  anterior  tubercles  of  the  transverse 
processes  of  the  third,  fourth,  fifth,  and  sixth  cervical  vertebrae.  The  lower 
part  of  this  muscle  separates  the  subclavian  artery  and  vein :  the  latter  being 
in  front,  and  the  former,  with  the  brachial  plexus,  behind. 

Relations.  In  front,  with  the  clavicle,  the  Subclavius,  Sterno-mastoid,  and 
Omo-hyoid  muscles,  the  Transversalis  colli,  and  ascending  cervical  arteries,  the 
subclavian  vein,  and  the  phrenic  nerve.  By  its  posterior  surface,  with  the  pleura, 
the  subclavian  artery,  and  brachial  plexus  of  nerves.  It  is  separated  from  the 
Longus  colli,  on  the  inner  side,  by  the  vertebral  artery. 

The  Scalenus  Medius,  the  largest  and  longest  of  the  three  Scaleni,  arises,  by 
a  broad  origin,  from  the  upper  surface  of  the  first  rib,  behind  the  groove  for  the 
subclavian  artery,  as  far  back  as  the  tubercle ;  and,  ascending  along  the  side  of 
the  vertebral  column,  is  inserted,  by  separate  tendinous  slips,  into  the  posterior 
tubercles  of  the  transverse  processes  01  the  lower  six  cervical  vertebrae.  It  is 
separated  from  the  Scalenus  anticus  by  the  subclavian  artery  below,  and  the 
cervical  nerves  above. 

Relations.  By  its  anterior  surface,  with  the  Sterno-mastoid ;  it  is  crossed  by 
the  clavicle,  the  Omo-hyoid  muscle,  and  subclavian  artery.  To  its  outer  side  is 
the  Levator  anguli  scapula),  and  the  Scalenus  posticus  muscle. 

The  Scalenus  Posticus,  the  smallest  of  the  three  Scaleni,  arises  by  a  thin  tendon 
from  the  outer  surface  of  the  second  rib,  behind  the  attachment  of  the  Serratus 
magnus,  and,  enlarging  as  it  ascends,  is  inserted,  by  two  or  three  separate  ten- 
dons, into  the  posterior  tubercles  of  the  transverse  processes  of  the  lower  two  or 
three  cervical  vertebrae.  This  is  the  most  deeply  placed  of  the  three  Scaleni, 
and  is  occasionally  blended  with  the  Scalenus  medius. 

Nerves.  The  Rectus  capitis  anticus  major  and  minor  and  the  Rectus  lateralis 
are  supplied  by  the  suboccipital  and  deep  branches  of  the  cervical  plexus ;  the 
Longus  colli  and  Scaleni,  by  branches  from  the  lower  cervical  nerves. 

Actions.  The  Rectus  anticus  major  and  minor  are  the  direct  antagonists  of 
the  muscles  at  the  back  of  the  neck,  serving  to  restore  the  head  to  its  natural 
position  after  it  has  been  drawn  backwards.  These  muscles  also  serve  to  flex 
the  head,  and,  from  their  obliquity,  rotate  it,  so  as  to  turn  the  face  to  one  or  the 
other  side.  The  Longus  colli  will  flex  and  slightly  rotate  the  cervical  portion 
of  the  spine.  The  Scaleni  muscles,  taking  their  fixed  point  from  below,  draw 
down  the  transverse  processes  of  the  cervical  vertebrae,  bending  the  spinal  col- 
umn to  one  or  the  other  side.  If  the  muscles  of  both  sides  act,  the  spine  will  be 
kept  erect.  "When  they  take  their  fixed  point  from  above,  they  elevate  the 
first  and  second  ribs,  and  are,  therefore,  inspiratory  muscles. 
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The  muscles  of  the  Trunk  may  be  arranged  in  four  groups :  the  muscles  of 
the  Back,  of  the  Abdomen,  of  the  Thorax,  and  of  the  Perineum. 

Muscles  of  the  Back. 

The  muscles  of  the  Back  are  very  numerous,  and  may  be  subdivided  into  five 
layers : — 

First  Layer.  Longissimus  dorsi. 

Trapezius.  Spinalis  dorsi. 

Latissimus  dorsi.  .  . 

Cervical  Region. 

Second  Layer.  Cervicalis  ascendens. 

Levator  anguli  scapulae.  Transversalis  colli. 

Rhomboideus  minor.  Trachelo-mastoid. 

Khomboideus  major.  Complexus. 

Biventer  cervicis. 

Third  Layer.  Spinalis  colli. 

Serratus  posticus  superior.  Fifth  Layer. 

Serratus  posticus  inferior.  0      ..,.,*. 

<^  ,     .      r    .  .  SSemispinahs  dorsi. 

<,*\     .         R.  Semispinalis  colli. 

Splemus  colli.  Multifidus  spin*. 

Fourth  Later.  Rotatoria  epiiue. 

Sacral  and  Lumtar  Regions.  fXTpC^ 

Erector  spinas.  Extensor  coccygis. 

Intertransversales. 

Dorsal  Region.  Rectus  capitis  posticus  major. 

Sacro-lumbalis.  Eectus  capitis  posticus  minor. 

Musculus  accessorius  ad  sacro-  Obliquus  capitis  superior. 

lumbalem.  Obliquus  capitis  inferior. 

First  Layer. 
Trapezius.  Latissimus  Dorsi. 

Dissection  (Fig.  256).  Place  the  body  in  the  prone  position,  with  the  arms  extended  over  the 
sides  of  the  table,  and  the  chest  and  abdomen  supported  by  eeveral  blocks,  so  as  to  render  the 
muscles  tense.  Then  make  an  incision  along  the  middle  line  of  the  back,  from  the  occipital  pro- 
tuberance to  the  coccyx.  Make  a  transverse  incision  from  the  upper  end  of  this  to  the  mastoid 
process ;  and  a  third  incision  from  its  lower  end,  along  the  crest  of  the  ilium  to  about  its  middle. 
This  large  intervening  space  should,  for  convenience  of  dissection,  be  subdivided  by  a  fourth  inci- 
sion, extending  obliquely  from  the  spinous  process  of  the  last  dorsal  vertebra,  upwards  and  out- 
wards, to  the  acromion  process.  This  incision  corresponds  with  the  lower  border  of  the  Trapezius 
muscle.     The  flaps  of  integument  are  then  to  be  removed  in  the  direction  shown  in  the  figure. 

The  Trapeziv*  is  a  broad,  flat,  triangular  muscle,  placed  immediately  beneath 
the  skin,  and  covering  the  upper  and  back  part  of  the  neck  and  shoulders.  It 
arises  from  the  inner  third  of  the  superior  curved  line  of  the  occipital  bone; 
from  the  ligamentum  nuchas,  the  spinous  process  of  the  seventh  cervical,  and 
those  of  all  the  dorsal  vertebrae;  and  from  the  corresponding  portion-of  the 
supraspinous  ligament.  Trom  this  origin,  the  superior  fibres  proceed  downwards 
and  outwards,  tEfe  inferior  ones,  upwards  and  outwards ;  and  the  middle  fibres, 
horizontally ;  and  are  inserted,  the  superior  ones,  into  the  outer  third_of  the 
posterior  bolder,  of  Jthe .jjlayicle ;  the  middle  fibres  into  the  inner  margin  o?  the 
acromion  process,  and  into  the  superior  lip  of  the  crest  of  the  spine  of  the  sca- 
pula;   the  inferior  fibres  converge  near  the  scapula,  and  are  attached  to  a 
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Fig.  256. — Dissection  of  the  Muscles 
of  the  Back. 


triangular  aponeurosis,  which  glides  over  a  smooth  surface  at  the  inner  ex- 
tremity of  tne  spine,  and  is  inserted  into  a  tubercle  at  the  outer  part  of  the 

surface.  The  Trapezius  is  fleshy  in  the  greater 
part  of  its  extent,  but  tendinous  at  its  origin 
and  insertion.  At  its  occipital  origin,  it  is 
connected  to  the  bone  by  a  thin  fibrous  lamina, 
firmly  adherent  to  the  skin,  and  wanting  the 
lustrous,  shining  appearance  of  aponeurosis. 
At  its  origin  from  the  spines  of  the  vertebrae, 
it  is  connected  to  the  bones  by  means  of  a 
broad  semi-elliptical  aponeurosis,  which  occu- 
pies the  space  between  the  sixth  cervical  and 
the  third  dorsal  vertebrae,  and  forms,  with  the 
aponeurosis  of  the  opposite  muscle,  a  tendi- 
nous ellipse.  The  rest  of  the  muscle  arises 
by  numerous  short  tendinous  fibres.  If  the 
Trapezius  is  dissected  on  both  sides,  the  two 
muscles  resemble  a  trapezium,  or  diamond- 
shaped  quadrangle ;  two  angles  corresponding 
to  the  shoulders ;  a  third  to  the  occipital  pro- 
tuberance ;  and  the  fourth  to  the  spinous  pro- 
cess of  the  last  dorsal  vertebra. 

The  clavicular  insertion  of  this  muscle  va- 
ries as  to  the  extent  of  its  attachment;  it 
sometimes  advances  as  far  as  the  middle  of 
the  clavicle,  and  may  even  become  blended 
with  the  posterior  edge  of  the  Sterno-mastoid, 
or  overlap  it.  This  should  be  borne  in  mind 
in  the  operation  for  tying  the  third  part  of 
the  subclavian  artery. 

Relations.  By  its  superficial  surface,  with 
the  integument,  to  which  it  is  closely  adherent 
above,  but  separated  below  by  an  aponeurotic 
lamina.  By  its  deep  surface,  in  the  neck,  with  the  Complexus,  Splenius,  Levator 
anguli  scapulae,  and  Khomboideus  minor;  in  the  back,  with  the  Rhomboideus 
major,  Supraspinatus,  Infraspinatus,  a  small  portion  of  the  Serratus  posticus 
superior,  the  vertebral  aponeurosis  (which  separates  it  from  the  Erector  spinae), 
and  the  Latissimus  dorsi.  The  spinal  accessory  nerve  passes  beneath  the 
anterior  border  of  this  muscle,  near  the  clavicle.  The  interior  margin  of  its 
cervical  portion  forms  the  posterior  boundary  of  the  posterior  triangle  of  the 
neck,  the  other  boundaries  being  the  Sterno-mastoid  in  front,  and  the  clavicle 
below. 

The  LigamjmpuxLlFuchse  (Fig.  257)  is  a  thin  band  of  condensed  cellulo-fibrous 
membrane,  placed  in  the  line  of  union  between  the  two  Trapezii  in  the  neck.  It 
extends  from  the  external  occipital  protuberance  to  the  spinous  process  of  the 
seventh  cervical  vertebra,  where  it  is  continuous  with  the  supraspinous  ligament. 
From  its  anterior  surface  a  fibrous  slip  is  given  off  to  the  spinous  process  of  each 
of  the  cervical  vertebrae,  excepting  the  atlas,  so  as  to  form  a  septum  between  the 
muscles  on  each  side  of  the  neck.  In  man,  it  is  merely  the  rudiment  of  an  im- 
portant elastic  ligament,  which,  in  some  of  the  lower  animals,  serves  to  sustain 
the  weight  of  the  head. 

The  Latissimus  Dorsi  is  a  broad  flat  muscle,  which  covers  the  lumbar  and 
the  lower  half  of  the  dorsal  regions,  and  is  gradually  contracted  into  a  narrow 
fasciculus  at  its  insertion  into  the  humerus.  It  arises  by  an  apeneurosis  from  the 
spinous  processes  of  the  six  inferior  dorsal,  from  those  of  the  lumbar  and  sacral 
vertebrae,  and'fronrthe  supraspinous  ligament.  Over  the  sacrunvlho  upuucwosis 
of  this  muscle  blends  with  the  tendon  t>£  the  Erector  spinae.     It  also  arises  from 
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Fig  257.-  -M-Hcles  nf  the  Back.     On  the  Left  Side  in  exposed  the  First  Layer; 
od  the  Right  Side,  the  Second  Layer  and  part  of  the  Third. 
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the  extern^  lip  of  the  crest  o^  the  ilium,  behind  the  origin  of  the  External 
oblique,  ana  by  fleshy  digitations  from' The  three  or  four  lower  ribs,  which  arc 
interposed  between  similar  processes  of  the  External  oblique  muscle  (Fig.  260, 
p.  386).  From  this  extensive  origin  the  fibres  pass  in  different  directions,  the 
upper  ones  horizontally,  the  middle  obliquely  upwards,  and  the  lower  vertically 
upwards,  so  as  to  converge  and  form  a  thick  fasciculus,  which  crosses  the  inferior 
angle  of  the  scapula,  and  occasionally  receives  a  few  fibres  from  it.  The  muscle 
then  curves  around  the  lower  border  of  the  Teres  major,  and  is  twisted  upon 
itself,  so  that  the  superior  fibres  become  at  first  posterior  and  then  inferior,  and 
the  vertical  fibres  at  first  anterior  and  then  superior.  It  then  terminates  in  a 
short  quadrilateral  tendon,  about  three  inches  in  length,  which,  passing  in  front 
of  the  tendon  of  the  Teres  major,  is  inserted  into  the  inner  lip  and  into  the 
bottom  of  the  bicipital  groove  of  .lh&humer_.u&_and  its  insertion  extends  higher 
on  the  humerus  than" that  of  the  tendon  of  the  Pectoralis  major.  "The  lower 
border  of  the  tendon  of  this  muscle  is  united  witE'that  of  the  Teres  major,  the 
surfaces  of  two  being  separated  by  a  bursa;  another  bursa  is  sometimes  inter- 
posed between  the  muscle  and  the  inferior  angle  of  the  scapula. 

A  muscular  slip,  vnrying  from  3  to  4  inches  in  length,  and  from  i  to  }  of  an  inch  in  breadth, 
occasionally  arises  from  the  upper  edge  of  the  Latissimus  dorsi,  about  the  middle  of  the  posterior 
fold  of  the  axilla,  and  crosses  the  axilla  in  front  of  the  axillary  vessels  and  nerves,  to  join  the 
under  surface  of  the  tendon  of  the  Pectoralis  major,  the  Coraco  brachial  is,  or  the  fascia  over  the 
Biceps.  The  position  of  this  abnormal  slip  is  a  point  of  interest  in  its  relation  to  the  axillary 
artery,  as  it  crosses  the  vessel  just  above  the  spot  usually  selected  for  the  application  of  a  liga- 
ture, and  may  mislead  the  surgeon  during  the  operation.  Tt  may  be  easily  recognized  by  the 
transverse  direction  of  its  fibres.  Dr.  titruthers  found  it,  in  8  out  of  105  subjects,  occurring  seven 
times  on  both  sides. 

Relations.  Its  superficial  surface  is  subcutaneous,  excepting  at  its  upper  part, 
wrhere  it  is  covered  by  the  Trapezius.  By  its  deep  surface,  it  is  in  relation  with 
the  Erector  spinae,  the  Serratus  posticus  inferior,  the  lower  intercostal  muscles 
and  ribs,  the  Serratus  magnus,  inferior  angle  of  the  scapula,  Ehomboideus  major, 
Infraspinatus,  and  Teres  major.  Its  outer  margin  is  separated  below,  from  the 
External  oblique,  by  a  small  triangular  interval ;  and  another  triangular  interval 
exists  between  its  upper  Border  and  the  margin  of  the  Trapezius,  in  which  the 
Intercostal  and  Ehomboideus  major  muscles  are  exposed. 

Nerves.  The  Trapezius  is  supplied  by  the  spinal  accessory,  and  deep  branches 
of  the  cervical  plexus ;  the  Latissimus  dorsi  by  the  long  subscapular  nerve. 

Second  Layer. 

Levator  Anguli  Scapulae.  Ehomboideus  Minor. 

Ehomboideus  Major. 

Dissection.  The  Trapezius  must  be  removed  in  order  to  expose  the  next  layer ;  to  effect  tbi*. 
detach  the  muscle  from  its  attachment  to  the  clavicle  and  spine  of  the  scapula,  aud  turn  it  back 
towards  the  spine. 

The  Levator  Anguli  Scapulae  is  situated  at  the  back  part  and  side  of  the  neck. 
It  arises  by  four  tendinous  slips  from  the  posterior  tubercles  of  the  transverse 
processes  of  the  three  or  four  upper  cervical  vertebrae ;  these  becoming  fleshy 
are  united  so  as  to  form  a  flat  muscle,  which,  passing  downwards  and  backwards, 
is  inserted  into  the  posterior  border  of  the  scapula,  between  the  superior  angle 
and  the  triangular  smooth  surface  at  the  root  of  the  spine. 

Relations.  By  its  superficial  (anterior)  surface,  with  the  integument,  Trapezius, 
and  Sterno-mastoid.  By  its  deep  (posterior)  surface,  with  the  Spleuius  colli, 
Transversalis  colli,  Cervicalis  ascendens,  and  Serratus  posticus  superior,  and 
with  the  transversalis  colli  and  posterior  scapular  arteries. 

The  Rhomhoideus  Minor  arises  from  the  ligamentum  nuchae  and  spinous  pro- 
cesses of  the  seventh  cervical  and  first  dorsal  vertebrae.  Passing  downwards 
and  outwards,  it  is  inserted  into  the  margin  of  the  triangular  smooth  surface  at 
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the  root  of  the  spine  of  the  scapula.  This  small  muscle  is  usually  separated 
from  the  Rhomboideus  major  by  a  slight  cellular  interval. 

The  Rhomlmdeus  Major  is  situated  immediately  below  the  preceding,  the 
adjacent  margins  of  the  two  being  occasionally  united.  It  arises  by  tendinous 
fibres  from  the  spinous  processes  of  the  four  or  five  upper  dorsal  vertebrae  and 
the  supraspinous  ligament,  and  is  inserted  into  a  narrow  tendinous  arch,  attached 
above  to  the  triangular  surface  near  the  spine ;  below,  to  the  inferior  angle,  the 
arch  being  connected  to  the  border  of  the  scapula  by  a  thin  membrane.  When 
the  arch  extends,  as  it  occasionally  does,  but  a  short  distance,  the  muscular  fibres 
are  inserted  into  the  scapula  itself. 

Relations.  By  their  superficial  {posterior)  surface,  with  the  integument  and 
Trapezius;  the  Rhomboideus  major,  with  the  Latissimus  dorsi.  By  their  deep 
(anterior)  surface,  with  the  Serratus  posticus  superior,  posterior  scapular  artery, 
part  of  the  Erector  spin®,  the  intercostal  muscles  and  ribs. 

Nerves.  These  muscles  are  supplied  by  branches  from  the  fifth  cervical  nerve, 
and  additional  filaments  from  the  deep  branches  of  the  cervical  plexus  are  distri- 
buted to  the  Levator  anguli  scapulae. 

Actions.  The  movements  effected  by  the  preceding  muscles  are  numerous,  as 
may  be  conceived  from  their  extensive  attachment.  If  the  head  is  fixed,  the 
upper  part  of  the  Trapezius  will  elevate  the  point  of  the  shoulder,  as  in 
supporting  weights;  when  the  middle  and  lower  fibres  are  brought  into  action, 
a  partial  rotation  of  the  scapula  upon  the  side  of  the  chest  is  produced.  If  the 
shoulders  are  fixed,  both  Trapezii  acting  together  will  draw  the  head  directly 
backwards,  or  if  only  one  acts,  the  head  is  drawn  to  the  corresponding  side. 

The  Latissimus  Dorsi,  when  it  acts  upon  the  humerus,  draws  it  backwards 
and  downwards,  and  at  the  same  time  rotates  it  inwards.  If  the  arm  is  fixed, 
the  muscle  may  act  in  various  ways  upon  the  trunk ;  thus,  it  may  raise  the 
lower  ribs  and  assist  in  forcible  inspiration,  or  if  both  arms  are  fixed,  the  two 
muscles  may  assist  the  abdominal  and  great  Pectoral  muscles  in  drawing  the 
whole  trunk  forwards,  as  in  climbing  or  walking  on  crutches. 

The  Levator  Anguli  Scapulae  raises  the  superior  angle  of  the  scapula  after  it 
has  been  depressed  by  the  lower  fibres  of  the  Trapezius,  whilst  the  Rhomboid 
muscles  carry  the  inferior  angle  backwards  and  upwards,  thus  producing  a  slight 
rotation  of  the  scapula  upon  the  side  of  the  chest.  If  the  shoulder  be  fixed,  the 
Levator  anguli  scapulae  may  incline  the  neck  to  the  corresponding  side.  The 
Rhomboid  muscles  acting  together  with  the  middle  and  inferior  fibres  of  the 
Trapezius,  will  draw  the  scapula  directly  backwards  towards  the  spine. 

Ththp  Layer. 

Serratus  Posticus  Superior.  Serratus  Posticus  Inferior. 

o  i     .      i  Splenius  Capitis. 

Splenius  ■{  o  i     •      n  lr 
^  (  Splenius  Colli. 

Dissection.  To  bring  into  view  the  third  layer  of  muscles,  remove  the  whole  of  the  second, 
together  with  the  Latissimus  dorsi ;  by  cutting  throngh  the  Levator  anguli  scapulas  and  Rhom- 
boid ma  sties  near  their  insertion,  and  reflecting  them  upwards,  to  expose  the  Serratus  posticus 
superior,  dividing  the  Latissimus  dorsi  in  the  middle  by  a  vertical  incision  carried  from  its  upper 
to  its  lower  part,  and  reflecting  the  two  halves  of  the  muscle. 

The  Serratus  Posticus  Superior  is  a  thin,  flat,  quadrilateral  muscle,  situated 
at  the  upper  and  back  part  of  the  thorax.  It  arises  by  a  thin  and  broad 
aponeurosis  from  the  ligamentum  nuchae,  and  from  the  spinous  processes  of  the 
last  cervical  and  two  or  three  upper  dorsal  vertebraa.  Inclining  downwards  and 
outwards,  it  becomes  muscular,  and  is  inserted,  by  four  fleshy  digitations,  into 
the  upper  borders  of  the  second,  third,  fourth,  and  fifth  ribs,  a  little  beyond 
their  angles. 

Relations.    By  its  superficial  surface  with  the  Trapezius,  Rhomboidei,  and 
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the  external  lip  of  the  crest  of  the  ilium,  behind  the  origin  of  the  External 
oblique,  ana  by  fleshy  digitations  from "  the  three  or  four  lower  ribs,  which  are 
interposed  between  similar  processes  of  the  External  oblique  muscle  (Fig.  260, 
p.  386).  From  this  extensive  origin  the  fibres  pass  in  different  directions,  the 
upper  ones  horizontally,  the  middle  obliquely  upwards,  and  the  lower  vertically 
upwards,  so  as  to  converge  and  form  a  thick  fasciculus,  which  crosses  the  inferior 
angle  of  the  scapula,  and  occasionally  receives  a  few  fibres  from  it.  The  muscle 
then  curves  around  the  lower  border  of  the  Teres  major,  and  is  twisted  upon 
itself,  so  that  the  superior  fibres  become  at  first  posterior  and  then  inferior,  and 
the  vertical  fibres  at  first  anterior  and  then  superior.  It  then  terminates  in  a 
short  quadrilateral  tendon,  about  three  inches  in  length,  which,  passing  in  front 
of  the  tendon  of  the  Teres  major,  is  inserted  into  the  inner  lip  and  into  the 
bottom  of  the  bicipital  groove  of  Jh&humenufi._aiid-it8  insertion  extends  higher 
on  the  humerus  than"  that  of  the  tendon  of  the  Pectoralis  major.  The  lower 
border  of  the  tendon  of  this  muscle  is  united  wltEthat  ot  the  Teres  major,  the 
surfaces  of  two  being  separated  by  a  bursa ;  another  bursa  is  sometimes  inter- 
posed between  the  muscle  and  the  inferior  angle  of  the  scapula. 

A  muscular  slip,  varying  from  3  to  4  inches  in  length,  and  from  i  to  }  of  an  inch  in  breadth, 
occasionally  arises  from  the  upper  edge  of  the  Latissimus  dorsi,  about  the  middle  of  the  posterior 
fold  of  the  axilla,  and  crosses  the  axilla  in  front  of  the  axillary  vessels  and  nerves,  to  join  the 
under  surface  of  the  tendon  of  the  Pectoralis  major,  the  Coracobrachial  is,  or  the  fascia  over  the 
Biceps.  The  position  of  this  abnormal  slip  is  a  point  of  interest  in  its  relation  to  the  axillary 
artery,  as  it  crosses  the  vessel  just  above  the  spot  usually  selected  for  the  application  of  a  liga- 
ture, and  may  mislead  the  surgeon  during  the  operation.  It  may  be  easily  recognized  by  the 
transverse  direction  of  its  fibres.  Dr.  Struthere  found  it,  in  8  out  of  105  subjects,  occurring  seven 
times  on  both  sides. 

Relations.  Its  superficial  surface  is  subcutaneous,  excepting  at  its  upper  part, 
where  it  is  covered  by  the  Trapezius.  By  its  deep  surface,  it  is  in  relation  with 
the  Erector  spinae,  the  Serratus  posticus  inferior,  the  lower  intercostal  muscles 
and  ribs,  the  Serratus  magnus,  inferior  angle  of  the  scapula,  Ehomboideus  major, 
Infraspinatus,  and  Teres  major.  Its  outer  margin  is  separated  below,  from  the 
External  oblique,  by  a  small  triangular  interval ;  and  another  triangular  interval 
exists  between  its  upper  Border  and  the  margin  of  the  Trapezius,  in  which  the 
Intercostal  and  Ehomboideus  major  muscles  are  exposed. 

Nerves.  The  Trapezius  is  supplied  by  the  spinal  accessory,  and  deep  branches 
of  the  cervical  plexus ;  the  Latissimus  dorsi  by  the  long  subscapular  nerve. 

Second  Layer. 

Levator  Anguli  Scapulae.  Ehomboideus  Minor. 

Ehomboideus  Major. 

Direction.  The  Trapezius  must  be  removed  in  order  to  expose  the  next  layer;  to  effect  thia. 
detach  the  muscle  from  its  attachment  to  the  clavicle  and  spine  of  the  scapula,  aud  turn  it  back 
towards  the  spine. 

The  Levator  Anguli  Scapulae  is  situated  at  the  back  part  and  side  of  the  neck. 
It  arises  by  four  tendinous  slips  from  the  posterior  tubercles  of  the  transverse 
processes  of  the  three  or  four  upper  cervical  vertebrae ;  these  becoming  fleshy 
are  united  so  as  to  form  a  flat  muscle,  which,  passing  downwards  and  backwards, 
is  inserted  into  the  posterior  border  of  the  scapula,  between  the  superior  angle 
and  the  triangular  smooth  surface  at  the  root  of  the  spine. 

Relations.  By  its  superficial  {anterior)  surface,  with  the  integument,  Trapezius, 
and  Sterno-raastoid.  By  its  deep  {posterior)  surface,  with  the  Splenius  colli, 
Transversalis  colli,  Cervicalis  ascendens,  and  Serratus  posticus  superior,  and 
with  the  transversalis  colli  and  posterior  scapular  arteries. 

The  Rhomhoideus  Minor  arises  from  the  ligament-urn  nuchas  and  spinous  pro- 
cesses of  the  seventh  cervical  and  first  dorsal  vertebrae.  Passing  downwards 
and  outwards,  it  is  inserted  into  the  margin  of  the  triangular  smooth  surface  at 
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the  root  of  the  spine  of  the  scapula.  This  small  muscle  is  usually  separated 
from  the  Rhomboideus  major  by  a  slight  cellular  interval. 

The  Rhomboideus  Major  is  situated  immediately  below  the  preceding,  the 
adjacent  margins  of  the  two  being  occasionally  united.  It  arises  by  tendinous 
fibres  from  the  spinous  processes  of  the  four  or  five  upper  dorsal  vertebra  and 
the  supraspinous  ligament,  and  is  inserted  into  a  narrow  tendinous  arch,  attached 
above  to  tne  triangular  surface  near  the  spine ;  below,  to  the  inferior  angle,  the 
arch  being  connected  to  the  border  of  the  scapula  by  a  thin  membrane.  When 
the  arch  extends,  as  it  occasionally  does,  but  a  short  uistance,  the  muscular  fibres 
are  inserted  into  the  scapula  itself. 

Relations.  By  their  superficial  {posterior)  surface,  with  the  integument  and 
Trapezius;  the  Rhomboideus  major,  with  the  Latissimus  dorsi.  By  their  deep 
(anterior)  surface,  with  the  Serratus  posticus  superior,  posterior  scapular  artery, 
part  of  the  Erector  spin®,  the  intercostal  muscles  and  ribs. 

Nerves.  These  muscles  are  supplied  by  branches  from  the  fifth  cervical  nerve, 
and  additional  filaments  from  the  deep  branches  of  the  cervical  plexus  are  distri- 
buted to  the  Levator  anguli  scapulae. 

Actions.  The  movements  effected  by  the  preceding  muscles  are  numerous,  as 
may  be  conceived  from  their  extensive  attachment.  If  the  head  is  fixed,  the 
upper  part  of  the  Trapezius  will  elevate  the  point  of  the  shoulder,  as  in 
supporting  weights;  when  the  middle  and  lower  fibres  are  brought  into  action, 
a  partial  rotation  of  the  scapula  upon  the  side  of  the  chest  is  produced.  If  the 
shoulders  are  fixed,  both  Trapezii  acting  together  will  draw  the  head  directly 
backwards,  or  if  only  one  acts,  the*  head  is  drawn  to  the  corresponding  side. 

The  Latissimus  Dorsi,  when  it  acts  upon  the  humerus,  draws  it  backwards 
and  downwards,  and  at  the  same  time  rotates  it  inwards.  If  the  arm  is  fixed, 
the  muscle  may  act  in  various  ways  upon  the  trunk ;  thus,  it  may  raise  the 
lower  ribs  and  assist  in  forcible  inspiration,  or  if  both  arms  are  fixed,  the  two 
muscles  may  assist  the  abdominal  and  great  Pectoral  muscles  in  drawing  the 
whole  trunk  forwards,  as  in  climbing  or  walking  on  crutches. 

The  Levator  Anguli  Scapulve  raises  the  superior  angle  of  the  scapula  after  it 
has  been  depressed  by  the  lower  fibres  of  the  Trapezius,  whilst  the  Rhomboid 
muscles  carry  the  inferior  angle  backwards  and  upwards,  thus  producing  a  slight 
rotation  of  the  scapula  upon  the  side  of  the  chest.  If  the  shoulder  be  fixed,  the 
Levator  anguli  scapulae  may  incline  the  neck  to  the  corresponding  side.  The 
Rhomboid  muscles  acting  together  with  the  middle  and  inferior  fibres  of  the 
Trapezius,  will  draw  the  scapula  directly  backwards  towards  the  spine. 

Ththp  Layer. 

Serratus  Posticus  Superior.  Serratus  Posticus  Inferior. 

c  1     -      (  Splenius  Capitis. 
Splcmus«  e^i     •      n  (v 
r  (  Splenius  Colli. 

Dissection.  To  bring  into  view  the  third  layer  of  muscles,  remove  the  whole  of  the  second, 
together  with  the  Latissimus  dorsi ;  by  cutting  through  the  Levator  anguli  scapulae  and  Rhom- 
boid muscles  near  their  insertion,  and  reflecting  them  upwards,  to  expose  the  Serratus  posticus 
superior,  dividing  the  Latissimus  dorsi  in  the  middle  by  a  vertical  incision  carried  from  its  upper 
to  its  lower  part,  and  reflecting  the  two  halves  of  the  muscle. 

The  Serratus  Posticus  Superior  is  a  thin,  flat,  quadrilateral  muscle,  situated 
at  the  upper  and  back  part  of  the  thorax.  It  arises  by  a  thin  and  broad 
aponeurosis  from  the  ligamentum  nuchae,  and  from  the  spinous  processes  of  the 
last  cervical  and  two  or  three  upper  dorsal  vertebrae.  Inclining  downwards  and 
outwards,  it  becomes  muscular,  and  is  inserted,  by  four  fleshy  digitations,  into 
the  upper  borders  of  the  second,  third,  fourth,  and  fifth  ribs,  a  little  beyond 
their  angles. 

Relations.    By  its  superficial  surface  with  the  Trapezius,  Rhomboidei,  and 


578  MUSCLES  AND  FASCIAE. 

Serratus  magnus.  By  its  deep  surface,  with  the  Splenitis,  upper  part  of  the 
Erector  spinae,  Intercostal  muscles  and  ribs. 

The  Serratus  Posticus  Inferior  is  situated  at  the  junction  of  the  dorsal  and 
lumbar  regions:  it  is  of  an  irregularly  quadrilateral  form,  broader  than  the 
preceding,  and  separated  from  it  by  a  considerable  interval.  It  arises  by  a  thin 
aponeurosis  from  the  spinous  processes  of  the  last  two  dorsal  and  two  or  three 
upper  lumbar  vertebrae,  and  from  the  interspinous  ligaments.  Passing  obliquely 
upwards  and  outwards,  it  becomes  fleshy,  and  divides  into  four  flat  digitations, 
which  are  inserted  into  the  lower  borders  of  the  four  lower  ribs,  a  little  beyond 
their  angles. 

Relations.  By  its  superficial  surface,  with  the  Latissimus  dorsi,  with  the 
aponeurosis  of  which  its  own  aponeurotic  origin  is  inseparably  blended.  By  its 
deep  surface,  with  the  lumbar  fascia,  the  Erector  spinas,  ribs  and  Intercostal 
muscles.     Its  upper  margin  is  continuous  with  the  vertebral  aponeurosis. 

The  Vertebral  Aponeurosis  is  a  thin  aponeurotic  lamina,  extending  along  the 
whole  length  of  the  back  part  of  the  thoracic  region,  serving  to  bind  down  the 
Erector  spinae,  and  separating  it  from  those  muscles  which  connect  the  spine  to 
the  upper  extremity.  It  consists  of  longitudinal  and  transverse  fibres  blended 
together,  forming  a  thin  lamella,  which  is  attached  in  the  median  line  to  the 
spinous  processes  of  the  dorsal  vertebras;  externally,  to  the  angles  of  the  ribs; 
and  below,  to  the  upper  border  of  the  Inferior  serratus  and  tendon  of  the 
Latissimus  dorsi ;  above,  it  passes  beneath  the  Splenius,  and  blends  with  the 
deep  fascia  of  the  neck. 

Now  detach  the  Serratus  posticus  superior  from  its  origin,  and  turn  it  outwards,  when  the 
Splenius  muscle  will  be  brought  into  view. 

The  Splenius  is  situated  at  the  back  of  the  neck  and  upper  part  of  the  dorsal 
region.  At  its  origin,  it  is  a  single  muscle,  narrow,  and  pointed  in  form ;  but 
it  soon  becomes  broader,  and  divides  into  two  portions,  which  have  separate 
insertions.  It  arises,  by  tendinous  fibres,  from  the  lower  half  of  the  ligamentum 
nuchas,  from  the  spinous  processes  of  the  last  cervical  and  of  the  six  upper 
dorsal  vertebrae,  and  from  the  supraspinous  ligament.  From  this  origin,  the 
fleshy  fibres  proceed  obliquely  upwards  and  outwards,  forming  a  broad  flat 
muscle,  which  divides  as  it  ascends  into  two  portions,  the  Splenius  capitis  and 
Splenius  colli. 

The  Splenius  Capitis  is  inserted  into  the  mastoid  process  of  the  temporal  bone, 
and  into  the  rough  surface  on  the  occipital  bone  beneath  the  superior  curved 
line. 

The  Splenius  Colli  is  inserted,  by  tendinous  fasciculi,  into  the  posterior 
tubercles  of  the  transverse  processes  of  the  three  or  four  upper  cervical  verte- 
brae. 

The  Splenius  is  separated  from  its  fellow  of  the  opposite  side  by  a  triangular 
interval,  in  which  is  seen  the  Complexus. 

Relations.  By  its  superficial  surface,  with  the  Trapezius,  from  which  it  is 
separated  below  by  the  Bhomboidei  and  the  Serratus  posticus  superior.  It  is 
covered  at  its  insertion  by  the  Sterno-mastoid.  By  its  deep  surface,  with  the 
Spinalis  dorsi,  Longissimus  dorsi,  Semispinalis  colli,  Complexus,  Trachelo- 
mastoid,  and  Transversalis  colli. 

Nerves.  The  Splenius  and  Superior  serratus  are  supplied  from  the  external 
posterior  branches  of  the  cervical  nerves ;  the  Inferior  serratus  from  the  exter- 
nal branches  of  the  dorsal  nerves. 

Actions.  The  Serrati  are  respiratory  muscles  acting  in  antagonism  to  each 
other.  The  Serratus  posticus  superior  elevates  the  ribs;  it  is,  therefore,  an 
inspiratory  muscle;  while  the  Serratus  inferior  draws  the  lower  ribs  downwards, 
ana  is  a  muscle  of  expiration.  This  muscle  is  also  probably  a  tensor  of  the 
vertebral  aponeurosis.  The  Splcnii  muscles  of  the  two  sides,  acting  together, 
draw  the  head  directly  backwards,  assisting  the  Trapezius  and  Complexus; 
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acting  separately,  they  draw  the  head  to  one  or  the  other  side,  and  slightly 
rotate  it,  turning  the  face  to  the  same  side.  They  also  assist  in  supporting  the 
head  in  the  erect  position. 

Fourth  Layer. 

Sacral  and  Lumbar  Regions.  Cervical  Region. 

Erector  Spinee.  Cervicalis  Ascendens. 

Dorsal  Region.  Transversalis  Colli. 

Sacro-lumbalis.  Trachelo-mastoid. 

Musculus  Accessorius  ad  Sacro-lumbalem.  Complexus. 
Longissimus  Dorsi.  Biventer  Cervicis. 

Spinalis  Dorsi.  Spinalis  Colli. 

Dissection.  To  expose  the  muscles  of  the  fourth  layer,  remove  entirely  the  Serrati  and  verte- 
bral aponeurosis.  Then  detach  the  Splenitis  by  separating  its  attachment  to  the  spinous 
processes,  and  reflecting  it  outwards. 

The  Erector  Spinas  (Fig.  258),  and  its  prolongations  in  the  dorsal  and  cervical 
regions,  fill  up  the  vertebral  groove  on  each  side  of  the  spine.  It  is  covered  in 
the  lumbar  region  by  the  lumbar  aponeurosis;  in  the  dorsal  region  by  the 
Sarrati  muscles  and  the  vertebral  aponeurosis ;  and  in  the  cervical  region  by  a 
layer  of  cervical  fascia  continued  beneath  the  Trapezius.  This  large  muscular 
and  tendinous  mass  varies  in  size  and  structure  at  different  parts  of  the  spine. 
In  the  sacral  region,  the  Erector  spinas  is  narrow  and  pointed,  and  its  origin 
chiefly  tendinous  in  structure.  In  the  lumbar  region,  the  muscle  becomes 
enlarged,  and  forms  a  large  fleshy  mass.  In  the  dorsal  region,  it  subdivides  into 
two  parts,  which  gradually  diminish  in  size  as  they  ascend  to  be  inserted  into 
the  vertebra  and  ribs,  and  are  gradually  lost  in  the  cervical  region,  where  a 
number  of  special  muscles  are  superadded ;  which  are  continued  upwards  to  the 
head,  and  support  it  upon  the  spine. 

The  Erector  spinae  arises  from  the  sacro-iliac  groove,  and  from  the  anterior 
surface  of  a  very  broad  and  thick  tendon,  which  is  attached,  internally,  to  the 
spines  of  the  sacrum,  to  the  spinous  processes  of  the  lumbar  and  three  lower 
dorsal  vertebrae,  and  the  supraspinous  ligament ;  externally,  to  the  back  part 
of  the  inner  lip  of  the  crest  of  the  ilium,  and  to  the  series  of  eminences  on  the 
posterior  part  of  the  sacrum,  which  represent  the  transverse  processes,  where  it 
blends  with  the  great  sacro-sciatic  ligament.  The  muscular  fibres  form  a  single 
large  fleshy  mass,  bounded  in  front  by  the  transverse  processes  of  the  lumbar 
vertebras,  and  by  the  middle  lamella  of  the  aponeurosis  of  origin  of  the  Trans- 
versalis muscle.  Opposite  the  last  rib,  it  divides  into  two  parts,  the  Sacro- 
lumbalis,  and  the  Longissimus  dorsi. 

The  Sacro-lumbalis  (Ilio-costalis),  the  external  and  smaller  portion  of  the 
Erector  spinae,  is  inserted,  by  six  or  seven  flattened  tendons,  into  the  angles  of 
the  six  lower  ribs.  If  this  muscle  is  reflected  outwards,  it  will  be  seen  to  be 
reinforced  by  a  series  of  muscular  slips,  which  arise  from  the  angles  of  the  ribs; 
by  means  01  these  the  Sacro-lumbalis  is  continued  upwards  to  the  upper  ribs, 
and  the  cervical  portion  of  the  spine.  The  accessory  portions  form  two  addi- 
tional muscles,  the  Musculus  accessorius  and  the  Cervicalis  ascendens. 

The  Musculus  accessorius  ad  Sacro-lumbalem  arises,  by  separate  flattened 
tendons,  from  the  angles  of  the  six  lower  ribs ;  these  become  muscular,  and  are 
finally  inserted,  by  separate  tendons,  into  the  angles  of  the  six  upper  ribs. 

The  Cervicalis  ascendens1  is  the  continuation  of  the  Accessorius  upwards  into 
the  neck :  it  is  situated  on  the  inner  side  of  the  tendons  of  the  Accessorius, 
arising  from  the  angles  of  the  four  or  five  upper  ribs,  and  is  inserted  by  a  series 

1  This  muscle  is  sometimes  called  "  Cervicalis  d(vscendens."  The  student  should  remember  that 
these  long  muscles  take  their  fixed  point  from  above  or  from  below,  according  to  circumstances. 
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Fig.  258.-  -Muscles  of  the  Bock.     Deep  Layers, 
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of  slender  tendons  into  the  posterior  tubercles  of  the  transverse  processes  of  the 
fourth,  fifth,  and  sixth  cervical  vertebrae. 

The  Longissimus  Dorsi,  the  inner  and  larger  portion  of  the  Erector  spinae, 
arises,  with  the  Sacro-lumbalis,  from  the  common  origin  above  described.  In 
the  lumbar  region,  where  it  is  as  yet  blended  with  the  Sacro-lumbalis,  some  of 
the  fibres  are  attached  to  the  whole  length  of  the  posterior  surface  of  the  trans- 
verse processes  of  the  lumbar  vertebrae,  to  the  tubercles  at  the  back  of  the 
articular  processes,  and  to  the  middle  layer  of  the  aponeurosis  of  origin  of  the 
Transversalis  abdominis  muscle.  In  the  dorsal  region,  the  Longissimus  dorsi 
is  inserted,  by  long  thin  tendons,  into  the  tips  of  the  transverse  processes  of  all 
the  dorsal  vertebrae,  and  into  from  seven  to  eleven  ribs  between  their  tubercles 
and  angles.  This  muscle  is  continued  upwards,  to  the  cranium  and  cervical 
portion  of  the  spine,  by  means  of  two  additional  muscles,  the  Transversalis  colli 
and  Trachelo-mastoid. 

The  Transversalis  Colli,  placed  on  the  inner  side  of  the  Longissimus  dorsi, 
arises  by  long  thin  tendons  from  the  summits  of  the  transverse  processes  of  the 
third,  fourth,  fifth,  and  sixth  dorsal  vertebrae,  and  is  inserted  by  similar  tendons 
into  the  posterior  tubercles  of  the  transverse  processes  of  the  five  lower  cervical. 

The  Trachelo-mastoid  lies  on  the  inner  side  of  the  preceding,  between  it  and 
the  Complexus  muscle.  It  arises  by  four  tendons,  from  the  transverse  processes 
of  the  third,  fourth,  fifth,  and  sixth  dorsal  vertebrae  and  by  additional  separate 
tendons  from  the  articular  processes  of  the  three  or  four  lower  cervical.  The 
fibres  form  a  small  muscle,  which  ascends  to  be  inserted  into  the  posterior  margin 
of  the  mastoid  process,  beneath  the  Splenius  and  Sterno-mastoid  muscles.  This 
small  muscle  is  almost  always  crossed  by  a  tendinous  intersection  near  its  inser- 
tion into  the  mastoid  process. 

The  Spinalis  Dorsi  connects  the  spinous  processes  of  the  upper  lumbar  and 
the  dorsal  vertebrae  together  by  a  series  of  muscular  and  tendinous  slips,  which 
are  intimately  blended  with  the  Longissimus  dorsi.  It  is  situated  at  the  inner 
side  of  the  Longissimus  dorsi,  arising,  by  three  or  four  tendons,  from  the  spinous 
processes  of  the  first  two  lumbar  and  the  last  two  dorsal  vertebrae :  these  uniting, 
form  a  small  muscle,  which  is  inserted,  by  separate  tendons,  into  the  spinous 
processes  of  the  dorsal  vertebrae,  the  number  varying  from  four  to  eight.  It  is 
intimately  united  with  the  Semispinalis  dorsi,  which  lies  beneath  it. 

The  Spinalis  Colli  is  a  small  muscle,  connecting  together  the  spinous  processes 
of  the  cervical  vertebrae,  and  analogous  to  the  Spinalis  dorsi  in  tne  dorsal  region. 
It  varies  considerably  in  its  size,  and  in  its  extent  of  attachment  to  the  vertebrae, 
not  only  in  different  bodies,  but  on  the  two  sides  of  the  same  body.  It  usually 
arises  by  fleshy  or  tendinous  slips,  varying  from  two  to  four  in  number,  from  the 
spinous  processes  of  the  fifth  and  sixth  cervical  vertebrae,  and  occasionally  from 
the  first  and  second  dorsal,  and  is  inserted  into  the  spinous  process  of  the  axis, 
and  occasionally  into  the  spinous  process  of  the  two  vertebrae  below  it.  This 
muscle  was  found  absent  in  five  cases  out  of  twenty -four. 

The  Complexus  is  a  broad  thick  muscle,  situated  at  the  upper  and  back  part 
«>f  the  neck,  beneath  the  Splenius,  and  internal  to  the  Transversalis  colli  and 
Trachelo-mastoid.  It  arises,  by  a  series  of  tendons,  about  seven  in  number, 
from  the  tips  of  the  transverse  processes  of  the  upper  three  dorsal  and  seventh 
cervical,  and  from  the  articular  processes  of  the  three  cervical  above  this.  The 
tendons  uniting  form  a  broad  muscle,  which  passes  obliquely  upwards  and 
inwards,  and  is  inserted  into  the  innermost  depression  between  the  two  curved 
lines  of  the  occipital  bone.  This  muscle,  about  its  middle,  is  traversed  by  a 
transverse  tendinous  intersection. 

The  Biventer  Cervicis  is  a  small  fasciculus,  situated  on  the  inner  side  of  the 
preceding,  and  in  the  majority  of  cases  blended  with  it ;  it  has  received  its  name 
from  having  a  tendon  intervening  between  two  fleshy  bellies.  It  is  sometimes 
described  as  a  separate  muscle,  arising,  by  from  two  to  four  tendinous  slips,  from 
the  transverse  processes  of  as  many  of  the  upper  dorsal  vertebrae,  and  inserted, 
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on  the  inner  side  of  the  Complexus,  into  the  superior  curved  line  of  the  occipital 
bone. 

Relations.  The  muscles  of  the  fourth  layer  are  bound  down  to  the  vertebra 
and  ribs  in  the  dorsal  and  lumbar  regions  by  the  lumbar  fascia  and  vertebral 
aponeurosis.  The  inner  part  covers  the  muscles  of  the  fifth  layer.  In  the  neck 
they  are  in  relation,  by  their  superficial  surface,  with  the  Trapezius  and  Splenius ; 
by  their  deep  surface,  with  the  Semispinalis  dorsi,  Semispinalis  colli,  the  Recti  and 
Obliqui.  The  Biventer  cervicis  is  separated  from  its  fellow  of  the  opposite  side 
by  the  ligamentum  nuchee,  and  the  Complexus  from  the  Semispinalis  colli  by 
the  profunda  cervicis  artery,  the  princeps  cervicis  artery,  and  branches  of  the 
posterior  cervical  plexus  of  nerves. 

Nerves.  The  Erector  spinae  and  its  subdivisions  in  the  dorsal  region  are  sup- 
plied by  the  external  posterior  branches  of  the  lumbar  and  dorsal  nerves;  the 
Cervicalis  ascendens,  Transversalis  colli,  Trachelo-mastoid,  and  Spinalis  cervicis, 
by  the  external  posterior  branches  of  the  cervical  nerves ;  the  Complexus  by  the 
internal  posterior  branches  of  the  cervical  nerves,  the  suboccipital,  and  great 
occipital. 

FiFTu  Layer, 

Semispinalis  Dorsi.  Extensor  Coccygis. 

Semispinalis  Colli.  Intertransversales. 

Multifidus  Spinae.  Rectus  Capitis  Posticus  Major. 

Rotatores  Spinae.  Rectus  Capitis  Posticus  Minor. 

Supraspinales.  Obliquus  Capitis  Superior. 

Interspinales.  Obliquus  Capitis  Inferior. 

Dissection,  Remove  the  muscles  of  the  preceding  layer  by  dividing  and  taming:  aside  the 
Complexus;  then  detaching  the  Spinalis  and  Longissimas  dorsi  from  their  attachments,  dividing 
the  Krector  Spinae  at  its  connection  below  to  the  sacral  and  lumbar  spines,  and  taming  it  oat- 
wards.  The  muscles  filling  up  the  interval  between  the  spinous  and  transverse  processes  are  then 
exposed.  , 

The  Semispinales  muscles  (Fig.  258)  connect  the  transverse  and  articular  pro- 
cesses to  the  spinous  processes  of  the  vertebras,  extending  from  the  lower  part 
of  the  dorsal  region  to  the  upper  part  of  the  cervical. 

The  Semispinalis  Dorsi  consists  of  thin,  narrow,  fleshy  fasciculi,  interposed 
between  tendons  of  considerable  length.  It  arises  by  a  series  of  small  tendons 
from  the  transverse  processes  of  the  lower  dorsal  vertebras,  from  the  tenth  or 
eleventh  to  the  fifth  or  sixth;  and  is  inserted,  by  five  or  six  tendons,  into  the 
spinous  processes  of  the  upper  four  dorsal  and  lower  two  cervical  vertebrae. 

The  Semispinalis  Colli,  thicker  than  the  preceding,  arises  by  a  series  of  tendi- 
nous and  fleshy  points  from  the  transverse  processes  of  the  upper  four  dorsal 
vertebrae  and  from  the  articular  processes  of  the  lower  four  cervical  vertebrae ; 
and  is  inserted  into  the  spinous  processes  of  four  cervical  vertebrae,  from  the 
axis  to  the  fifth  cervical.  The  fasciculus  connected  with  the  axis  is  the  largest, 
and  chiefly  muscular  in  structure. 

Relations.  By  their  superficial  surf  ace,  from  below  upwards,  with  the  Longis- 
simus  dorsi,  Spinalis  dorsi,  Splenius,  Complexus,  the  profunda  cervicis  artery, 
the  princeps  cervicis  artery,  and  the  posterior  cervical  plexus  of  nerves.  By 
their  deep  surface,  with  the  Multifidus  spinae. 

The  Multifidus  Spinae  consists  of  a  number  of  fleshy  and  tendinous  fasciculi, 
which  fill  up  the  groove  on  either  side  of  the  spinous  processes  of  the  vertebrae, 
from  the  sacrum  to  the  axis.  In  the  sacral  region,  these  fasciculi  arise  from  the 
back  of  the  sacrum,  as  low  as  the  fourth  sacral  foramen,  and  from  the  aponeurosis 
of  origin  of  the  Erector  spinae;  in  the  iliac  region,  from  the  inner  surface  of  the 
posterior  superior  spine  of  the  ilium,  and  posterior  sacro-iliac  ligaments;  in  the 
lumbar  and  cervical  regions,  from  the  articular  processes;  and  in  the  dorsal  region, 
from  the  transverse  processes.     Each  fasciculus,  ascending  obliquely  upwards 
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and  inwards,  is  inserted  into  the  lamina  and  whole  length  of  the  spinous  process 
of  one  of  the  vertebrae  above.  These  fasciculi  vary  in  length:  the  most  super- 
ficial, the  longest,  pass  from  one  vertebra  to  the  third,  or  fourth  above ;  those  next 
in  order  pass  from  one  vertebra  to  the  second  or  third  above ;  whilst  the  deepest 
connect  two  contiguous  vertebrae. 

Relations.  By  its  superficial  surface,  with  the  Longissimus  dorsi,  Spinalis  dorsi, 
Semispinalis  dorsi,  and  Semispinalis  colli.  By  its  deep  surf  (tee,  with  the  laminae 
and  spinous  processes  of  the  vertebrae,  and  with  the  rotatores  spinae  in  the  dorsal 
region. 

The  Rotatores  Spina  are  found  only  in  the  dorsal  region  of  the  spine,  beneath 
the  Multifidus  spinae ;  they  are  eleven  in  number  on  each  side.  Each  muscle 
is  small  and  somewhat  quadrilateral  in  form ;  it  arises  from  the  upper  and  back 
part  of  the  transverse  process,  and  is  inserted  into  the  lower  border  and  outer 
surface  of  the  lamina  of  the  vertebra  above,  the  fibres  extending  as  far  inwards 
as  the  root  of  the  spinous  process.  The  first  is  found  between  the  first  and  second 
dorsal ;  the  last,  between  the  eleventh  and  twelfth.  Sometimes  the  number  of 
these  muscles  is  diminished  by  the  absence  of  one  or  more  from  the  upper  or 
lower  end. 

The  Supraspinales  consist  of  a  series  of  fleshy  bands,  which  lie  on  the  spinous 
processes  in  the  cervical  region  of  the  spine. 

The  Interspinals  are  short  muscular  fasciculi,  placed  in  pairs  between  the 
spinous  processes  of  the  contiguous  vertebrae.  In  the  cervical  region  they  are 
most  distinct,  and  consist  of  six  pairs,  the  first  being  situated  between  the  axis 
and  third  vertebra,  and  the  last  between  the  last  cervical  and  the  first  dorsal. 
They  are  small  narrow  bundles,  attached,  above  and  below,  to  the  apices  of  the 
spinous  processes.  In  the  dorsal  region,  they  are  found  between  the  first  and 
second  vertebrae,  and  occasionally  between  the  second  and  third;  and  below, 
between  the  eleventh  and  twelfth.  In  the  lumbar  region,  there  are  four  pairs  of 
these  muscles  in  the  intervals  between  the  five  lumbar  vertebrae.  There  is  also 
occasionally  one  in  the  interspinous  space,  between  the  last  dorsal  and  first 
lumbar,  and  between  the  fifth  lumbar  and  the  sacrum. 

The  Extensor  Coccygis  is  a  slender  muscular  fasciculus,  occasionally  present, 
which  extends  over  the  lower  part  of  the  posterior  surface  of  the  sacrum  and 
coccyx.  It  arises  by  tendinous  fibres  from  the  last  bone  of  the  sacrum,  or  first 
piece  of  the  coccyx,  and  passes  downwards  to  be  inserted  into  the  lower  part  of 
the  coccyx.  It  is  a  rudiment  of  the  Extensor  muscle  of  the  caudal  vertebrae 
which  exists  in  some  animals. 

The  Intertransversales  are  small  muscles  placed  between  the  transverse  pro- 
cesses of  the  vertebrae.  In  the  cervical  region,  they  are  most  developed,  consisting 
of  two  rounded  muscular  and  tendinous  fasciculi,  which  pass  between  the  anterior 
and  posterior  tubercles  of  the  transverse  processes  of  two  contiguous  vertebrae, 
separated  from  one  another  by  the  anterior  branch  of  a  cervical  nerve,  which 
lies  in  the  groove  between  them,  and  by  the  vertebral  artery  and  vein.  In  this 
region  there  are  seven  pairs  of  these  muscles,  the  first  being  between  the  atlas 
and  axis,  and  the  last  between  the  seventh  cervical  and  first  dorsal  vertebrae.  In 
the  dorsal  region,  they  are  at  least  developed,  consisting  chiefly  of  rounded  tendi- 
nous cords  in  the  intertransverse  spaces  of  the  upper  dorsal  vertebrae;  but 
between  the  transverse  processes  of  the  lower  three  dorsal  vertebrae,  and  the  first 
lumbar,  they  are  muscular  in  structure.  In  the  lumbar  region,  they  are  four  in 
number,  and  consist  of  a  single  muscular  layer,  which  occupies  the  entire  inter- 
space between  the  transverse  processes  of  the  lower  lumbar  vertebrae,  whilst  those 
between  the  transverse  processes  of  the  upper  lumbar  are  not  attached  to  more 
than  the  breadth  of  the  process. 

The  Rectus  Capitis  Posticus  Major  arises  by  a  pointed  tendinous  origin  from 
the  spinous  process  of  the  axis,  and,  becoming  broader  as  it  ascends,  is  inserted 
into  the  inferior  curved  line  of  its  occipital  bone  and  the  surface  of  bone  imme- 
diately below  it.     As  the  muscles  of  the  two  sides  ascend  upwards  and  outwards, 


384  MUSCLES  AND  FASCIAE. 

they  leave  between  them  a  triangular  space,  in  which  are  seen  the  Eecti  capitis 
postici  minores  muscles. 

Relations.  By  its  superficial  surface,  with  the  Complexus,  and,  at  its  insertion, 
with  the  Superior  oblique.  By  its  deep  surface,  with  the  posterior  arch  of  the 
atlas,  the  posterior  occipito-atloid  ligament,  and  part  of  the  occipital  bone. 

The  Rectus  Capitis  Posticus  Minor,  the  smallest  of  the  four  muscles  in  this 
region,  is  of  a  triangular  shape  ;  it  arises  by  a  narrow  pointed  tendon  from  the 
tubercle  on  the  posterior  arch  of  the  atlas,  and,  becoming  broader  as  it  ascends, 
is  inserted  into  the  rough  surface  beneath  the  inferior  curved  line,  nearly  as  far 
as  the  foramen  magnum,  nearer  to  the  middle  line  than  the  preceding. 

Relations.  By  its  superficial  surf ace  with  the  Complexus.  By  its  deep  surface, 
with  the  posterior  occipito-atloid  ligament. 

The  Obliquus  Capitis  Inferior,  the  larger  of  the  two  oblique  muscles,  arises 
from  the  apex  of  the  spinous  process  of  the  axis,  and  passes  almost  horizontally 
outwards,  to  be  inserted  into  the  apex  of  the  transverse  process  of  the  atlas. 

Relations.  By  its  superficial  surface  with  the  Complexus,  and  with  the  posterior 
branch  of  the  second  cervical  nerve  which  crosses  it.  By  its  deep  surface,  with 
the  vertebral  artery,  and  posterior  atlo-axoid  ligament. 

The  Obliquus  Capitis  Superior,  narrow  below,  wide  and  expanded  above,  arises 
by  tendinous  fibres  from  the  upper  part  of  the  transverse  process  of  the  atlas, 
joining  with  the  insertion  of  the  preceding,  and,  passing  obliquely  upwards  and 
inwards,  is  inserted  into  the  occipital  bone,  between  the  two  curved  lines,  external 
to  the  Complexus.  Between  the  two  Oblique  muscles  and  the  Beet  us  posticus 
major  a  triangular  interval  exists,  in  which  are  seen  the  vertebral  artery,  and  the 
posterior  branch  of  the  suboccipital  nerve. 

Relations.  By  its  superficial  surface,  with  the  Complexus  and  Trachelo-mastoid. 
By  its  deep  surface,  with  the  posterior  occipito-atloid  ligament. 

Nerves.  The  Semispinalis  dorsi  and  Kotatores  spinae  are  supplied  by  the 
internal  posterior  branches  of  the  dorsal  nerves;  the  Semispinalis  colli,  Supra- 
spinales,  and  Interspinals,  by  the  internal  posterior  branches  of  the  cervical 
nerves;  the  Intertransversales,  by  the  internal  posterior  branches  of  the  cervical, 
dorsal,  and  lumbar  nerves ;  the  Multifidus  spinae,  by  the  same,  with  the  addition 
of  the  internal  posterior  branches  of  the  sacral  nerves.  The  Eecti  and  Obliqui 
muscles  are  all  supplied  by  the  suboccipital  and  great  occipital  nerves. 

Actions.  The  Erector  spinae,  comprising  the  Sacro-lumbalis,  with  its  accessory 
muscles,  the  Longissimus  dorsi  and  Spinalis  dorsi,  serves,  as  its  name  implies, 
to  maintain  the  spine  in  the  erect  posture ;  it  also  serves  to  bend  the  trunk 
backwards  when  it  is  required  to  counterbalance  the  influence  of  any  weight  at 
the  front  of  the  body,  as,  for  instance,  when  a  heavy  weight  is  suspended  from 
the  neck,  or  when  there  is  any  great  abdominal  development,  as  in  pregnancy 
or  dropsy ;  the  peculiar  gait  under  such  circumstances  depends  upon  the  spine 
being  drawn  backwards,  by  the  counterbalancing  action  of  the  Erector  spine 
muscles.  The  muscles  which  form  the  continuation  of  the  Erector  spinas  up- 
wards steady  the  head  and  neck,  and  fix  them  in  the  upright  position.  If  the 
Sacro-lumbalis  and  Longissimus  dorsi  of  one  side  act,  they  serve  to  draw  down 
the  chest  and  spine  to  the  corresponding  side.  The  Cervicalis  ascendens,  taking 
its  fixed  point  from  the  cervical  vertebrae,  elevates  those  ribs  to  which  it  is 
attached.  The  Multifidus  spinae  acts  successively  upon  the  different  parts  of 
the  spine ;  thus,  the  sacrum  furnishes  a  fixed  point  from  which  the  fasciculi  of 
this  muscle  act  upon  the  lumbar  region;  these  then  become  the  fixed  points  for 
the  fasciculi  moving  the  dorsal  region,  and  so  on  throughout  the  entire  length 
of  the  spine;  it  is  by  the  successive  contraction  and  relaxation  of  the  separate 
fasciculi  of  this  and  other  muscles,  that  the  spine  preserves  the  erect  posture 
without  the  fatigue  that  would  necessarily  have  been  produced,  had  this  position 
been  maintained  by  the  action  of  a  single  muscle.  The  Multifidus  spina?,  besides 
preserving  the  erect  position  of  the  spine,  serves  to  rotate  it,  so  tnat  the  front 
of  the  trunk  is  turned  to  the  side  opposite  to  that  from  which  the  muscle  acts, 
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this  muscle  being  assisted  in  its  action  by  the  Obliquus  externus  abdominis. 
The  Complexi,  the  analogues  of  the  Multifidus  spin®  in  the  neck,  draw  the  head 
directly  backward ;  if  one  muscle  acts,  it  draws  the  head  to  one  side,  and  rotates 
it  so  that  the  face  is  turned  to  the  opposite  side.  The  Eectus  capitis  posticus 
minor  and  the  Obliquus  superior  draw  the  head  backwards ;  and  the  latter,  from 
the  obliquity  in  the  direction  of  its  fibres,  may  turn  the  face  to  the  opposite  side. 
The  Eectus  capitis  posticus  major  and  the  Obliquus  inferior  rotate  the  atlas, 
and,  with  it,  the  cranium  round  the  odontoid  process,  and  turn  the  face  to  the 
same  side. 

Muscles  of  the  Abdomen. 


The  Muscles  in  this  region  are,  the 
Obliquus  Extemus. 
Obliquus  Internets. 
Transversalis. 


Eectus. 
Pyramidalis. 
Quadratus  Lumborum. 


Fig.  259. — Dissection  of  Abdomen. 


Dissection  (Fig.  259).  To  dissect  the  abdominal  muscles,  make  a  vertical  incision  from  the 
ensiform  cartilage  to  the  pubes,  a  second  incision  from  the  umbilicus  obliquely  upwards  and  out- 
wards to  the  outer  surface  of  the  chest,  as  high  as  the  lower  border  of  the  filth  or  sixth  rib,  and 
a  third,  commencing  midway  between  the  umbilicus  and  pubes,  transversely  outwards  to  the  ante- 
rior superior  iliac  spine,  and  aloug  the  crest  of  the  ilium  as  far  as  its  posterior  third.  Then 
reflect  the  three  flaps  included  between  these  incisions  from  within  outwards,  in  the  line  of  direc- 
tion of  the  muscular  fibres.  If  necessary,  the  abdominal  muscles  may  be  made  tense  by  inflating 
the  peritoneal  cavity  through  the  umbilicus. 

The  External  or  Descending  Oblique  Muscle  (Fig.  260)  is  situated  on  the  side 
and  fore  part  of  the  abdomen ;  being  the  largest  and  the  most  superficial  of  the 
three  flat  muscles  in  this  region.  It  is  broad,  thin,  and  irregularly  quadrilateral, 
its  muscular  portion  occupying  the  side,  its  aponeurosis  the  anterior  wall  of  the 
abdomen.  It  arises,  by  eight  fleshy  digitationo,  from  the  external  surface  and 
lower  borders  of  the  eight  inferior  ribs ;  these  digitations  are  arranged  in  an  ob- 
lique line  running  downwards  and  backwards ;  the  upper  ones  being  attached 
close  to  the  cartilages  of  the  corresponding  ribs ; 
the  lowest,  to  the  apex  of  the  cartilage  of  the 
last  rib;  the  intermediate  ones,  to  the  ribs  at 
some  distance  from  their  cartilages.  The  five 
superior  serrations  increase  in.  size  from  above 
downwards,  and  are  received  between  corre- 
sponding processes  of  the  Serratus  magnus ;  the 
three  lower  ones  diminish  in  size  from  above 
downwards,  receiving  between  them  correspond- 
ing processes  from  the  Latissimus  dorsi.  From 
these  attachments,  the  fleshy  fibres  proceed  in 
various  directions.  Those  from  the  lowest  ribs 
pass  nearly  vertically  downwards,  to  be  inserted 
into  the  anterior  half  of  the  outer  lip  of  the 
crest  of  the  ilium ;  the  middle  and  upper  fibres, 
directed  downwards  and  forwards,  terminate  in 
tendinous  fibres,  which  spread  out  into  a  broad 
aponeurosis.  This  aponeurosis,  joined  with  that 
of  the  opposite  muscle  along  the  median  line, 
covers  the  whole  of  the  front  of  the  abdomen ; 
above,  it  is  connected  with  the  lower  border  of 
the  Pectoralis  major ;  below,  its  fibres  are 
closely  aggregated  together,  and  extend  obliquely 
across  from  the  anterior  superior  spine  of  the 
ilium  to  the  spine  of  the  os  pubis  and  the  linea 
ilio-pectinea.  In  the  median  line,  it  interlaces  with  the  aponeurosis  of  the  oppo- 
site muscle,  forming  the  linea  alba,  and  extends  from  the  ensiform  cartilage  to 
the  symphysis  pubis. 
25 
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That  portion  of  the  aponeurosis  which  extends  between  the  anterior  superior 
spine  of  the  ilium  and  the  spine  of  the  os  pubis,  is  a  broad  band,  folded  inwards, 
and  continuous  below  with  the  fascia  lata;  it  is  called  Poupart's  ligament.  The 
portion  which  is  reflected  from  Poupart's  ligament  into  the  pectineal  line  is 
called  Qimbernafs  ligament.1  From  the  point  of  attachment  of  the  latter  to  the 
pectineal  line,  a  few  fibres  pass  upwards  and  inwards,  behind  the  inner  pillar 
of  the  ring,  to  the  linea  alba.  They  diverge  as  they  ascend,  and  form  a  thin, 
triangular,  fibrous  band,  which  is  called  the  triangular  ligament. 

Fig.  260.— The  External  Oblique  Muscle. 


In  the  aponeurosis  of  the  External  oblique,  immediately  above  the  crest  of 
the  os  pubis,  is  a  triangular  opening,  the  external  ahdominal  ring,  formed  by  a 
separation  of  the  fibres  of  the  aponeurosis  in  this  situation:  it  Berves  for  the 
transmission  of  the  spermatic  cord  in  the  male,  and  the  round  ligament  in  the 
female.     This  opening  is  directed  obliquely  upwards  and  outwards,  and  coire- 
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sponds  with  the  course  of  the  fibres  of  the  aponeurosis.  It  is  bounded,  below, 
by  the  crest  of  the  os  pubis;  above,  by  some  curved  fibres,  which  pass  across 
the  aponeurosis  at  the  upper  angle  of  the  ring,  so  as  to  increase  its  strength ; 
and,  on  either  side,  by  the  margins  of  the  aponeurosis,  which  are  called  the 
pillars  of  the  ring.  Of  these,  the  external,  which  is,  at  the  same  time,  inferior, 
from  the  obliquity  of  its  direction,  is  inserted  into  the  spine  of  the  os  pubis. 
The  internal,  or  superior  pillar,  is  attached  to  the  front  of  the  pubes  and 
symphysis  pubis,  and  interlaces  with  the  corresponding  fibres  of  the  opposite 
muscle,  the  fibres  of  the  right  muscle  being  superficial.  To  the  margins  of  the 
pillars  of  the  external  abdominal  ring  is  attached  an  exceedingly  thin  and 
delicate  fascia,  which  is  prolonged  down  over  the  outer  surface  of  the  cord  and 
testis.  This  has  received  the  name  of  intercolumnar  fascia,  from  its  attachment 
to  the  pillars  of  the  ring.  It  is  also  called  the  external  spermatic  fascia,  from 
being  the  most  external  of  the  fasciae  which  cover  the  spermatic  cord. 

Relations.  By  its  external  or  superficial  surface,  with  the  superficial  fascia, 
superficial  epigastric  and  circumflex  iliac  vessels,  and  some  cutaneous  nerves. 
By  its  internal  or  deep  surface,  with  the  Internal  oblique,  the  lower  part  of  the 
eight  inferior  ribs,  and  Intercostal  muscles,  cremaster,  the  spermatic  cord  in  the 
male,  and  round  ligament  in  the  female.  Its  posterior  border  is  occasionally 
overlapped  by  the  Latissimus  dorsi ;  sometimes  an  interval  exists  between  the 
two  muscles,  in  which  is  seen  a  portion  of  the  Internal  oblique. 

Dissection.  Detach  the  External  oblique  by  dividing  it  across,  just  in  front  of  its  attachment 
to  the  ribs,  as  far  as  its  posterior  border,  and  separating  it  below  from  the  crest  of  the  ilium  as 
far  as  the  spine;  then  separate  the  muscle  carefully  from  the  Internal  oblique,  which  lies  beneath, 
and  turn  it  towards  the  opposite  side. 

The  Internal  or  Ascending  Oblique  Muscle  (Fig.  261),  thinner  and  smaller  than 
the  preceding,  beneath  which  it  lies,  is  of  an  irregularly  quadrilateral  form,  and 
situated  at  the  side  and  fore  part  of  the  abdomen.  It  arises,  by  fleshy  fibres, 
from  the  outer  half  of  Poupart's  ligament,  being  attached  to  the  groove  on  its 
upper  surface;  from  the  anterior  two- thirds  of  the  middle  lip  of  the  crest  of  the 
ilium,  and  from  the  lumbar  fascia.  From  this  origin,  the  fibres  diverge :  those 
from  Poupart's  ligament,  few  in  number  and  paler  in  color  than  the  rest,  arch 
downwards  and  inwards  across  the  spermatic  cord,  to  be  inserted,  conjointly  with 
those  of  the  Transversalis,  into  the  crest  of  the  os  pubis  and  pectineal  line,  to  the 
extent  of  half  an  inch,  forming  what  is  known  as  the  conjoined  tendon  of  the 
Internal  oblique  and  Transversalis ;  those  from  the  anterior  superior  iliac  spine 
are  horizontal  in  their  direction ;  whilst  those  which  arise  from  the  fore  part  of 
the  crest  of  the  ilium  pass  obliquely  upwards  and  inwards,  and  terminate  in  an 
aponeurosis,  which  is  continued  forwards  to  the  linea  alba ;  the  most  posterior 
fibres  ascend  almost  vertically  upwards,  to  be  inserted  into  the  lower  borders  of 
the  cartilages  of  the  four  lower  ribs,  being  continuous  with  the  Internal  Inter- 
costal muscles. 

The  conjoined  tendon  of  the  Internal  oblique  and  Transversalis  is  inserted 
into  the  crest  of  the  os  pubis  and  pectineal  line,  immediately  behind  the  external 
abdominal  ring,  serving  to  protect  what  would  otherwise  be  a  weak  point  in  the 
abdomen.  Sometimes  this  tendon  is  sufficient  to  resist  the  pressure  from  within, 
and  is  carried  forward  in  front  of  the  protrusion  through  the  external  ring,  form- 
ing one  of  the  coverings  of  direct  inguinal  hernia. 

The  aponeurosis  of  the  Internal  oblique  is  continued  forward  to  the  middle 
line  of  the  abdomen,  where  it  joins  with  the  aponeurosis  of  the  opposite  muscle 
at  the  linea  alba,  and  extends  from  the  margin  of  the  thorax  to  the  pubes.  At 
the  outer  margin  of  the  Rectus  muscles,  this  aponeurosis,  for  the  upper  three- 
fourths  of  its  extent,  divides  into  two  lamellae,  which  pass,  one  in  front  and  the 
other  behind  the  muscle,  inclosing  it  in  a  kind  of  sheath,  and  reuniting  on  its 
inner  border  at  the  linea  alba ;  the  anterior  layer  is  blended  with  the  aponeu- 
rosis of  the  External  oblique  muscle;  the  posterior  la}'er  with  that  of  the  Trans- 
versalis. Along  the  lower  fourth,  the  aponeurosis  passes  altogether  in  front  of 
the  Rectus  without  any  separation. 
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Relations.  By  its  external  surface,  with  the  External  oblique,  LatissimuH  dorsi, 
spermatic  cord,  and  external  Ting.  By  its  internal  surface,  with  the  Transversalis 
muscle,  fascia  transversalis,  internal  ring,  and  spermatic  cord.  Its  lower  border 
forms  the  upper  boundary  of  the  spermatic  canal. 

Fig.  261.— The  Internal  Oblique  Muscle. 


Diweetion.  Detach  the  Infernal  ohliqne  in  order  to  expose  the  Transversalis  beneath.  This 
ma;  be  effected  by  dividing  the  muscle,  above,  at  its  attachment  to  the  ribs;  below,  at  its  con- 
nection with  Poupart's  ligament  and  the  crest  of  the  ilium  ;  and  behind,  by  a  vertical  incision 
eitending  from  the  lost  rib  to  the  crest  of  the  ilium.  The  muscle  should  previously  be  made 
tense  by  drawing  upon  it  with  the  fingers  of  the  left  hand,  and  if  its  division  is  carefully  effected, 
the  cellular  interval  between  it  and  the  'I 'runs  versa  lis,  as  well  as  the  direction  of  the  fibres  of  the 
latter  muscle,  will  afford  a  clear  guide  to  their  separation  ;  along  the  crest  of  the  ilium  the  cir- 
cumflex iliac  vessels  are  interposed  between  them,  and  form  an  important  guide  in  separating 
them.     The  muscle  should  then  be  thrown  forwards  towards  the  linen  alba. 

The  Transversalis  muscle  (Fig.  262),  so  called  from  the  direction  of  its  fibres, 
is  the  most  internal  flat  muscle  of  the  abdomen,  being  placed  immediately 
beneath  the  Internal  oblique.  It  arises  by  fleshy  fibres  from  the  outer  third  of 
Poupart's  ligament,  from  the  inner  lip  of  the  crest  of  the  ilium,  its  anterior 
three-fourths,  from  the  inner  surface  of  the  cartilages  of  the  six  lower  ribs, 
interdigitating  with  the  Diaphragm,  and  by  a  broad  aponeurosis  from  the 
spinous  and  transverse  processes*  of  the  lumbar  vertebra.  The  lower  fibres 
curve  downwards,  and  are  inserted,  together  with  those  of  the  Internal  oblique, 
into  the  crest  of  the  os  pubis  and  pectineal  line,  forming  what  was  described 
above  as  the  conjoined  tendon  of  these  muscles.     Throughout  the  rest  of  its 
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extent  the  fibres  pass  horizontally  inwards,  and  near  the  outer  margin  of  the 
Rectus,  terminate  in  an  aponeurosis,  which  is  inserted  into  the  linea  alba;  its 
upper  three-fourths  passing  behind  the  .Rectus  muscle,  blending  with  the  poste- 
rior lamella  of  the  Internal  oblique;  its  lower  fourth  passing  in  front  of  the 
Rectus. 

Fig.  262.— The  Tnnsversuliii,  Rectus,  and  Pyramidulie  Muscles. 


Relations.  By  its  external  surface,  with  the  Internal  oblique,  the  inner  surface 
of  the  lower  ribs,  and  Internal  intercostal  muscles.  Its  inner  surface  is  lined  by 
the  fascia  transversalis,  which  separates  it  from  the  peritoneum.  Its  lower 
border  forms  the  upper  boundary  of  the  spermatic  canal. 

Lumlnr  Fascia  (Fig.  263).  The  vertebral  aponeurosis  of  the  Transversalis 
divides  into  three  layers :  an  anterior,  very  thin,  which  is  attached  to  the  front 
part  of  the  transverse  processes  of  the  lumbar  vertebra,  and,  above,  to  the 
lower  margin  of  the  last  rib,  where  it  forms  the  ligamentum  arcuatum  exter- 
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num:  a  middle  layer,  much  stronger,  which  is  attached  to  the  apices  of  the 
transverse  processes;  and  a  posterior  layer,  attached  to  the  apices  of  the  spinous 

{>rocesses.  Between  the  anterior  and  middle  layers  is  situated  the  Quadratus 
umborum ;  between  the  middle  and  posterior,  tne  Erector  spinas.  The  poste- 
rior lamella  of  this  aponeurosis  receives  the  attachment  of  the  Internal  oblique; 
it  is  also  blended  with  the  aponeurosis  of  the  Serratus  posticus  inferior  and  with 
that  of  the  Latissimus  dorsi,  forming  the  lumbar  fascia. 

Fig.  263.  -  A  Transverse  Section  of  the  Abdomen  in  the  Lumbar  Region. 


Dissection.  To  expose  the  Rectns  muscle,  open  its  sheath  by  a  vertical  incision  extending 
from  the  margin  of  the  thorax  to  the  pubes,  and  then  reflect  the  two  portions  from  the  surface 
of  the  muscle,  which  is  easily  done,  excepting  at  the  lin«  transversa,  where  so  close  an  adhesion 
exists,  that  the  greatest  care  is  requisite  in  separating  them.  Now  raise  the  outer  edge  of  the 
muscle,  in  order  to  examine  the  posterior  layer  of  the  sheath.  By  dividing  the  muscle  in  the 
centre,  and  turning  its  lower  part  downwards,  the  point  where  the  posterior  wall  of  the  sheath 
terminates  in  a  thin  curved  margin  will  be  seen. 

The  Hectics  Abdominis  is  a  long  flat  muscle,  which  extends  along  the  whole 
length  of  the  front  of  the  abdomen,  being  separated  from  its  fellow  of  the 
opposite  side  by  the  linea  alba.  It  is  much  broader  above  than  below,  and 
arises  by  two  tendons,  the  external  or  larger  being  attached  to  the  crest  of  the 
os  pubis;  the  internal,  smaller  portion,  interlacing  with  its  fellow  of  the  opposite 
side,  and  being  connected  witn  the  ligaments  covering  the  symphysis  pubis. 
The  fibres  ascend  vertically,  and  the  muscle,  becoming  broader  and  thinner  at 
its  upper  part,  is  inserted  by  three  portions  of  unequal  size  into  the  cartilages 
of  the  fifth,  sixth,  and  seventh  ribs.  Some  fibres  are  occasionally  connected 
with  the  costo-xiphoid  ligaments,  and  side  of  the  ensiform  cartilage. 

The  Rectus  muscle  is  traversed  by  a  series  of  tendinous  intersections,  which 
vary  from  two  to  five  in  number,  and  have  received  the  name  Lineae  transversae. 
One  of  these  is  usually  situated  opposite  the  umbilicus,  and  two  above  that 
point ;  of  the  latter,  one  corresponds  to  the  ensiform  cartilage,  and  the  other,  to 
the  interval  between  the  ensiform  cartilage  and  the  umbilicus ;  there  is  occa- 
sionally one  below  the  umbilicus.  These  intersections  pass  transversely  or 
obliquely  across  the  muscle  in  a  zigzag  course ;  they  rarely  extend  completely 
through  its  substance,  sometimes  pass  only  halfway  across  it,  and  are  intimately 
adherent  to  the  sheath  in  which  the  muscle  is  inclosed. 

The  Eectus  is  inclosed  in  a  sheath  (Fig.  263)  formed  by  the  aponeurosis  of  the 
Oblique  and  Transversalis  muscles,  wnich  are  arranged  in  the  following  manner. 
When  the  aponeurosis  of  the  Internal  oblique  arrives  at  the  outer  margin  of  the 
Rectus,  it  divides  into  two  lamellae,  one  of  which  passes  in  front  of  the  Rectus, 
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blending  with  the  aponeurosis  of  the  External  oblique ;  the  other,  behind  it, 
blending  with  the  aponeurosis  of  the  Transversalis :  and  these,  joining  again  at 
its  inner  border,  are  inserted  into  the  linea  alba.  This  arrangement  of  the 
fasciae  exists  along  the  upper  three-fourths  of  the  muscle :  at  the  commencement 
of  the  lower  fourth,  the  posterior  wall  of  the  sheath  terminates  in  a  thin  curved 
margin,  or  falciform  edge,  the  concavity  of  which  looks  downwards  towards  the 
pubes ;  the  aponeuroses  of  all  three  muscles  passing  in  front  of  the  Rectus  with- 
out any  separation.  The  Rectus  muscle,  in  the  situation  where  its  sheath  is 
deficient,  is  separated  from  the  peritoneum  by  the  transversalis  fascia. 

The  Pyramidalis  is  a  small  muscle,  triangular  in  shape,  placed  at  the  lower 
part  of  the  abdomen,  in  front  of  the  Rectus,  and  contained  in  the  same  sheath 
with  that  muscle.  It  arises  by  tendinous  fibres  from  the  front  of  the  os  pubis 
and  the  antsrior  pubic  ligament :  the  fleshy  portion  of  the  muscle  passes  upwards, 
diminishing  in  size  as  it  ascends,  and  terminates  by  a  pointed  extremity,  which 
is  inserted  into  the  linea  alba,  midway  between  the  umbilicus  and  the  os  pubis. 
This  muscle  is  sometimes  found  wanting  on  one  or  both  sides ;  the  lower  end  of 
the  Rectus  then  becomes  proportionately  increased  in  size.  Occasionally,  it  has 
been  found  double  on  one  side,  or  the  muscles  of  the  two  sides  are  of  unequal 
size.     Sometimes  its  length  exceeds  what  is  stated  above. 

The  Quadratus  Lumborum  (Fig.  258,  p.  380)  is  situated  in  the  lumbar  region  ; 
it  is  irregularly  quadrilateral  in  shape,  broader  below  than  above,  and  consists 
of  two  portions.  One  portion  arises  by  aponeurotic  fibres  from  the  ilio-lurabar 
ligament,  and  the  adjacent  portion  of  the  crest  of  the  ilium  for  about  two  inches, 
and  is  inserted  into  the  lower  border  of  the  last  rib,  about  half  its  length,  and 
by  four  small  tendons,  into  the  apices  of  the  transverse  processes  of  the  third, 
fourth,  and  fifth  lumbar  vertebras.  The  other  portion  of  the  muscle,  situated 
in  front  of  the  preceding,  arises  from  the  upper  borders  of  the  transverse  pro- 
cesses of  the  third,  fourth,  and  fifth  lumbar  vertebrae,  and  is  inserted  into  the 
lower  margin  of  the  last  rib.  The  Quadratus  lumborum  is  contained  in  a  sheath 
formed  by  the  anterior  and  middle  lamellae  of  the  aponeurosis  of  origin  of  the 
Transversalis. 

Relations.  Its  anterior  surface  (or  rather  the  fascia  which  covers  its  anterior 
surface)  is  in  relation  with  the  colon,  the  kidney,  the  psoas  muscle,  and  the  dia- 
phragm. Its  posterior  sheath  separates  the  Quadratus  in  front  from  the  Erector 
spinas  behind,  the  external  edge  of  the  Quadratus,  however,  overlapping  the 
Erector  spinas  to  a  slight  extent. 

Nerves.  The  abdominal  muscles  are  supplied  by  the  lower  intercostal,  ilio- 
hypogastric, and  ilio-inguinal  nerves.  The  Quadratus  lumborum  receives  fila- 
inentsT from  the  anterior  branches  of  the  lumbar  nerves. 

In  the  description  of  the  abdominal  muscles,  mention  has  frequently  been 
made  of  the  linea  alba,  lineaa  semilunares  and  linea  transversae ;  when  the  dis- 
section of  the  muscles  is  completed,  these  structures  should  be  examined. 

The  linea  alba  is  a  tendinous  raph£  or  cord  seen  along  the  middle  line  of  the 
abdomen,  extending  from  the  ensiform  cartilage  to  the  pubes.  It  is  placed 
between  the  inner  borders  of  the  Recti  muscles,  and  is  formed  by  the  blending 
of  the  aponeuroses  of  the  Oblique  and  Transversalis  muscles.  It  is  narrow 
below,  corresponding  to  the  narrow  interval  existing  between  the  Recti,  but 
broader  above,  as  these  muscles  diverge  from  one  another  in  their  ascent, 
becoming  of  considerable  breadth  after  great  distension  of  the  abdomen  from 
pregnancy  or  ascites.  It  presents  numerous  apertures  for  the  passage  of  vessels 
and  nerves ;  the  largest  of  these  is  the  umbilicus,  which  in  the  foetus  transmits 
the  umbilical  vessels,  but  in  the  adult  is  obliterated,  the  cicatrix  being  stronger 
than  the  neighboring  parts ;  hence  umbilical  hernia  occurs  in  the  adult  above 
the  umbilicus,  whilst  in  the  foetus  it  occurs  at  the  umbilicus.  The  linea  alba  is 
in  relation,  in  front,  with  the  integument,  to  which  it  is  adherent,  especially  at 
the  umbilicus ;  behind,  it  is  separated  from  the  peritoneum  by  the  transversalis 
fascia ;  and  below,  by  the  urachus,  and  the  bladder  whe^  that  organ  is  distended. 
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The  linese  semilunares  are  two  curved  tendinous  lines,  placed  one  on  each  side 
of  the  linea  alba.  Each  corresponds  with  the  outer  border  of  the  Bectus  muscle, 
extends  from  the  cartilage  of  the  eighth  rib  to  the  pubes,  and  is  formed  by  the 
aponeurosis  of  the  internal  oblique  at  its  point  of  division  to  inclose  the  Rectus, 
where  it  is  reinforced  in  front  and  behind  by  the  External  oblique  and  Trans- 
versalis. 

The  linese  transversa  are  three  or  four  narrow  transverse  lines  which  intersect 
the  Rectus  muscle  as  already  mentioned :  they  connect  the  line»  semilunares 
with  the  linea  alba. 

Actions.    The  abdominal  muscles  perform  a  threefold  action. 

When  the  pelvis  and  thorax  are  fixed,  they  compress  the  abdominal  viscera, 
by  constricting  the  cavity  of  the  abdomen,  in  which  action  they  are  materially 
assisted  by  the  descent  of  the  diaphragm.  By  these  means  the  foetus  is  expelled 
from  the  uterus,  the  feces  from  the  rectum,  the  urine  from  the  bladder,  and  its 
contents  from  the  stomach  in  vomiting. 

If  the  spine  is  fixed,  these  muscles  compress  the  lower  part  of  the  thorax, 
materially  assisting  in  expiration.  If  the  spine  is  not  fixed,  the  thorax  is  bent 
directly  forward,  when  the  muscles  of  both  sides  act,  or  to  either  side  when 
those  of  the  two  sides  act  alternately,  rotation  of  the  trunk  at  the  same  time 
taking  place  to  the  opposite  side. 

If  the  thorax  is  fixed,  these  muscles  acting  together,  draw  the  pelvis  upwards, 
as  in  climbing ;  or,  acting  singly,  they  draw  the  pelvis  upwards,  and  rotate  the 
vertebral  column  to  one  side  or  the  other.  The  Recti  muscles,  acting  from 
below,  depress  the  thorax,  and  consequently  flex  the  vertebral  column ;  when 
acting  from  above,  they  flex  the  pelvis  upon  the  vertebral  column.  The  Pyra- 
midales  are  tensors  of  the  linea  alba. 

The  Quadratus  lumborum,  by  the  portion  inserted  into  the  last  rib,  draws 
down  and  fixes  that  bone,  acting  thereby  as  a  muscle  of  forced  expiration  :  by 
the  portion  inserted  into  the  lumbar  vertebrae,  it  draws  the  spine  towards  the 
ilium,  and  thus  inclines  the  trunk  towards  its  own  side :  or,  if  the  thorax  and 
spine  be  fixed,  it  may  act  upon  the  pelvis — raising  it  towards  its  own  side  when 
only  one  muscle  is  put  in  action,  and  when  both  muscles  act  together,  either 
from  below  or  above,  they  flex  the  trunk. 

Muscles  and  Fasciae  of  the  Thorax. 

The  Muscles  exclusively  connected  with  the  bones  in  this  region  are  few  in 
number.    They  are  the 

Intercostales  Externi.  Infracostales. 

Intercostales  Interni.  Triangularis  Sterni. 

Levatores  Costarum. 

Intercostal  Fascise.  A  thin  but  firm  layer  of  fascia  covers  the  outer  surface  of 
the  External  intercostal  and  the  inner  surface  of  the  Internal  intercostal  muscles; 
and  a  third  layer,  more  delicate,  is  interposed  between  the  two  planes  of  muscular 
fibres.  These  are  the  intercostal  fesciae ;  they  are  best  marked  in  those  situations 
where  the  muscular  fibres  are  deficient,  as  between  the  External  intercostal 
muscles  and  sternum,  in  front ;  and  between  the  Internal  intercostals  and  spine, 
behind. 

The  Intercostal  Muscles  (Fig.  267)  are  two  thin  planes  of  muscular  and  tendi- 
nous structure,  placed  one  over  the  other,  filling  up  the  intercostal  spaces,  and 
being  directed  obliquely  between  the  margins  of  the  adjacent  ribs.  They  have 
received  the  name  "external"  and  "internal,"  from  the  position  they  bear  to  one 
another. 

The  External  Intercostals  are  eleven  in  number  on  each  side,  being  attached 
to  the  adjacent  margins  of  each  pair  of  ribs,  and  extending  from  the  tubercles 
of  the  ribs,  behind,  to  the  commencement  of  the  cartilages  of  the  ribs,  in  front, 
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where  they  terminate  in  a  thin  membranous  aponeurosis,  which  is  continued  for- 
wards to  the  sternum.  They  arise  from  the  outer  lip  of  the  groove  on  the  lower 
border  of  each  rib,  and  are  inserted  into  the  upper  border  of  the  rib  below. 
In  the  two  lowest  spaces  they  extend  to  the  end  of  the  ribs.  Their  fibres  are 
directed  obliquely  downwards  and  forwards,  in  a  similar  direction  with  those 
of  the  External  oblique  muscle.    They  are  thicker  than  the  Internal  intercostals. 

Relations.  By  their  outer  surface,  with  the  muscles  which  immediately  invest 
the  chest,  viz.,  the  Pectoralis  major  and  minor,  Serratus  magnus,  and  Rhom- 
boideus  major,  Serratus  posticus  superior  and  inferior,  Scalenus  posticus,  Sacro- 
lumbal, Longissimus  dorsi,  Cervicalis  ascendens,  Transversalis  colli,  Levatores 
costarum,  and  the  Obliquus  externus  abdominis.  By  their  internal  surf  ace,  with 
a  thin  layer  of  fascia,  which  separates  them  from  the  intercostal  vessels  and 
nerve,  and  the  Internal  intercostal  muscles,  and,  behind,  from  the  pleura. 

The  Internal  Intercostals,  also  eleven  in  number  on  each  side,  are  placed  on 
the  inner  surface  of  the  preceding,  commencing  anteriorly  at  the  sternum,  in 
the  interspaces  between  the  cartilages  of  the  true  ribs,  and  from  the  anterior 
extremities  of  the  cartilages  of  the  false  ribs.  They  extend  backwards  as  far 
as  the  angles  of  the  ribs ;  whence  they  are  continued  to  the  vertebral  column 
by  a  thin  aponeurosis.  They  arise  from  the  inner  lip  of  the  groove  on  the  lower 
border  of  each  rib,  as  well  as  from  the  corresponding  costal  cartilage,  and  are 
inserted  into  the  upper  border  of  the  rib  below.  Their  fibres  are  directed  ob- 
liquely downwards  and  backwards,  decussating  with  the  fibres  of  the  preceding. 

Relations.  By  their  external  surface,  with  the  External  intercostals,  and  the 
intercostal  vessels  and  nerves.  By  their  internal  surface,  with  the  Pleura  costalis, 
Triangularis  sterni,  and  Diaphragm. 

The  Intercostal  muscles  consist  of  muscular  and  tendinous  fibres,  the  latter 
being  longer  and  more  numerous  than  the  former ;  hence  the  walls  of  the  inter- 
costal spaces  possess  very  considerable  strength,  to  which  the  crossing  of  the 
muscular  fibres  materially  pontributes. 

A  muscle  or  muscular  slip  is  occasionally  found  running  more  or  less  vertically  upwards  over 
the  anterior  parts  of  the  ribs,  which  has  been  named  "  Supracostal  muscle"  by  Mr.  J.  Wood  (••  Proc. 
Royal  Soc.,"  June  15, 1865),  and  "  Rectus  thoracis"  by  Frof.  Turner  ("  Journ.  of  Anat.  and  Phys.," 
ser.  2,  No.  II.,  p.  392).  The  latter  writer  conjectures  that  it  is  homologous  with  the  prolongation 
of  the  Rectus  abdominis  muscle  to  the  thorax,  which  is  met  with  in  some  animals.  In  a  case 
figured  by  Prof.  Turner,  the  muscle  arose  by  two  heads,  one  from  the  fifth  rib  (the  breadth  of 
which  alone  separated  it  from  the  Rectus  abdominis)  and  the  other  from  the  fourtn,  and  ascended 
beneath  the  rectoralis  major  muscle  to  be  inserted  into  the  first  rib,  close  to  the  tendon  of  the 
Sobclavius  muscle. 

The  Infracostales  consist  of  muscular  and  aponeurotic  fasciculi,  which  vary  in 
number  and  length ;  they  arise  from  the  inner  surface  of  one  rib,  and  are  inserted 
into  the  inner  surface  of  the  first,  second,  or  third  rib  below.  Their  direction 
is  most  usually  oblique,  like  the  Internal  intercostals.  They  are  most  frequent 
between  the  lower  ribs. 

The  Triangularis  Sterni  is  a  thin  plane  of  muscular  and  tendinous  fibres, 
situated  upon  the  inner  wall  of  the  front  of  the  chest.  It  arises  from  the  lower 
part  of  the  side  of  the  sternum,  from  the  inner  surface  of  the  ensiform  cartilage, 
and  from  the  sternal  ends  of  the  costal  cartilages  of  the  three  or  four  lower  true 
ribs.  Its  fibres  diverge  upwards  and  outwards,  to  be  inserted  by  fleshy  digita- 
tions  into  the  lower  border  and  inner  surfaces  of  the  costal  cartilages  of  the 
second,  third,  fourth,  and  fifth  ribs.  The  lowest  fibres  of  this  muscle  are  hori- 
zontal in  their  direction,  and  are  continuous  with  those  of  the  Transversalis ; 
those  which  succeed  are  oblicjue,  whilst  the  superior  fibres  arc  almost  vertical. 
This  muscle  varies  much  in  its  attachment,  not  only  in  different  bodies,  but  on 
opposite  sides  of  the  same  body. 

Relations.  In  front,  with  the  sternum,  ensiform  cartilage,  costal  cartilages, 
Internal  intercostal  muscles,  and  internal  mammary  vessels.  Behind,  with  the 
pleura,  pericardium,  and  anterior  mediastinum. 

The  Levatores  Costarum  (Fig.  258),  twelve  in  number  on  each  side,  are  small 
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tendinous  and  fleshy  bundles,  which  arise  from  the  extremities  of  the  transverse 
processes  of  the  dorsal  vertebrae,  and  passing  obliquely  downwards  and  out- 
wards, are  inserted  into  the  upper  rough  surface  of  the  rib  below  them,  between 
the  tubercle  and  the  angle.    That  for  the  first  rib  arises  from  the  transverse 

Srocess  of  the  last  cervical  vertebra,  and  that  for  the  last  from  the  eleventh 
orsal.  The  Inferior  levatores  divide  into  two  fasciculi,  one  of  which  is  inserted 
as  above  described ;  the  other  fasciculus  passes  down  to  the  second  rib  below  its 
origin;  thus,  each  of  the  lower  ribs  receives  fibres  from  the  transverse  processes 
of  two  vertebrae. 

Nerves.  The  muscles  of  this  group  are  supplied  by  the  intercostal  nerves. 
Actions.  The  Intercostals  are  the  chief  agents  in  the  movement  of  the  ribs  in 
ordinary  respiration.  The  External  intercostals  raise  the  ribs,  especially  their 
fore  part,  and  so  increase  the  capacity  of  the  chest  from  before  backwards ;  at 
the  same  time  they  evert  their  lower  borders,  and  so  enlarge  the  thoracic 
cavity  transversely.  The  Internal  intercostals,  at  the  side  of  the  thorax,  depress 
the  ribs,  and  invert  their  lower  borders,  and  so  diminish  the  thoracic  cavity ; 
but  at  the  fore  part  of  the  chest  these  muscles  assist  the  External  intercostals  in 
raising  the  cartilages.1  The  Levatores  costarum  assist  the  External  intercostals 
in  raising  the  ribs.  The  Triangularis  sterni  draws  down  the  costal  cartilages; 
it  is  therefore  an  expiratory  muscle. 

Muscles  of  Inspiration  and  Expiration.  The  muscles  which  assist  the  action 
of  the  Diaphragm  in  inspiration  are  the  Intercostals  and  the  Levatores  costarum 
as  above  stated,  the  Scaleni,  the  Serratus  posticus  superior,  and  to  a  slight  extent 
the  Subclavius.  When  the  need  for  more  forcible  action  exists,  the  shoulders 
and  the  base  of  the  scapula  are  fixed,  and  then  the  powerful  muscles  of  forced 
inspiration  come  into  play ;  the  chief  of  these  are  the  Serratus  magnus,  Latis- 
simus  dorsi,  and  the  Pcctorales,  particularly  the  Pectoralis  minor.  The  Sterno- 
mastoid  also,  when  the  head  is  fixed,  assists  in  forced  inspiration,  by  drawing  up 
the  sternum,  and  by  fixing  the  clavicle,  and  thus  affording  a  fixed  point  for  the 
action  of  the  muscles  of  the  chest. 

The  ordinary  action  of  expiration  is  merely  passive,  the  resilience  of  the  ribs 
and  the  elasticity  of  the  lungs  being  sufficient  to  produce  it.  This  causes  the 
ascent  of  the  abdominal  viscera  covered  by  the  Diaphragm.  Forced  expiratory 
actions  are  performed  mainly  by  the  flat  muscles  (Obliqui  and  Transversalis) 
of  the  abdomen,  assisted  also  by  the  Eectus.  Other  muscles  of  forced  expiration 
are  the  Internal  intercostals  and  Triangularis  sterni  (as  above  mentioned),  the 
Serratus  posticus  inferior,  the  Quadratus  lumborum,  and  the  Sacro-lumbalis. 

Diaphragmatic  Region. 

Diaphragm. 

The  Diaphragm  (8ia>poy/io,  a  partition  wall)  (Fig.  264)isathinmusculo-fibrous 
septum,  placed  obliquely  at  the  junction  of  the  upper  with  the  middle  third  of 
the  trunk,  and  separating  the  thorax  from  the  abdomen,  forming  the  floor  of  the 
former  cavity  and  the  roof  of  the  latter.  It  is  elliptical,  its  longest  diameter  being 
from  side  to  side,  somewhat  fan-shaped,  the  broad  elliptical  portion  being  hor- 

1  The  view  of  the  action  of  the  Intercostal  muscles  given  in  the  text  is  that  which  is  taught  by 
Hutchinson  (•'  Cyel.  of  Anat.  and  Phys.,"  art.  Thorax),  and  is  usually  adopted  in  our  schools.  It 
is,  however,  much  disputed.  Hambergcr  believed  that  the  External  intercostals  act  as  elevators 
of  the  ribs,  or  muscles  of  inspiration,  while  the  Internal  act  in  expiration.  Haller  taught  that 
both  sets  of  muscles  act  in  common — viz..  as  muscles  of  inspiration — and  this  view  is  adopted  by 
many  of  the  best  anatomists  of  the  Continent,  and  appears  supported  by  many  observations  mode 
on  the  human  subject  under  various  conditions  of  disease,  and  on  living  animals  in  whom  the 
muscles  have  been  exposed  under  chloroform.  The  reader  may  consult  an  interesting  paper  by 
Dr.  Cleland,  in  the  "  Journal  of  Anat.  and  Phys.,"  No.  II..  May,  1867,  p.  209,  "  On  the  Hutchin- 
snninn  Theory  of  the  Action  of  the  Intercostal  Muscles,"  who  refers  also  to  Henle,  Luschka, 
Budge,  and  Baumler.  "  Ob<ervat'ons  on  the  Action  of  the  Intercostal  Muscles,"  Erlangen,  1860. 
(In  "  New  Syd.  8oc.'s  Ycar-Book  for  1861,"  p.  69.) 
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zontal,  the  narrow  part,  which  represents  the  handle  of  the  fan,  vertical,  and 
joined  at  right  angles  to  the  former.  It  is  from  this  circumstance  that  some 
anatomists  describe  it  as  consisting  of  two  portions,  the  upper  or  great  muscle 
of  the  Diaphragm,  and  the  lower  or  lesser  muscle.  It  arises  from  the  whole  of 
the  internal  circumference  of  the  thorax,  being  attached,  in  front,  by  fleshy  fibres 
to  the  ensiform  cartilage ;  on  either  side,  to  the  inner  surface  of  the  cartilages 

Fig.  264.— The  Diaphragm.     Under  Surface. 


and  bony  portions  of  the  six  or  seven  inferior  ribs,  interdigitating  with  the  Trans- 
versalis ;  and  behind,  to  two  aponeurotic  arches,  named  the  ligamentum  arcuatum 
externum  and  internum,  and  to  the  lumbar  vertcbrre.  The  fibres  from  these 
sources  vary  in  length ;  those  arising  from  the  ensiform  appendix  are  very  short 
and  occasionally  aponeurotic;  those  from  the  ligamenta  arcuata,  and  more  espe- 
cially those  from  the  ribs  at  the  side  of  the  chest,  are  longer,  describe  well-marked 
curves  as  they  ascend,  and  finally  converge  to  be  inserted  into  the  circumference 
of  the  central  tendon.  Between  the  sides  of  the  muscular  slip  from  the  ensiform 
appendix  and  the  cartilages  of  the  adjoining  ribs,  the  fibres  of  the  Diaphragm  are 
deficient,  the  interval  being  filled  by  areolar  tissue,  covered  on  the  thoracic  side 
by  the  pleurae;  on  the  abdominal, 'by  the  peritoneum.  This  is,  consequently, 
a  weak  point,  and  a  portion  of  the  contents  of  the  abdomen  may  protrude  into 
ihe  chest,  forming  phrenic  or  diaphragmatic  hernia,  or  a  collection  of  pus  in  the 
mediastinum  may  descend  through  it,  so  as  to  point  at  the  epigastrium. 

The  ligamentum  nrcnatum  internum  is  a  tendinous  arch,  thrown  across  the 
upper  part  of  the  Psoas  magnus  muscle,  on  each  side  of  the  spine.  It  is  con- 
nected, by  one  end,  to  the  outer  side  of  the  body  of  the  first,  and  occasionally  the 
second  lumbar  vertebra,  being  continuous  with'the  outer  side  of  the  tendon  of  the 
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corresponding  cms;  and,  by  the  other  end,  to  the  front  of  the  transverse  process 
of  the  second  lumbar  vertebra. 

The  ligamentum  arcuatum  externum  is  the  thickened  upper  margin  of  the 
anterior  lamella  of  the  transversalis  fascia ;  it  arches  across  the  upper  part  of 
the  Quadratus  lumborum,  being  attached,  by  one  extremity,  to  the  front  of  the 
transverse  process  of  the  second  lumbar  vertebra :  and,  by  the  other,  to  the  apex 
and  lower  margin  of  the  last  rib. 

To  the  spine  the  Diaphragm  is  connected  by  two  crura,  which  are  situated  on 
the  bodies  of  the  lumbar  vertebra,  on  each  side  of  the  aorta.  The  crura,  at  their 
origin,  are  tendinous  in  structure;  the  right  crus,  larger  and  longer  than  the  left, 
arising  from  the  anterior  surface  of  the  bodies  and  intervertebral  substances  of 
the  second,  third,  and  fourth  lumbar  vertebrae ;  the  left,  from  the  second  and 
third ;  both  blending  with  the  anterior  common  ligament  of  the  spine.  A  tendi- 
nous arch  is  thrown  across  the  front  of  the  vertebral  column,  from  the  tendon  of 
one  crus  to  that  of  the  other,  beneath  which  pass  the  aorta,  vena  azygos  major, 
and  thoracic  duct.  The  tendons  terminate  in  two  large  fleshy  bellies,  which, with 
the  tendinous  portions  above  alluded  to,  are  called  the  crura  or  pillars  of  the  dia- 
phragm. The  outer  fasciculi  of  the  two  crura  are  directed  upwards  and  outwards 
to  the  central  tendon ;  but  the  inner  fasciculi  decussate  in  front  of  the  aorta,  and 
then  diverge,  so  as  to  surround  the  oesophagus  before  ending  in  the  central  tendon. 
The  anterior  and  larger  of  these  fasciculi  is  formed  by  the  right  crus. 

The  Central  or  Cordiform  Tendon  of  the  Diaphragm  is  a  thin  tendinous  apo- 
neurosis, situated  at  the  centre  of  the  vault  formed  by  the  muscle,  immediately 
below  the  pericardium,  with  which  its  circumference  is  blended.  It  is  shaped 
somewhat  like  a  trefoil  leaf,  consisting  of  three  divisions,  or  leaflets,  separated 
from  one  another  by  slight  indentations.  The  right  leaflet  is  the  largest;  the 
middle  one,  directed  towards  the  ensiform  cartilage,  the  next  in  size ;  and  the  left, 
the  smallest.  In  structure,  the  tendon  is  composed  of  several  planes  of  fibres, 
which  intersect  one  another  at  various  angles,  and  unite  into  straight  or  curved 
bundles — an  arrangement  which  affords  it  additional  strength. 

The  Openings  connected  with  the  Diaphragm  are  three  large  and  several 
smaller  apertures.  The  former  are  the  aortic,  the  oesophageal,  and  the  opening 
for  the  vena  cava. 

The  aortic  opening  is  the  lowest  and  most  posterior  of  the  three  large  apertures 
connected  with  this  muscle.  It  is  situated  in  the  middle  line,  immediately  in 
front  of  the  bodies  of  the  vertebrae ;  and  is,  therefore,  behind  the  Diaphragm, 
not  in  it.  It  is  an  osseo-aponeurotic  aperture,  formed  by  a  tendinous  arch  thrown 
across  the  front  of  the  boaies  of  the  vertebrae,  from  the  crus  on  one  side  to  that 
on  the  other,  and  transmits  the  aorta,  vena  azygos  major,  thoracic  duct,  and  occa- 
sionally the  left  sympathetic  nerve. 

The  oesophageal  opening,  elliptical  in  form,  muscular  in  structure,  and  formed 
by  the  two  crura,  is  placed  above,  and,  at  the  same  time,  anterior,  and  a  little  to 
the  left  of  the  preceding.  It  transmits  the  oesophagus  and  pneumogastric  nerves. 
The  anterior  margin  of  this  aperture  is  occasionally  tendinous,  being  formed  by 
the  margin  of  the  central  tendon. 

The  opening  for  the  vena  cava  is  the  highest;  it  is  quadrilateral  in  form,  ten- 
dinous in  structure,  and  placed  at  the  junction  of  the  right  and  middle  leaflets  of 
the  central  tendon,  its  margins  being  bounded  by  four  bundles  of  tendinous  fibres, 
which  meet  at  right  angles. 

The  right  crus  transmits  the  sympathetic  and  the  greater  and  lesser  splanchnic 
nerves  of  the  right  side;  the  left  crus,  the  greater  and  lesser  splanchnic  nerves 
of  the  left  side,  and  the  vena  azygos  minor. 

The  Serous  Membranes  in  relation  with  the  Diaphragm,  are  four  in  number : 
three  lining  its  upper  or  thoracic  surface;  one  its  abdominal.  The  three  serous 
membranes  on  its  upper  surface  are  the  pleura  on  either  side,  and  the  serous 
layer  of  the  pericardium,  which  covers  the  middle  portion  of  the  tendinous 
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centre.  The  serous  membrane  covering  its  under  surface  is  a  portion  of  the 
general  peritoneal  membrane  of  the  abdominal  cavity. 

The  Diaphragm  is  arched,  being  convex  towards  the  chest,  and  concave  to 
the  abdomen.  The  right  portion  forms  a  complete  arch  from  before  backwards, 
being  accurately  moulded  over  the  convex  surface  of  the  liver,  and  having  rested 
upon  it  the  concave  base  of  the  right  wing.  The  left  portion  is  arched  from 
before  backwards  in  a  similar  manner;  but  the  arch  is  narrower  in  front,  being 
encroached  upon  by  the  pericardium,  and  lower  than  the  right,  at  its  summit, 
by  about  three-quarters  of  an  inch.  It  supports  the  base  of  the  left  lung,  and 
covers  the  great  end  of  the  stomach,  the  spleen  and  left  kidney.  The  central 
portion,  which  supports  the  heart,  is  higher,  in  front  at  the  sternum,  and  behind 
at  the  vertebrae,  than  the  lateral  portions ;  the  reverse  is  the  case  in  the  parts 
further  removed  from  the  surface  of  the  body. 

The  height  of  the  Diaphragm  is  constantly  varying  during  respiration,  the 
muscle  being  carried  upwards  or  downwards  from  the  average  level;  its  height 
also  varies  according  to  the  degree  of  distension  of  the  stomach  and  intestines, 
and  the  size  of  the  liver.  After  a  forced  expiration,  the  right  arch  is  on  a  level, 
in  front,  with  the  fourth  costal  cartilage ;  at  the  side,  with  the  fifth,  sixth,  and 
seventh  ribs;  and  behind,  with  the  eighth  rib;  the  left  arch  being  usually  from 
one  to  two  ribs'  breadth  below  the  level  of  the  right  one.  In  a  forced  inspira- 
tion, it  descends  from  one  to  two  inches;  its  slope  would  then  be  represented 
by  a  line  drawn  from  the  ensiform  cartilage  towards  the  tenth  rib. 

Nerves.    The  Diaphragm  is  supplied  by  the  phrenic  nerves. 

Actions.  The  action  of  the  Diaphragm  modifies  considerably  the  size  of  the 
chest  and  the  position  of  the  thoracic  and  abdominal  viscera.  During  a  forced 
inspiration,  the  cavity  of  the  thorax  is  enlarged  in  the  vertical  direction  from 
two  to  three  inches,  partly  by  the  ascent  of  the  walls  of  the  chest,  partly  by  the 
descent  of  the  Diaphragm.  The  chest,  consequently,  encroaches  upon  the 
abdomen:  the  lungs  are  expanded,  and  lowered,  in  relation  with  tne  ribs, 
nearly  two  inches;  the  heart  being  drawn  down  about  an  inch  and  a  half;  the 
descent  of  the  latter  organ  taking  place  indirectly  through  the  medium  of  its 
connection  with  the  lungs,  as  well  as  directly  by  means  of  the  central  tendon 
to  which  the  pericardium  is  attached.  The  abdominal  viscera  are  also  pushed 
down  (the  liver,  to  the  extent  of  nearly  three  inches),  so  that  these  organs  are 
no  longer  protected  by  the  ribs.  During  expiration,  when  the  Diaphragm  is 
passive,  it  is  pushed  up  by  the  action  of  the  abdominal  muscles;  the  cavity  of 
the  abdomen  (with  the  organs  contained  in  it)  encroaches  upon  the  chest,  by 
which  the  lungs  and  heart  are  compressed  upwards,  and  the  vertical  diameter 
of  the  thoracic  cavity  diminished.  The  Diaphragm  is  passive  when  raised  or 
lowered,  by  the  abdominal  organs,  independently  of  respiration,  in  proportion 
as  they  are  large  or  small,  full  or  empty ;  hence  the  oppression  felt  in  the  chest 
after  a  full  meal,  or  from  flatulent  distension  of  the  stomach  and  intestines. 

In  all  expulsive  acts  the  Diaphragm  is  called  into  action,  to  give  additional 
power  to  each  expulsive  effort.  Thus,  before  sneezing,  coughing,  laughing,  and 
crying;  before  vomiting;  previous  to  the  expulsion  of  the  urine  and  feces,  or 
of  the  foetus  from  the  womb,  a  deep  inspiration  takes  place.1 

1  For  a  detailed  description  of  the  general  relations  of  the  Diaphragm,  and  its  action,  refer  to 
Dr.  Sibson'a  "  Medical  Anatomy." 
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MUSCLES  AND  FASCIAE  OF  THE  UPPER  EXTREMITY. 

The  Muscles  of  the  Upper  Extremity  are  divisible  into  groups,  corresponding 
with  the  different  regions  of  the  limb. 


Of  the  Shoulder. 

Anterior  Thoracic  Region. 

Pectoralis  major. 
Pectoralis  minor. 
Subclavius. 

Lateral  Thoracic  Region.. 
Serratus  magnus. 

Acromial  Region. 
Deltoid. 

Anterior  Scapular  Region. 
Subscapularis. 

Posterior  Scapular  Region. 

Supraspinatus. 
Infraspinatus. 
Teres  minor. 
Teres  major. 

Of  the  Arm. 

Anterior  Humeral  Region. 

Coraco-brachialis. 
Biceps. 
Brachialis  anticus. 

Posterior  Humeral  Region. 

Triceps. 
Subanconeus. 

Of  the  Forearm. 

Anterior  Brachial  Region. 

"  Pronator  radii  teres. 
Flexor  carpi  radialis. 
Palmaris  longus. 
Flexor  carpi  ulnaris. 
Flexor  sublimis  digitorum. 
(  Flexor  profundus  digitorum. 
o  £>  \  Flexor  longus  pollicis. 
A  h2  (  Pronator  quadratus. 
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Radial  Region. 

Supinator  longus. 

Extensor  carpi  radialis  longior. 

Extensor  carpi  radialis  brevior. 


Posterior  Brachial  Region. 

f  Extensor  communis  digitorum. 
J  Extensor  minimi  digiti. 
1  Extensor  carpi  ulnaris. 
[  Anconeus. 

Supinator  brevis. 

Extensor  ossis  metarcarpi  pol- 
licis. 

Extensor  primi  internodii  pol- 
licis. 

Extensor  secundi  internodii  pol- 
licis. 

Extensor  indicis. 

Of  the  Hand. 


Radial  Region. 

Abductor  pollicis. 

Opponens  pollicis   (Flexor  ossis  meta- 

carpi). 
Flexor  brevis  pollicis. 
Adductor  pollicis. 

Ulnar  Region. 

Palmaris  brevis. 
Abductor  minimi  digiti. 
Flexor  brevis  minimi  digiti. 
Opponens  minimi   digiti   (Flexor  ossis 
metacarpi). 

Middle  Palmar  Region. 

Lumbricales. 
Interossei  palmares. 
Interossei  dorsales. 


Dissection  of  Pectoral  Region  and  Axilla  (Fig.  265).  The  ami  being  drawn  away  from  the 
Bide  nearly  at  right  angles  with  the  trunk,  and  rotated  outwards,  make  a  vertical  incision  through 
the  integument  in  the  median  line  of  the  chest,  from  the  upper  to  the  lower  part  of  the  sternum ; 
a  second  incision  along  the  lower  border  of  the  Pectoral  muscle,  from  the  ensiform  cartilage  to 
the  inner  side  of  the  axilla;  a  third,  from  the  sternum  along  the  clavicle,  as  far  as  its  centre; 
and  a  fourth,  from  the  middle  of  the  clavicle  obliquely  downwards,  along  the  interspace  between 
the  Pectoral  and  Deltoid  muscles,  as  low  as  the  fold  of  the  arm-pit.  The  flap  of  integument  is 
then  to  be  dissected  off  in  the  direction  indicated  in  the  figure,  but  not  entirely  removed,  as  it 
should  be  replaced  on  completing  the  dissection.  If  a  transverse  incision  is  now  made  from  the 
lower  end  of  the  sternum  to  the  side  of  the  chest,  as  far  as  the  posterior  fold  of  the  arm-pit,  and 
the  integument  reflected  outwards,  the  axillary  space  will  be  more  completely  exposed. 
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Fascls  op  thb  Thorax. 

The  superficial  fascia  of  the  thoracic  region  is  a  loose  cellulo-fibrons  layer, 
continuous  with  the  superficial  fascia  of  the  neck  and  upper  extremity  above, 
and  of  the  abdomen  below ;  opposite 

the  mamma,  it  subdivides  into  two  Fig.  265.— Dissection  of  Upper  Extremity, 

layers,  one  of  which  passes  in  front, 
the  other  behind  that  gland;  and 
from  both  of  these  layers  numerous 
septa  pass  into  its  substance,  sup- 
porting its  various  lobes :  from  the 
anterior  layer,  fibrous  processes  pass 
forward  to  the  integument  and  nip- 
ple, inclosing  in  their  areolae  masses 
of  fat.  These  processes  were  called 
by  Sir  A.  Cooper  the  liyamenta  sits- 
pensoria,  from  the  support  they  afford 
to  the  gland  in  this  situation.  On 
removing  the  superficial  fascia  with 
the  mamma  the  deep  fascia  of  the 
thoracic  region  is  exposed:  it  is  a 
thin  aponeurotic  lamina,  covering 
the  surface  of  the  great  Pectoral 
muscle,  and  sending  numerous  pro- 
longations between  its  fasciculi:  it 
is  attached,  in  the  middle  line,  to 
the  front  of  the  sternum ;  and,  above, 
to  the  clavicle :  it  is  very  thin  over 
the  upper  part  of  the  muscle,  some- 
what thicker  in  the  interval  between 
the  Pectoralis  major  and  Latissimus 
dorsi,  where  it  closes  in  the  axillary 
space,  and  divides  at  the  outer  mar- 
gin of  the  latter  muscle  into  two 
layers,  one  of  which  passes  in  front, 
and  the  other  behind  it ;  these  proceed  as  far  as  the  spinous  processes  of  the 
dorsal  vertebrae,  to  which  they  are  attached.  At  the  lower  part  of  the  thoracic 
region,  this  fascia  is  well  developed,  and  is  continuous  with  the  fibrous  sheath 
of  the  Recti  muscles. 
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Anterior  Thoracic  Region*. 


Pectoralis  Major. 


Pectoralis  Minor. 


Subclavius. 


The  Pectoralis  Major  (Fig.  266)  is  a  broad,  thick,  triangular  muscle,  situated 
at  the  upper  and  fore  part  of  the  chest  in  front  of  the  axilla.  It  arises  from  the 
anterior  surface  of  the  sternal  half  of  the  clavicle ;  from  half  the  breadth  of  the 
anterior  surface  of  the  sternum,  as  low  down  as  the  attachment  of  the  cartilage 
of  the  sixth  or  seventh  rib;  its  origin  consisting  of  aponeurotic  fibres,  which 
intersect  with  those  of  the  opposite  muscle ;  it  also  arises  from  the  cartilages  of 
all  the  true  ribs,  with  the  exception,  frequently,  of  the  first,  or  of  the  seventh, 
or  both;  and  from  the  aponeurosis  of  the  External  oblique  muscle  of  the 
abdomen.  The  fibres  from  this  extensive  origin  converge  towards  its  insertion, 
giving  to  the  muscle  a  radiated  appearance.  Those  fibres  which  arise  from  the 
clavicle  pass  obliquely  outwards  and  downwards,  and  are  usually  separated 
from  the  rest  by  a  cellular  interval :  those  from  the  lower  part  of  the  sternum 
and  the  cartilages  of  the  lower  true  ribs,  pass  upwardb  and  outwards ;  whilst 
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the  middle  fibres  pass  horizontally.  As  these  three  sets  of  fibres  converge,  they 
are  so  disposed  that  the  upper  overlap  the  middle,  and  the  middle  the  lower 
portion,  the  fibres  of  the  lower  portion  being  folded  backwards  upon  themselves ; 
bo  that  those  fibres  which  are  lowest  in  front  become  highest  at  their  point  of 

Fig.  266.— Muscles  of  the  Chest  and  Front  of  ton  Arm.    Superficial  View. 


insertion.  They  all  terminate  in  a  flat  tendon,  about  two  inches  broad,  which 
is  inserted  into  the  njtgripr  bicipital  ridge  of  the  humerus.  This  tendon  consists 
of  two  laminae,  placed  one  in  front  of  the  other,  and  usually  blended  together 
below.  The  anterior,  the  thicker,  receives  the  clavicular  and  upper  half  of  the 
sternal  portion  of  the  muscle ;  the  posterior  lamina  receiving  the  attachment  of 
the  lower  half  of  the  sternal  portion.  From  this  arrangement  it  results,  that 
the  fibres  of  the  upper  and  middle  portions  of  the  muscle  are  inserted  into  the 
lower  part  of  the  bicipital  ridge ;  those  of  the  lower  portion,  into  the  upper 
part.  The  tendon,  at  its  insertion,  is  connected  with  that  of  the  Deltoid;  it 
sends  up  an  expansion  over  the  bicipital  groove  towards  the  head  of  the  hume- 
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rus;  another  backwards,  which  lines  the  groove;  and  a  third  to  the  fascia  of 
the  arm. 

Relations.  By  its  anterior  surface,  with  the  integument,  the  superficial  fascia, 
the  Platysma,  and  the  mammary  gland.  By  its  posterior  surface — its  thoracic 
portion,  with  the  sternum,  the  ribs  and  costal  cartilages,  the  Subclavius,  Pecto- 
ralis  minor,  Serratus  magnus,  and  the  Intercostals;  its  axillary  portion  forms 
the  anterior  wall  of  the  axillary  space,  and  covers  the  axillary  vessels  and 
nerves.  Its  upper  border  lies  parallel  with  the  Deltoid,  from  which  it  is  sepa- 
rated by  the  cephalic  vein  and  descending  branch  of  the  thoracico-acromialis 
artery.  Its  lower  border  forms  the  anterior  margin  of  the  axilla,  being  at  first 
separated  from  the  Latissimus  dorsi  by  a  considerable  interval;  but  both  mus- 
cles gradually  converge  towards  the  outer  part  of  the  space. 

Peculiarities.  In  muscular  subjects,  the  sternal  origins  of  the  two  Pectoral  muscles  are  sepa- 
rated only  by  a  narrow  interval ;  but  this  interval  is  enlarged  where  these  muscles  are  ill  developed. 
Very  rarely,  the  whole  of  the  sternal  portion  is  deficient.  Occasionally,  one  or  two  additional 
muscular  slips  arise  from  the  aponeurosis  of  the  External  oblique,  and  become  united  to  the  lower 
margin  of  the  Pectoral  is  major.  A  slender  muscular  slip  is  occasionally  found  lying  parallel  with 
the  outer  margin  of  the  sternum,  overlapping  the  origin  of  the  pectoral  muscle.  Jt  is  attached, 
by  one  end,  to  the  upper  part  of  the  sternum  near  the  origin  of  the  sterno-mastoid  ;  and,  by  the 
other,  to  the  anterior  wall  of  the  sheath  of  the  Rectus  abdominis.  It  has  received  the  name 
"  Rectus  sternal  is." 

Dissection.  Detach  the  Pectoralis  major  by  dividing  the  muscle  along  its  attachment  to  the 
clavicle,  and  by  making  a  vertical  incision  through  its  substance  a  little  external  to  its  line  of 
attachment  to  the  sternum  and  costal  cartilages.  The  muscle  should  then  be  reflected  outwards, 
and  its  tendon  carefully  examined.  The  Pectoralis  minor  is  now  exposed,  and  immediately  above 
it,  in  the  interval  betweeu  its  upper  border  and  the  clavicle,  a  strong  fascia,  the  costo-coracoid 
membrane. 

The  costo-coracoid  membrane  protects  the  axillary  vessels  and  nerves;  it  is 
very  thick  and  dense  externally,  where  it  is  attached  to  the  coracoid  process,  and 
is  continuous  with  the  fascia  of  the  arm ;  more  internally,  it  is  connected  with 
the  lower  border  of  the  clavicle,  as  far  as  the  sternal  extremity  of  the  first  rib ; 
traced  downwards,  it  passes  behind  the  Pectoralis  minor,  surrounding,  in  a  more 
or  less  complete  sheath,  the  axillary  vessels  and  nerves ;  and,  above,  it  sends  a 
prolongation  behind  the  Subclavius,  which  is  attached  to  the  lower  border  of 
the  clavicle,  and  so  incloses  the  muscle  in  a  kind  of  sheath.  The  costo-coracoid 
membrane  is  pierced  by  the  cephalic  vein,  the  thoracico-acromialis  artery  and 
vein,  superior  thoracic  artery,  and  anterior  thoracic  nerves. 

The  Pectoralis  Minor  (Fig.  267)  is  a  thin,  flat,  triangular  muscle,  situated  at 
the  upper  part  of  the" thorax,  beneath  the  Pectoralis  major.  It  arises  by  three 
tendinous  digitations,  from  the  upper  margin  and  outer  surface  of  the  third, 
fourth,  and  fifth  ribs,  near  their  cartilages,  and  from  the  aponeurosis  covering 
the  Intercostal  muscles ;  the  fibres  pass  upwards  and  outwards,  and  converge  to 
form  a  flat  tendon,  which  is  inserted  into  the  anterior  border  of  the  coracoid 
process  of  the  scapula. 

Relations.  By  its  anterior  surface,  with  the  Pectoralis  major,  and  the  superior 
thoracic  vessels  and  nerves.  By  its  posterior  surface,  with  the  ribs,  Intercostal 
muscles,  Serratus  magnus,  the  axillary  space,  and  the  axillary  vessels  and  nerves. 
Its  upper  border  is  separated  from  the  clavicle  by  a  triangular  interval,  broad 
internally,  narrow  externally,  bounded  in  front  by  the  costo-coracoid  membrane, 
and  internally  by  the  ribs.    In  this  space  are  seen  the  axillary  vessels  and  nerves. 

The  costo-coracoid  membrane  should  now  be  removed,  when  the  Subclavius  muscle  will  be  seen. 

The  Subclavius  is  a  long,  thin,  spindle-shaped  muscle,  placed  in  the  interval 
between  the  clavicle  and  the  first  rib.  It  arises  by  a  short,  thick  tendon  from 
the  cartilage  of  the  first  rib,  in  front  of  the  rhomboid  ligament;  the  fleshy  fibres 
proceed  obliquely  outwards,  to  be  inserted  into  a  deep  groove  on  the  under  sur- 
face of  the  middle  third  of  the  clavicle. 

Relations.  By  its  upper  surface,  with  the  clavicle.  By  its  under  surface,  it  is 
separated  from  the  first  rib  by  the  subclavian  or  axillary  vessels  and  brachial 
26 
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plexus  of  nerves.  Its  anterior  surface  is  separated  from  the  Pectoralis  major  by 
the  costo-coracoid  aponeurosis,  which,  with  the  clavicle,  forms  an  osteo-fibrous 
sheath  in  which  the  muscle  is  inclosed. 

If  the  costal  attachment  of  the  Pectoralis  minor  is  divided  across,  and  the  muscle  reflected 
outwards,  the  axillary  vessels  and  nerves  are  brought  fully  into  view,  and  should  be  examined. 

Nerves.  The  Pectoral  muscles  are  supplied  by  the  anterior  thoracic  nerves; 
the  Subclavius,  by  a  filament  from  the  cord  formed  by  the  union  of  the  fifth 
and  sixth  cervical  nerves. 

Actions.  If  the  arm  has  been  raised  by  the  Deltoid,  the  Pectoralis  major  will, 
conjointly  with  the  Latissimus  dorsi  and  Teres  major,  depress  it  to  the  side  of 
the  chest;  and,  if  acting  singly,  it  will  draw  the  arm  across  the  front  of  the  chest. 
The  Pectoralis  minor  depresses  the  point  of  the  shoulder,  drawing  the  scapula 
downwards  and  inwards  to  the  thorax.  The  Subclavius  depresses  the  shoulder, 
drawing  the  clavicle  downwards  and  forwards.  When  the  arms  are  fixed,  all 
three  muscles  act  upon  the  ribs,  drawing  them  upwards  and  expanding  the  chest, 
and  thus  becoming  very  important  agents  in  forced  inspiration.  Asthmatic 
patients  always  assume  this  attitude,  fixing  the  shoulders,  so  that  all  these 
muscles  may  be  brought  into  action  to  assist  in  dilating  the  cavity  of  the  chest. 

Lateral  Thoracic  Eegion. 
Serratus  Magnus. 

The  Serratus  Magnus  (Fig.  267)  is  a  broad,  thin,  and  irregularly  quadrilateral 
muscle,  situated  at  the  upper  part  and  side  of  the  chest.  It  arises  by  nine  fleshy 
digitations  from  the  outer  surface  and  upper  border  of  the  eight  upper  ribs  (the 
second  rib  having  two),  and  from  the  aponeurosis  covering  the  upper  intercostal 
spaces,  and  is  inserted  into  the  whole  length  of  the  inner  margin  of  the  posterior 
border  of  the  scapula.  This  muscle  has  been  divided  into  three  portions,  a 
superior,  middle,  and  inferior,  on  account  of  the  difference  in  the  direction,  and 
in  the  extent  of  attachment  of  each  part.  The  upper  portion,  separated  from 
the  rest  by  a  cellular  interval,  is  a  narrow,  but  thick  fasciculus,  which  arises  by 
two  digitations  from  the  first  and  second  ribs,  and  from  the  aponeurotic  arcn 
between  them;  its  fibres  proceed  upwards,  outwards,  and  backwards,  to  be 
inserted  into  the  triangular  smooth  surface  on  the  inner  side  of  the  superior 
angle  of  the  scapula.  The  middle  portion  of  the  muscle  arises  by  three  digita- 
tions from  the  second,  third,  and  fourth  ribs ;  it  forms  a  thin  and  broad  muscular 
layer,  which  proceeds  horizontally  backwards  to  be  inserted  into  the  posterior 
border  of  the  scapula,  between  tlie  superior  and  inferior  angles.  The  lower 
portion  arises  from  the  fifth,  sixth,  seventh,  and  eighth  ribs,  by  four  digitations, 
in  the  intervals  between  which  are  received  corresponding  processes  of  the  Ex- 
ternal oblique;  the  fibres  pass  upwards,  outwards,  and  backwards,  to  be  inserted 
into  the  inner  surface  of  the  inferior  angle  of  the  scapula,  by  an  attachment 
partly  muscular,  partly  tendinous. 

Relations.  This  muscle  is  covered,  in  front,  by  the  Pectoral  muscles ;  behind, 
by  the  Subscapularis ;  above,  by  the  axillary  vessels  and  nerves.  Its  deep  surface 
rests  upon  the  ribs  and  Intercostal  muscles. 

Nerves.    The  Serratus  magnus  is  supplied  by  the  posterior  thoracic  nerve. 

Actions.  The  Serratus  magnus  is  the  most  important  external  inspiratory 
muscle.  When  the  shoulders  are  fixed,  it  elevates  the  ribs,  and  so  dilates  the 
cavity  of  the  chest,  assisting  the  Pectoral  and  Subclavius  muscles.  This  muscle, 
especially  its  middle  and  lower  segments,  draws  the  base  and  inferior  angle  of 
the  scapula  forwards,  and  so  raises  the  point  of  the  shoulder  by  causing  a  rota- 
tion of  the  bone  on  the  side  of  the  chest ;  assisting  the  Trapezius  muscle  in  sup- 
porting weights  upon  the  shoulder,  the  thorax  being  at  the  same  time  fixed  by 
preventing  the  escape  of  the  included  air. 
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Distertton.  After  completing  the  dissection  of  the  Axilla,  if  the  muscles  of  the  back  have 
been  dissected,  the  upper  extremity  should  be  separated  from  the  trunk.  Saw  through  the  clavicle 
at  its  centre,  and  tlien  cut  through  the  muscles  which  connect  the  scapula  and  arm  with  the  trunk, 
via.,  the  Pectoralis  minor,  in  front,  Serretus  roagnus,  at  the  side,  and  the  Levator  auguli  scapula?. 
the  Rhomboids,  Trapezius,  and  Latissimos  dorsi  behind.  These  muscles  should  be  cleaned  and 
traced  to  their  respective  insertions.  Then  make  an  incision  through  the  integument,  commencing 
at  the  outer  third  of  the  clavicle,  and  extending  along  the  margin  of  that  bone,  the  acromion 
process,  and  spine  of  the  scapula ;  the  integument  should  be  dissected  from  above  downwards  and 
outwards,  when  the  fascia  covering  the  Deltoid  is  exposed  (Fig.  265,  No.  3). 

Fig.  267. — Muscles  of  the  Chest  and  Front  of  the  Arm,  with  the  Boundaries  of  the  Axilla. 


The  superficial  fascia  of  the  upper  extremity,  is  a  thin  cell  ulo-  fibrous  lamina, 
containing  between  its  layers  the  superficial  veins  and  lymphatics,  and  the  cuta- 
neous nerves.  It  is  most  distinct  in  front  of  the  elbow,  and  contains  very  large 
superficial  veins  and  nerves ;  in  the  hand  it  is  hardly  demonstrable,  the  integu- 
ment being  closely  adherent  to  the  deep  fascia  by  dense  fibrous  bands.  Small 
subcutaneous  bursas  are  found  in  this  fascia,  over  the  acromion,  the  olecranon, 
and  the  knuckles.  The  deep  fascia  of  the  upper  extremity  comprises  the 
aponeurosis  of  the  shoulder,  arm,  and  forearm,  the  anterior  and  posterior  annular 
ligaments  of  the  carpus,  and  the  palmar  fascia.  These  will  be  considered  in  the 
description  of  the  muscles  of  the  several  regions. 
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Acromial  Region. 
Deltoid. 

The  deep  fascia  covering  the  Deltoid  (deltoid  aponeurosis)  is  a  thick  and  strong 
fibrous  layer,  which  incloses  the  outer  surface  of  the  muscles,  and  sends  down 
numerous  prolongations  between  its  fasciculi ;  it  is  continuous,  internally,  with 
the  fascia  covering  the  great  Pectoral  muscle :  behind,  with  that  covering  the 
Infraspinatus  and  back  of  the  arm :  above,  it  is  attached  to  the  clavicle,  the 
acromion,  and  spine  of  the  scapula. 

The  Deltoid  (Fig.  266)  is  a  large,  thick,  triangular  muscle,  which  forms  the 
convexity  of  the  shoulder,  and  has  received  its  name  from  its  resemblance  to 
the  Greek  letter  a  reversed.  It  surrounds  the  shoulder-joint  in  the  greater  part 
of  its  extent,  covering  it  on  its  outer  side,  and  in  front  and  behind.  It  arises 
from  the  outer  third  of  the  anterior  border  and  upper  surface  of  the  clavicle ; 
from  the  outer  margin  and  upper  surface  of  the  acromion  process ;  and  from 
the  whole  length  of  the  lower  border  of  the  spine  of  the  scapula.  From  this 
extensive  origin,  the  fibres  converge  towards  their  insertion,  the  middle  passing 
vertically,  the  anterior  obliquely  backwards,  the  posterior  obliquely  forwards ; 
they  unite  to  form  a  thick  tendon,  which  is  inserted  into  a  rough  prominence 
on  the  middle  of  the  outer  side  of  the  shaft  of  the  humerus.  This  muscle  is 
remarkably  coarse  in  texture,  and  intersected  by  three  or  four  tendinous  laminae; 
these  are  attached,  at  intervals,  to  the  clavicle  and  acromion,  extend  into  the 
substance  of  the  muscle,  and  give  origin  to  a  number  of  fleshy  fibres.  The 
largest  of  these  laminae  extends  from  the  summit  of  the  acromion. 

Relations.  By  its  superficial  surface,  with  the  integument,  the  superficial 
fascia,  Platysma,  and  supra-acromial  nerves.  Its  deep  surface  is  separated  from 
the  head  of  the  humerus  by  a  large  sacculated  synovial  bursa,  and  covers  the 
coracoid  process,  coraco-acromial  ligament,  Pectoralis  minor,  Coraco-brachialis, 
both  heads  of  the  Biceps,  tendon  of  the  Pectoralis  major,  Infraspinatus,  Teres 
minor,  Triceps  (its  scapular  and  external  heads),  the  circumflex  vessels  and 
nerve,  and  the  humerus.  Its  anterior  border  is  separated  from  the  Pectoralis 
major  by  a  cellular  interspace,  which  lodges  the  cephalic  vein  and  descending 
branch  of  the  thoracico-acromialis  artery.  Its  posterior  border  rests  on  the 
Infraspinatus  and  Triceps  muscles. 

Nerves.     The  Deltoid  is  supplied  by  the  circumflex  nerve. 

Actions.  The  Deltoid  raises  the  arm  directly  from  the  side,  so  as  to  bring  it 
at  right  angles  with  the  trunk.  Its  anterior  fibres,  assisted  by  the  Pectoralis 
major,  draw  the  arm  forwards;  and  its  posterior  fibres,  aided  by  the  Teres 
major  and  Latissimus  dorsi,  draw  it  backwards. 

Dissection.  Divide  the  Deltoid  across,  near  its  upper  part,  by  an  incision  carried  along  the 
margin  of  the  clavicle,  the  acromion  process,  and  spine  of  the  scapula,  and  reflect  it  downwards ; 
the  bursa  will  be  seen  on  its  under  surface,  as  well  as  the  circumflex  vessels  and  nerve.  The 
insertion  of  the  muscle  should  be  carefully  examined. 

Anterior  Scapular  Region. 

Subscapularis. 

The  subscapular  aponeurosis  is  a  thin  membrane,  attached  to  the  entire  circum- 
ference of  the  subscapular  fossa,  and  affording  attachment  by  its  inner  surface 
to  some  of  the  fibres  of  the  Subscapularis  muscle :  when  this  is  removed,  the 
Subscapularis  muscle  is  exposed. 

The  Subscapularis  (Fig.  267)  is  a  large  triangular  muscle,  which  fills  up  the 
subscapular  fossa,  arising  from  its  internal  two-thirds,  with  the  exception  of  a 
narrow  margin  along  the  posterior  border,  and  the  inner  side  of  the  superior 
and  inferior  angles,  which  afford  attachment  to  the  Serratus  magnus.  Some 
fibres  arise  from  tendinous  laminae,  which  intersect  the  muscle,  and  are  attached 
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to  ridges  on  the  bone ;  and  others  from  an  aponeurosis,  which  separates  the 
muscle  from  the  Teres  major  and  the  long  head  of  the  Triceps.  The  fibres  pass 
outwards,  and,  gradually  converging,  terminate  in  a  tendon,  which  is  inserted 
into  the  lesser  tuberosity  of  the  humerus.  Those  fibres  which  arise  from  the 
axillary  border  of  the  scapula  are  inserted  into  the  neck  of  the  humerus  to  the 
extent  of  an  inch  below  the  tuberosity.  The  tendon  of  the  muscle  is  in  close 
contact  with  the  capsular  ligament  of  the  shoulder-joint,  and  glides  over  a  large 
bursa,  which  separates  it  from  the  base  of  the  coracoid  process.  This  bursa 
communicates  with  the  cavity  of  the  joint  by  an  aperture  in  the  capsular  liga- 
ment. 

Relations.  By  its  anterior  surface,  with  the  Serratus  magnus,  Coraco-brachialis, 
and  Biceps,  ana  the  axillary  vessels  and  nerves.  By  its  posterior  surface,  with 
the  scapula,  the  subscapular  vessels  and  nerves,  and  the  capsular  ligament  of 
the  shoulder-joint.  Its  lower  border  is  contiguous  with  the  Teres  Major  and 
Latissimus  dorsi. 

Nerves.    It  is  supplied  by  the  upper  and  lower  subscapular  nerves. 

Actions.  The  Subscapular^  rotates  the  head  of  the  humerus  inwards ;  when 
the  arm  is  raised,  it  draws  the  humerus  downwards.  It  is  a  powerful  defence 
to  the  front  of  the  shoulder-joint,  preventing  displacement  of  the  head  of  the 
bone  forwards. 

Posterior  Scapular  Region.    (Fig.  268.) 

Supraspinatus.  Teres  Minor. 

Infraspinatus.  Teres  Maj  or. 

Direction.  To  expose  these  muscles,  and  to  examine  their  mode  of  insertion  into  the  humerus, 
detach  the  Deltoid  and  Trapezius  from  their  attachment  to  the  spine  of  the  scapula  and  acromion 
process.  Remove  the  clavicle  by  dividing  the  ligaments  connecting  it  with  the  coracoid  process, 
and  separate  it  at  its  articulation  with  its  scapula :  divide  the  acromion  process  near  its  root  with 
a  saw.  The  fragments  being  removed,  the  tendons  of  the  posterior  Scapular  muscles  will  be  fully 
exposed,  and  can  be  examined.  A  block  should  be  placed  beueath  the  shoulder-joint,  so  as  to 
make  the  muscles  tense. 

The  supraspinous  aponeurosis  is  a  thick  and  dense  membranous  layer,  which 
completes  the  osseo-fibrous  case  in  which  the  Supraspinatus  muscle  is  contained ; 
affording  attachment,  by  its  inner  surface,  to  some  of  the  fibres  of  the  muscle. 
It  is  thick  internally,  but  thinner  externally  under  the  coraco-acromial  ligament. 
When  this  fascia  is  removed,  the  Supraspinatus  muscle  is  exposed. 

The  Supraspinatus  muscle  occupies  the  whole  of  the  supraspinous  fossa, 
arising  from  its  internal  two-thirds,  and  from  the  strong  fascia  which  covers  its 
surface.  The  muscular  fibres  converge  to  a  tendon,  which  passes  across  the 
capsular  ligament  of  the  shoulder-joint,  to  which  it  is  intimately  adherent,  and 
is  inserted  into  the  highest  of  the  three  facets  on  the  great  tuberosity  of  the 
humerus. 

Relations.  By  its  upper  surface,  with  the  Trapezius,  the  clavicle,  the  acromion, 
the  coraco-acromial  ligament,  and  the  Deltoid.  By  its  under  surface,  with  the 
scapula,  the  suprascapular  vessels  and  nerve,  and  upper  part  of  the  shoulder- 
joint. 

The  infraspinous  aponeurosis  is  a  dense  fibrous  membrane,  covering  in  the 
Infraspinatus  muscle,  and  attached  to  the  circumference  of  the  infraspinous  fossa; 
it  affords  attachment,  by  its  inner  surface,  to  some  fibres  of  that  muscle,  is  con- 
tinuous externally  with  the  fascia  of  the  arm,  and  gives  off  from  its  under  surface 
intermuscular  septa,  which  separate  the  Infraspinatus  from  the  Teres  minor, 
and  the  latter  from  the  Teres  major. 

The  Infraspinatus  is  a  thick  triangular  muscle,  which  occupies  the  chief  part 
of  the  infraspinous  fossa,  arising  by  fleshy  fibres,  from  its  internal  two-thirds; 
and  by  tendinous  fibres,  from  the  ridges  on  its  surface ;  it  also  arises  from  a  strong 
fascia  which  covers  it  externally,  and  separates  it  from  the  Teres  major  and 
minor.     The  fibres  converge  to  a  tendon,  which  glides  over  the  external  border 
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of  the  spine  of  the  scapula,  and,  passing  across  the  capsular  ligament  of  the 
shoulder-joint,  ia  inserted  into  the  middle  facet  on  the  great  tuberosity  of  the 
humerus.  The  tendon  of  this  muscle  is  occasionally  separated  from  the  spine  of 
the  scapula  by  a  synovial  bursa,  which  communicates  with  the  synovial  mem- 
brane of  the  shoulder-joint. 

Fig.  268.— Muscles  dd  the  Dorsum  of  the  Scapnla  and  the  Triceps. 


Relations.  By  its  posterior  surface,  with  the  Deltoid,  the  Trapezius,  Latissi  mus 
dorsi,  and  the  integument.  By  its  anterior  surface,  with  the  scapula,  from  which 
it  is  separated  by  the  suprascapular  and  dorsalis  scapula)  vessels,  and  with  the 
capsular  ligament  of  the  Bhoulder-joint.  Its  lower  border  is  in  contact  with  the 
Teres  minor,  and  occasionally  united  with  it,  and  with  the  Teres  major. 

The  Teres  Minor  is  a  narrow,  elongated  muscle,  which  lies  along  the  inferior 
border  of  the  scapula.  It  arises  from  the  dorsal  surface  of  the  axillary  bonier 
of  the  scapula  for  the  upper  two-thirds  of  its  extent,  and  from  two  aponeurotic 
laminae,  one  of  which  separates  this  muscle  from  the  Infraspinatus,  the  other 
from  the  Teres  major ;  its  fibres  pass  obliquely  upwards  and  outwards,  and  termi- 
nate in  a  tendon,  which  is  inserted  into  the  lowest  of  the  three  facets  on  the  great 
tuberosity  of  the  humerus,  and,  by  fleshy  fibres,  into  the  humerus,  immediately 
below  it.  The  tendon  of  this  muscle  passes  across  the  capsular  ligament  of  the 
shoulder- joint. 

Relations.  By  its  posterior  surface,  with  the  Deltoid,  the  Latissimus  dorsi,  and 
the  integument.  By  its  anterior  surface,  with  the  scapula,  the  dorsal  branch  of 
the  subscapular  artery,  the  long  head  of  the  Triceps,  and  the  shoulder-joint. 
By  its  upper  border,  with  the  infraspinatus.  By  its  lower  horder,  with  the  Teres 
major,  from  which  it  is  separated  anteriorly  by  the  long  head  of  the  Triceps. 

The  Teres  Major  is  a  broad  and  somewhat  flattened  muscle,  which  arises  from 
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the  dorsal  aspect  of  the  inferior  angle  of  the  scapula,  and  from  the  fibrous  septa 
interposed  between  it  and  the  Teres  minor  and  Infraspinatus ;  the  fibres  are 
directed  upwards  and  outwards,  and  terminate  in  a  flat  tendon,  about  two  inches 
in  length,  which  is  inserted  into  the  posterior  bicipital  ridge  of  the  humerus. 
The  tendon  of  this  muscle,  at  its  insertion  into  the  humerus,  lies  behind  that  of 
the  Latissimus  dorsi,  from  which  it  is  separated  by  a  synovial  bursa. 

Relations.  By  its  posterior  surface,  with  the  integument,  from  which  it  is 
separated,  internally,  by  the  Latissimus  dorsi ;  and  externally,  by  the  long  head 
of  the  Triceps.  By  its  anterior  surface,  with  the  Subscapularis,  Latissimus  dorsi, 
Coraco-brachialis,  short  head  of  the  Biceps,  the  axillary  vessels,  and  brachial 
plexus  of  nerves.  Its  upper  border  is  at  first  in  relation  with  the  Teres  minor, 
from  which  it  is  afterwards  separated  by  the  long  head  of  the  Triceps.  Its  lower 
border  forms,  in  conjunction  with  the  Latissimus  dorsi,  part  of  the  posterior 
boundary  of  the  axilla. 

Nerves.  The  Supraspinatus  and  Infraspinatus  muscles  are  supplied  by  the 
suprascapular  nerve ;  the  Teres  minor,  by  the  circumflex,  and  the  Teres  major, 
by  the  lower  subscapular. 

Actions.  The  Supraspinatus  assists  the  Deltoid  in*  raising  the  arm  from  the 
side,  and  fixes  the  head  of  the  humerus  in  its  socket.  The  Infraspinatus  and 
Teres  minor  rotate  the  head  of  the  humerus  outwards:  when  the  arm  is  raised, 
they  assist  in  retaining  it  in  that  position,  and  carrying  it  backwards.  One  of 
the  most  important  uses  of  these  three  muscles  is  the  great  protection  they 
afford  to  the  shoulder-joint,  the  Supraspinatus  supporting  it  above,  and  pre- 
venting displacement  of  the  head  of  the  humerus  upwards,  whilst  the  Infra- 
spinatus and  Teres  minor  protect  it  behind,  and  prevent  dislocation  backwards. 
The  Teres  major  assists  the  Latissimus  dorsi  in  drawing  the  humerus  downwards 
and  backwards  when  previously  raised,  and  rotating  it  inwards;  when  the  arm 
is  fixed,  it  may  assist  the  Pectoral  and  Latissimus  dorsi  muscles  in  drawing  the 
trunk  forwards. 

Anterior  Humeral  Region.    (Fig.  267.) 
Coraco-brachialis.  Biceps.  Brachialis  Anticus. 

Dissection.  The  arm  being  placed  on  the  table,  with  the  front  surface  uppermost,  make  a 
vertical  incision  through  the  integument  along  the  middle  line,  from  the  middle  of  the  interval 
between  the  folds  of  the  axilla,  to  about  two  inches  below  the  elbow-joint,  where  it  should  be 
joined  by  a  transverse  incision,  extending  from  the  inner  to  the  outer  side  of  the  forearm ;  the 
two  flaps  being  reflected  on  either  side,  the  fascia  should  be  examined. 

The  deep  fascia  of  the  arm,  continuous  with  that  covering  the  shoulder  and 
front  of  the  great  Pectoral  muscle,  is  attached,  above,  to  the  clavicle,  acromion, 
and  spine  ot  the  scapula ;  it  forms  a  thin,  loose,  membranous  sheath  investing 
the  muscles  of  the  arm,  sending  down  septa  between  them,  and  composed  of 
fibres  disposed  in  a  circular  or  spiral  direction,  and  connected  together  by  verti- 
cal fibres.  It  differs  in  thickness  at  different  parts,  being  thin  over  the  Biceps, 
but  thicker  where  it  covers  the  Triceps,  and  over  the  condyles  of  the  humerus; 
it  is  strengthened  by  fibrous  aponeuroses,  derived  from  the  rectoralis  major  and 
Latissimus  dorsi,  on  the  inner  side,  and  from  the  Deltoid  externally.  On  either 
side  it  gives  off  a  strong  intermuscular  septum,  which  is  attached  to  the  con- 
dyloid ridge  and  condyle  of  the  humerus.  These  septa  serve  to  separate  the 
muscles  of  the  anterior  from  those  of  the  posterior  brachial  region.  The  exter- 
nal intermuscular  septum  extends  from  the  lower  part  of  the  anterior  bicipital 
ridge,  along  the  external  condyloid  ridge,  to  the  outer  condyle ;  it  is  blended 
with  the  tendon  of  the  Deltoid;  gives  attachment  to  the  Triceps  behind,  to  the 
Brachialis  anticus,  Supinator  longus,  and  Extensor  carpi  radialis  longior,  in 
front;  and  is  perforated  by  the  musculo-spiral  nerve,  and  superior  profunda 
artery.  The  internal  intermuscular  septum,  thicker  than  the  preceding,  extends 
from  the  lower  part  of  the  posterior  lip  of  the  bicipital  groove  below  the  Teres 
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major,  along  the  internal  condyloid  ridge  to  the  inner  condyle ;  it  is  blended 
with  the  tendon  of  the  Coraco-brachialis,  and  affords  attachment  to  the  Triceps 
behind,  and  the  Brachialis  anticus  in  front.  It  is  perforated  by  the  ulnar  nerve, 
and  the  inferior  profunda  and  anastomotic  arteries.  At  the  elbow,  the  deep 
fascia  is  attached  to  all  the  prominent  points  round  the  joint,  and  is  continuous 
with  the  fascia  of  the  forearm.  On  the  removal  of  this  fascia,  the  muscles  of 
the  anterior  humeral  region  are  exposed. 

The  Coraco-brachialis,  the  smallest  of  the  three  muscles  in  this  region,  is 
situated  at  the  upper  and  inner  part  of  the  arm.  It  arises  by  fleshy  fibres  from 
the  apex  of  the  coracoid  process,  in  common  with  the  short  head  of  the  Biceps, 
and  from  the  intermuscular  septum  between  the  two  muscles;  the  fibres  pass 
downwards,  backwards,  and  a  little  outwards,  to  be  inserted  by  means  of  a  flat 
tendon  into  a  rough  ridge  at  the  middle  of  the  inner  side  of  the  shaft  of  the 
humerus.  It  is  perforated  by  the  musculocutaneous  nerve.  The  inner  border 
of  the  muscle  forms  a  guide  to  the  position  of  the  vessel,  in  tying  the  brachial 
artery  in  the  upper  part  of  its  course. 

Relations.  By  its  anterior  surface,  with  the  Deltoid  and  Pectoralis  major 
above,  and  at  its  insertion  with  the  brachial  vessels  and  median  nerve  which 
cross  it.  By  its  posterior  surface,  with  the  tendons  of  the  Subscapularis,  Latissi- 
mus  dorsi,  and  Teres  major,  the  short  head  of  the  Triceps,  the  humerus,  and  the 
anterior  circumflex  vessels.  By  its  inner  border,  with  the  brachial  artery,  and 
the  median  and  musculo-cutaneous  nerves.  By  its  outer  border,  with  the  short 
head  of  the  Biceps  and  Brachialis  anticus. 

The  Biceps  is  a  long  fusiform  muscle,  occupying  the  whole  of  the  anterior 
surface  of  the  arm,  and  divided  above  into  two  portions  or  heads,  from  which 
circumstance  it  has  received  its  name.  The  short  head  arises  by  a  thick  flattened 
tendon  from  the  apex  of  the  coracoid  process,  in  common  with  the  Coraco- 
brachialis.  The  long  head  arises  from  the  upper  margin  of  the  glenoid  cavity, 
by  a  long  rounded  tendon,  which  is  continuous  with  the  glenoid  ligament.  This 
tendon  arches  over  the  head  of  the  humerus,  being  inclosed  in  a  special  sheath 
of  the  synovial  membrane  of  the  shoulder-joint;  it  then  pierces  the  capsular 
ligament  at  its  attachment  to  the  humerus,  and  descends  in  the  bicipital  groove 
in  which  it  is  retained  by  a  fibrous  prolongation  from  the  tendon  of  the  Pecto- 
ralis major.  The  fibres  from  this  tendon  form  a  rounded  belly,  and  about  the 
middle  of  the  arm,  join  with  the  portion  of  the  muscle  derived  from  the  short 
head.  The  belly  of  the  muscle,  narrow  and  somewhat  flattened,  terminates 
above  the  elbow  in  a  flattened  tendon,  which  is  inserted  into  the  back  part  of 
the  tuberosity  of  the  radius,  a  synovial  bursa  being  interposed  between  the 
tendon  and  the  front  of  the  tuberosity.  The  tendon  of  the  muscle  is  thin  and 
broad ;  as  it  approaches  the  radius  it  becomes  narrow  and  twisted  upon  itself, 
being  applied  by  a  flat  surface  to  the  back  part  of  the  tuberosity :  opposite  the 
bend  of  the  elbow  the  tendon  gives  off,  from  its  inner  side,  a  broad  aponeurosis, 
the  bicipital  fascia,  which  passes  obliquely  downwards  and  inwards  across  the 
brachial  artery,  and  is  continuous  with  the  fascia  of  the  forearm  (Fig.  266).  The 
inner  border  of  this  muscle  forms  a  guide  to  the  position  of  the  vessel,  in  tying 
the  brachial  arterv  in  the  middle  of  the  arm.1 

Relations.  Its  anterior  surface  is  overlapped  above  by  the  Pectoralis  major 
and  Deltoid ;  in  the  rest  of  its  extent  it  is  covered  by  the  superficial  and  deep 
fasciae  and  the  integument.  Its  posterior  surface  rests  on  the  shoulder-joint  and 
humerus,  from  which  it  is  separated  by  the  Subscapularis,  Teres  major,  Latissi- 
mus  dorsi,  Brachialis  anticus,  and  the  musculo-cutaneous  nerve.     Its  inner  border 

1  A  third  head  to  the  Biceps  is  occasionally  found  (Theile  says  ns  often  as  once  in  eijrht  or 
nine  subjects),  arising  at  the  upper  and  inner  part  of  the  Brachialis  anticus,  with  the  fibres  of 
which  it  is  continuous,  and  inserted  into  the  bicipital  fascia  and  inner  side  of  the  tendon  of  the 
Biceps.  In  most  cases,  this  additional  slip  passes  behind  the  brachial  artery  in  its  course  down 
the  arm.  Occasionally,  the  third  head  consists  of  two  slips,  which  pass  down,  one  iu  front,  the 
other  behind  the  artery,  concealing  the  vessel  in  the  lower  half  of  the  arm. 
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is  in  relation  with  the  Coraco-brachialis,  the  brachial  vessels,  and  median 
nerve ;  its  outer  border,  with  the  Deltoid  and  Supinator  longus. 

The  Brachialis  Anticus  is  a  broad  muscle,  which  covers  the  elbow-joint  and 
the  lower  half  of  the  front  of  the  humerus.  It  is  somewhat  compressed  from 
before  backward,  and  is  broader  in  the  middle  than  at  either  extremity.  It 
arises  from  the  lower  half  of  the  outer  and  inner  surfaces  of  the  shaft  of  the 
humerus:  and  commences  above  at  the  insertion  of  the  Deltoid,  which  it  embraces 
by  two  angular  processes.  Its  origin  extends  below,  to  within  an  inch  of  the 
margin  of  the  articular  surface,  and  is  limited  on  each  side  by  the  external  and 
internal  borders  of  the  shaft  of  the  humerus.  It  also  arises  from  the  intermuscular 
septa  on  each  side,  but  more  extensively  from  the  inner  than  the  outer.  Its 
fibres  converge  to  a  thick  tendon,  which  is  inserted  into  a  rough  depression  on 
the  anterior  surface  of  the  coronoid  process  of  the  ulna,  being  received  into 
an  interval  between  two  fleshy  slips  of  the  Flexor  digitorum  profundus. 

Relations.  By  its  anterior  surface,  with  the  Biceps,  the  brachial  vessels,  mus- 
culocutaneous and  median  nerves.  By  its  posterior  surface,  with  the  humerus 
and  front  of  the  elbow-joint.  By  its  inner  border,  with  the  Triceps,  ulnar  nerve, 
and  Pronator  radii  teres,  from  which  it  is  separated  by  the  intermuscular  septum. 
By  its  outer  border,  with  the  musculo-spiral  nerve,  radial  recurrent  artery,  the 
Supinator  longus,  and  Extensor  carpi  radialis  longior. 

Nerves.  The  muscles  of  this  group  are  supplied  by  the  musculocutaneous 
nerve.  The  Brachialis  anticus  usually  receives  an  additional  filament  from  the 
musculo-spiral. 

Actions.  The  Coraco-brachialis  draws  the  humerus  forwards  and  inwards,  and 
at  the  same  time  assists  in  elevating  it  towards  the  scapula.  The  Biceps  and 
Brachialis  anticus  are  flexors  of  the  forearm :  the  former  muscle  is  also  a  supi- 
nator, and  serves  to  render  tense  the  fascia  of  the  forearm  by  means  of  the  broad 
aponeurosis  given  off  from  its  tendon.  When  the  forearm  is  fixed,  the  Biceps 
and  Brachialis  anticus  flex  the  arm  upon  the  forearm,  as  is  seen  in  efforts  of 
climbing.    The  Brachialis  anticus  forms  an  important  defence  to  the  elbow-joint. 

Posterior  Humeral  Region. 
Triceps.  Subanconeus. 

The  Triceps  (Fig.  268)  is  situated  on  the  back  of  the  arm,  extending  the  entire 
length  of  the  posterior  surface  of  the  humerus.  It  is  of  large  size,  and  divided 
above  into  three  parts;  hence  its  name.  These  three  portions  have  been  named, 
(1)  the  middle,  scapular,  or  long  head,  (2)  the  external,  or  long  humeral,  and  (3) 
the  internal,  or  short  humeral  head. 

The  middle  or  scapular  head  arises,  by  a  flattened  tendon,  from  a  rough  trian- 
gular depression,  immediately  below  the  glenoid  cavity,  being  blended  at  its 
upper  part  with  the  capsular  and  glenoid  ligaments ;  the  muscular  fibres  pass 
downwards  between  the  two  other  portions  of  the  muscle,  and  join  with  them 
in  the  common  tendon  of  insertion. 

The  external  head  arises  from  the  posterior  surface  of  the  shaft  of  the  humerus, 
between  the  insertion  of  the  Teres  minor  and  the  upper  part  of  the  musculo- 
spiral  groove,  from  the  external  border  of  the  humerus  and  the  external  inter- 
muscular septum :  the  fibres  from  this  origin  converge  towards  the  common 
tendon  of  insertion. 

The  internal  head  arises  from  the  posterior  surface  of  the  shaft  of  the  humerus, 
below  the  groove  for  the  musculo-spiral  nerve,  commencing  above,  narrow  and 
pointed,  below  the  insertion  of  the  Teres  major,  and  extending  to  within  an  inch 
of  the  trochlear  surface :  it  also  arises  from  the  internal  border  of  the  humerus 
and  internal  intermuscular  septum.  The  fibres  of  this  portion  of  the  muscle  are 
directed,  some  downwards  to  the  olecranon,  whilst  others  converge  to  the  common 
tendon  of  insertion. 

The  common  tendon  of  the  Triceps  commences  about  the  middle  of  the  back 
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part  of  the  muscle :  it  consists  of  two  aponeurotic  laminae,  one  of  which  is  sub- 
cutaneous and  covers  the  posterior  surface  of  the  muscle  for  the  lower  half  of  its 
extent :  the  other  is  more  deeply  seated  in  the  substance  of  the  muscle :  after 
receiving  the  attachment  of  the  muscular  fibres,  they  join  together  above  the 
elbow,  and  are  inserted  into  the  back  part  of  the  under  surface  of  the  elecranon 
process,  a  small  bursa,  occasionally  multilocular,  being  interposed  between  the 
tendon  and  front  of  this  surface. 

The  long  head  of  the  Triceps  descends  between  the  Teres  minor  and  Teres 
major,  dividing  the  triangular  space  between  these  two  muscles  and  the  humerus 
into  two  smaller  spaces,  one  triangular,  the  other  quadrangular  (Fig.  268).  The 
triangular  space  contains  the  dorsalis  scapulas  vessels ;  it  is  bounded  by  the 
Teres  minor  above,  the  Teres  major  below,  and  the  scapular  head  of  the  Triceps 
externally :  the  quadrangular  space  transmits  the  posterior  circumflex  vessels 
and  nerve;  it  is  bounded  by  the  Teres  minor  above,  the  Teres  major  below,  the 
scapular  head  of  the  Triceps  internally,  and  the  humerus  externally. 

Relations.  By  its  posterior  surface,  with  the  Deltoid  above :  in  the  rest  of  its 
extent  it  is  subcutaneous.  By  its  anterior  surface,  with  the  humerus,  musculo- 
spiral  nerve,  superior  profunda  vessels,  and  back  part  of  the  elbow-joint.  Its 
middle  or  long  head  is  in  relation,  behind,  with  the  Deltoid  and  Teres  minor ;  in 
front,  with  the  Subscapularis,  Latissimus  dorsi,  and  Teres  major. 

The  Subanconeus  is  a  small  muscle  distinct  from  the  Triceps,  and  analogous 
to  the  Subcrureus  in  the  lower  limb.  It  may  be  exposed  by  removing  the 
Triceps  from  the  lower  part  of  the  humerus.  It  consists  of  one  or  two  slender 
fasciculi,  which  arise  from  the  humerus,  immediately  above  the  olecranon  fossa, 
and  are  inserted  into  the  posterior  ligament  of  the  elbow-joint. 

Nerves.  The  Triceps  and  Subanconeus  are  supplied  by  the  .musculo-spiral 
nerve. 

Actions.  The  Triceps  is  the  great  Extensor  muscle  of  the  forearm ;  serving, 
when  the  forearm  is  flexed,  to  draw  it  into  a  right  line  with  the  arm.  It  is  the 
direct  antagonist  of  the  Biceps  and  Brachialis  anticus.  When  the  arm  is  ex- 
tended, the  long  head  of  the  muscle  may  assist  the  Teres  major  and  Latissimus 
dorsi  in  drawing  the  humerus  backwards.  The  long  head  of  the  Triceps  pro- 
tects the  under  part  of  the  shoulder-joint,  and  prevents  displacement  of  the  head 
of  the  humerus  downwards  and  backwards. 

Muscles  of  the  Forearm. 

Dissection.  To  dissect  the  forearm,  place  the  limb  in  the  position  indicated  in  Fig.  265;  make 
a  vertical  incision  along  the  middle  line  from  the  elbow  to  the  wrist,  and  a  transverse  incision  at 
each  extremity  of  this ;  the  flaps  of  integument  being  removed,  the  fascia  of  the  forearm  is  exposed. 

The  deep  fascia  of  the  forearm,  continuous  above  with  that  inclosing  the  arm, 
is  a  dense  highly  glistening  aponeurotic  investment,  which  forms  a  general  sheath 
inclosing  the  muscles  in  this  region ;  it  is  attached  behind  to  the  olecranon  and 
posterior  border  of  the  ulna,  and  gives  off'  from  its  inner  surface  numerous  inter- 
muscular septa,  which  inclose  each  muscle  separately.  It  consist  of  circular  and 
oblique  fibres,  connected  together  by  numerous  vertical  fibres.  It  is  much  thicker 
on  the  dorsal  than  on  the  palmar  surface,  and  at  the  lower  than  at  the  upper 
part  of  the  forearm,  and  is  strengthened  by  tendinous  fibres  derived  from  the 
Brachialis  anticus  and  Biceps  in  front,  and  from  the  Triceps  behind.  Its  inner 
surface  gives  origin  to  muscular  fibres,  especially  at  the  upper  part  of  the  inner 
and  outer  sides  of  the  forearm,  and  forms  the  boundaries  of  a  series  of  conical- 
shaped  cavities,  in  which  the  muscles  arc  contained.  Besides  the  vertical  septa 
separating  each  muscle,  transverse  septa  are  given  off  both  on  the  anterior  and 
posterior  surfaces  of  the  forearm,  separating  the  deep  from  the  superficial  layer 
of  muscles.  Numerous  apertures  exist  in  the  fascia  for  the  passage  of  vessels 
and  nerves ;  one  of  these,  of  large  size,  situated  at  the  front  of  the  elbow,  serves 
for  the  passage  of  a  communicating  branch  between  the  superficial  and  deep  veins. 
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The  muscles  of  the  forearm  may  be  subdivided  into  groups  corresponding  to 
the  region  they  occupy.  One  group  occupies  the  inner  and  anterior  aspect  of 
the  forearm,  and  comprises  the  Flexor  and  Pronator  muscles.  Another  group 
occupies  its  outer  aide;  and  a  third,  its  posterior  aspect.  The  two  latter  groups 
include  all  the  Extensor  and  Supinator  muscles. 

Anterior  Brachial  Region. 

Superficial  Layer. 

Pronator  Radii  Teres.  Flexor  Carpi  Ulnaris. 

Flexor  Carpi  Radial  lb.  Flexor  Sublimis  Digitorum. 

Palmaris  Longus. 

These  muscles  take  origin  from  the  internal  coo-  Fig-  269.— Front  of  the  Left 
dyle  of  the  humerus  by  a  common  tendon.  Forearm.    Superficial  Muscles. 

The  Pronator  Radii  Teres  arises  by  two  heads. 
One,  the  larger  and  more  superficial,  arises  from  the 
humerus,  immediately  above  the  internal  condyle, 
and  from  the  tendon  common  to  the  origin  of  the 
other  muscles ;  also  from  the  fascia  of  the  forearm, 
and  intermuscular  septum  between  it  and  the  Flexor 
carpi  radialis.  The  other  head  is  a  thin  fasciculus, 
which  arises  from  the  inner  side  of  the  coronoid  pro- 
cess of  the  ulna,  joining  the  preceding  at  an  acutd 
angle.  Between  the  two  heads  passes  the  median 
nerve.  The  muscle  passes  obliquely  across  the  fore- 
arm from  the  inner  to  the  outer  side,  and  terminates 
in  a  flat  tendon,  which  turns  over  the  outer  margin 
of  the  radius,  and  is  inserted  into  a  rough  ridge  at 
the  middle  of  the  outer  surface  of  the  shaft  of  that 
bone. 

Variations.  The  coronoid  origin  of  this  muscle  presents 
numerous  variations.  It  is  occasionally  absent,  ami  in  one  case 
recorded  bj  Dr.  tfacaliater  (Journal  of  Anal,  and  PhyM.  2d 
series.  No.  1.  p.  9).  it  existed  an  a  distinct  muscle,  inserted  into 
the  front  of  the  radius  higher  up  than  the  rest  of  the  mass.  In 
other  cases  the  coronoid  slip  has  been  found  connected  wilh  the 
Palmaris  longus  or  the  Flexor  carpi  radialis,  instead  of  the 
Pronator  teres,  and  other  slighter  anomalies  have  been  recorded 
by  Dr.  Macaliater. 

Relations.  By  its  anterior  surface,  with  the  deep 
fascia,  the  Supinator  longus,  and  the  radial  vessels 
and  nerve.  By  its  posterior  surface,  with  the  Bra- 
cliialis  anticus,  Flexor  sublimis  digitorum,  the  me- 
dian nerve,  and  ulnar  artery :  the  small,  or  deep, 
head  being  interposed  between  the  two  latter  struc- 
tures. Its  outer  border  forms  the  inner  boundary  of 
a  triangular  space,  in  which  is  placed  the  brachial 
artery,  median  nerve,  and  tendon  of  the  Biceps 
muscle.  Its  inner  border  is  in  contact  with  the 
Flexor  carpi  radialis. 

The  Flexor  Carpi  Radialis  lies  on  the  inner  side 
of  the  preceding  muscle.  It  arises  from  the  internal 
condyle  by  the  common  tendon,  from  the  fascia 
of  the  forearm,  and  from  the  intermuscular  septa 
between  it  and  the  Pronator  tores,  on  the  outside; 
the  Palmaris  longus,  internally;  and  the  Flexor 
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sublimis  digitorum,  beneath.  Slender  and  aponeurotic  in  structure  at  its  com- 
mencement, it  increases  in  size,  and  terminates  in  a  tendon  which  forms  the 
lower  two-thirds  of  its  lengths  This  tendon  passes  through  a  canal  on  the  outer 
side  of  the  annular  ligament,  runs  through  a  groove  in  the  os  trapezium  (which 
is  converted  into  a  canal  by  a  fibrous  sheath,  and  lined  by  a  synovial  membrane), 
and  is  inserted  into  the  base  of  the  metacarpal  bone  of  the  index  finger.  The 
radial  artery  lies  between  the  tendon  of  this  muscle  and  the  Supinator  longus, 
and  may  easily  be  tied  in  this  situation. 

Relations.  By  its  superficial  surface,  with  the  deep  fascia  and  the  integument. 
By  its  deep  surface,  with  the  Flexor  sublimis  digitorum,  Flexor  longus  pollicis 
and  wrist-joint.  By  its  outer  border,  with  the  Pronator  radii  teres,  and  the  radial 
vessels.  By  its  inner  border,  with  the  Palmaris  longus  above,  and  the  median 
nerve  below. 

Mr.  J.  Wood  describes  a  muscle  occasionally  found  (6  times  in  70  subjects)  beneath  the  Flexor 
carpi  radialis,  and  which  he  has  named  the  Flexor  carpi  radial  is  brevis  vel  profundus.  In  the 
best  marked  specimen  it  arose  from  the  outer  side  of  the  front  surface  of  the  radius,  above  the 
Pronator  quadratus,  and  below  the  Flexor  longus  pollicis,  and  was  inserted  into  the  base  of  the 
middle  metacarpal  bone  and  os  magnum  ;  but  several  variations  are  described,  both  in  its  origin 
and  insertion.  Mr.  Norton  has  also  found  an  instance  of  a  similar  muscle  attached  to  the  middle 
metacarpal  bone.     Journ.  of  Anat.  and  Phys.,  Nov.  1866,  p.  55. 

The  Palmaris  Longus  is  a  slender,  fusiform  muscle,  lying  on  the  inner  side  of 
the  preceding.  It  arises  from  the  inner  condyle  of  the  humerus  by  the  common 
tendon,  from  the  deep  fascia,  and  the  intermuscular  septa  between  it  and  the 
adjacent  muscles.  It  terminates  in  a  slender  flattened  tendon,  which  is  inserted 
into  the  annular  ligament,  expanding  to  end  in  the  palmar  fascia. 

Variations.  This  muscle  is  often  absent ;  when  present,  it  offers  many  varieties.  Its  fleshy 
belly  is  sometimes  very  long,  or  may  occupy  the  middle  of  the  muscle,  which  is  tendinous  at  either 
extremity ;  or  the  Palmaris  may  be  muscular  at  its  lower  extremity,  its  upper  part  being  tendinous. 
Occasionally,  there  is  a  second  Palmaris  longus  placed  on  the  inner  side  of  the  preceding,  termi- 
nating, below,  partly  in  the  annular  ligament  or  fascia,  and  partly  in  the  small  muscles  of  the 
little  finger. 

Relations.  By  its  superficial  surface,  with  the  deep  fascia.  By  its  deep  surface, 
with  the  Flexor  sublimis  digitorum.  Internally,  with  the  Fl<?xor  carpi  ulnaris. 
Externally,  with  the  Flexor  carpi  radialis.  The  median  nerve  lies  close  to  the 
tendon,  just  above  the  wrist,  on  its  inner  and  posterior  side. 

The  Flexor  Carpi  Ulnaris  lies  along  the  ulnar  side  of  the  forearm.  It  arises 
by  two  heads,  connected  by  a  tendinous  arch,  beneath  which  pass  the  ulnar 
nerve,  and  posterior  ulnar  recurrent  artery.  One  head  arises  from  the  inner 
condyle  of  the  humerus  by  the  common  tendon ;  the  other,  from  the  inner  margin 
of  the  olecranon,  by  an  aponeurosis  from  the  upper  two  thirds  of  the  posterior 
border  of  the  ulna,  and  from  the  intermuscular  septum  between  it  and  the 
Flexor  sublimis  digitorum.  The  fibres  terminate  in  a  tendon,  which  occupies 
the  anterior  part  of  the  lower  half  of  the  muscle,  and  is  inserted  into  the  pisiform 
bone,  some  fibres  being  prolonged  to  the  annular  ligament  aud  base  of  the  meta- 
carpal bone  of  the  little  finger.  The  ulnar  artery  lies  on  the  outer  side  of  the 
tendon  of  this  muscle,  in  the  lower  two-thirds  of  the  forearm ;  the  tendon  form- 
ing a  guide  in  tying  the  vessel  in  this  situation. 

Relations.  By  its  superficial  surface,  with  the  deep  fascia,  with  which  it  is 
intimately  connected  for  a  considerable  extent.  By  its  deep  surface,  with  the 
Flexor  sublimis,  the  Flexor  profundus,  the  Pronator  quadratus,  and  the  ulnar 
vessels  and  nerve.  By  its  outer  or  radial  border  with  the  Palmaris  longus  above, 
and  the  ulnar  vessels  and  nerve  below. 

The  Flexor  Sublimis  Digitorum  (perforatus)  is  placed  beneath  the  preceding 
muscles,  which  therefore  must  be  removed  in  order  to  bring  its  attachment  into 
view.  It  is  the  largest  of  the  muscles  of  the  superficial  layer,  and  arises  by 
three  heads.  One  head  arises  from  the  internal  condyle  of  the  humerus  by  the 
common  tendon,  from  the  internal  lateral  ligament  of  the  elbow-joint,  and  from 
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the  intermuscular  septum  common  to  it  and  the  preceding  muscles.  The  second 
head  arises  from  the  inner  side  of  the  coronoid  process  of  the  ulna,  above  the 
ulnar  origin  of  the  Pronator  radii  teres  (Fig.  183,  p.  229).  The  third  head 
arises  from  the  oblique  line  of  the  radius,  extending  from  the  tubercle  to  the 
insertion  of  the  Pronator  radii  teres.  The  fibres  pass  vertically  downwards, 
forming  a  broad  and  thick  muscle, -which  divides  into  four  tendons  about  the 
middle  of  the  forearm  ;  as  these  tendons  pass  beneath  the  annular  ligament  into 
the  palm  of  the  hand,  they  are  arranged  in  pairs,  the  anterior  pair  corresponding 
to  the  middle  and  ring  fingers ;  the  posterior  pair  to  the  index  and  little  fingers. 
The  tendons  diverge  from  one  another  as  they  pass  onwards,  and  are  finally 
inserted  into  the  lateral  margins,  of  the  second  phalanges,  about  their  middle. 
Opposite  the  base  of  the  first  phalanges,  each  tendon  divides  so  as  to  leave  a 
fissured  interval,  between  which  passes  one  of  the  tendons  of  the  Flexor  pro- 
fundus, and  the  tendons  of  both  the  Flexors  then  enter  an  osseo-aponeurotie 
canal,  formed  by  a  strong  fibrous  band,  which  arches  across  them,  and  is  attached 
on  each  side  to  the  margins  of  the  phalanges.  The  two  portions  into  which  the 
tendon  of  the  Flexor  sublimis  divides,  so  as  to  admit  of  the  passage  of  the  deep 
flexor,  expand  somewhat,  and  form  a  grooved  channel,  into  which  the  accom- 
panying deep  flexor  tendon  is  received ;  the  two  divisions  then  unite,  and  finally 
subdivide  a  second  time,  to  be  inserted  into  the  fore  part  and  sides  of  the  second 
phalanges  (Fig.  274).  The  tendons,  whilst  contained  in  the  fibro-osseous  canals, 
are  connected  to  the  phalanges  by  slender  tendinous  filaments,  called  vinculo, 
accessoria  tendinum.  A  synovial  sheath  invests  the  tendons  as  they  pass  beneath 
the  annular  ligament ;  a  prolongation  from  which  surrounds  each  tendon  as  it 
passes  along  the  phalanges. 

Relations.  In  the  forearm,  by  its  superficial  surface,  with  the  deep  fascia  and 
all  the  preceding  superficial  muscles;  by  its  deep  surface,  with  the  Flexor  pro- 
fundus digitorum,  Flexor  longus  pollicis,  the  ulnar  vessels  and  nerve,  and  the 
median  nerve.  In  the  hand,  its  tendons  are  in  relation,  in  front,  with  the 
palmar  fascia,  superficial  palmar  arch,  and  the  branches  of  the  median  nerve ; 
behind,  with  the  tendons  of  the  deep  flexor  and  the  Lunibricales. 

Anterior  Brachial  Region. 

Deep  Layer. 

Flexor  Profundus  Digitorum.  Flexor  Longus  Pollicis. 

Pronator  Quadratus. 

Dissection.  Divide  each  of  the  superficial  muscles  at  its  centre,  and  torn  either  end  aside ; 
the  deep  layer  of  muscles,  together  with  the  median  nerve  and  ulnar  vessels,  will  then  be  exposed. 

The  Flexor  Profundus  Digitorum  (perforans)  (Fig.  270)  is  situated  on  the 
ulnar  side  of  the  forearm,  immediately  beneath  the  superficial  Flexors.  It 
arises  from  the  upper  two- thirds  of  the  anterior  and  inner  surfaces  of  the  shaft 
of  the  ulna,  embracing  the  insertion  of  the  Brachialis  anticus  above,  and  ex- 
tending, below,  to  within  a  short  distance  of  the  Pronator  quadratus.  It  also 
arises  from  a  depression  on  the  inner  side  of  the  coronoid  process,  by  an  aponeu- 
rosis from  the  upper  two-thirds  of  the  posterior  border  of  the  ulna,  and  from 
the  ulnar  half  of  the  interosseous  membrane.  The  fibres  form  a  fleshy  belly  of 
considerable  size  which  divides  into  four  tendons :  these  pass  under  the  annular 
ligament  beneath  the  tendons  of  the  Flexor  sublimis.  Opposite  the  first  pha- 
langes, the  tendons  pass  between  the  two  slips  of  the  tendons  of  the  Flexor 
sublimis,  and  are  finally  inserted  into  the  bases  of  the  last  phalanges.  The 
tendon  of  the  index  finger  is  distinct;  the  rest  are  connected  together  by  cellular 
tissue  and  tendinous  slips,  as  far  as  the  palm  of  the  hand. 

Four  small  muscles,  the  Lumbricales,  are  connected  with  the  tendons  of  the 
Flexor  profundus  in  the  palm.  They  will  be  described  with  the  muscles  in 
that  region. 
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Fi&.  270— Front  of  the  Left  Forearm.  Deep  Muscles.  Relations.  By  its  superficial  sur- 
face, in  the  forearm,  with  the 
Flexor  aublimia  digitorum,  the 
Flexor  carpi  ulnar  is,  the  ulnar  ves- 
sels and  nerve,  and  the  median 
nerve;  and  in  the  hand,  with  the 
tendons  of  the  superficial  Flexor. 
By  its  deep  surface,  in  the  forearm, 
with  the  ulna,  the  interosseous 
membrane,  the  Pronator  quadra- 
Ins:  and  in  the  band,  with  the 
Interossei,  Adductor  pollicis,  and 
deep  palmar  arch.  By  its  ulnar 
lionler,  with  the  Flexor  carpi  ul- 
naris.  By  its  radial  l>order,  with 
the  Flexor  longus  pollicis,  the 
anterior  interosseous  vessels  and 
nerve  being  interposed. 

The  Flexor  Longus  Pollicis  is 
situated  on  the  radial  side  of  the 
forearm,  lying  on  the  same  plane 
as  the  preceding.  It  arises  from 
the  upper  two- thirds  of  the  grooved 
anterior  surface  of  the  shall  of  the 
radius;  commencing, above, imme- 
diately below  the  tuberosity  and 
oblique  line,  and  extending,  below, 
to  within  a  short  distance  of  the 
Pronator  quadratus.  It  also  arises 
from  the  adjacent  part  of  the  inter- 
osseous membrane,  and  occasion- 
ally by  a  fleshy  slip  from  the  base 
of  the  coronoid  process.  The 
fibres  pass  downwards,  and  termi- 
nate in  a  flattened  tendon,  which 
passes  beneath  the  annular  lign- 
ment,  is  then  lodged  in  the  inter- 
space between  the  two  heads  of 
the  Flexor  brevis  pollicis,  and 
entering  an  osseo-aponeurotic 
canal  similar  to  those  for  the 
other  flexor  tendons,  is  inserted 
into  the  base  of  the  last  phalanx 
of  the  thumb. 

Relations.  By  its  superficial 
surface,  with  the  Flexor  sublimis 
digitorum,  Flexor  carpi  radialis,  ' 
Supinator  longus  and  radial  ves- 
sels. By  its  deep  surface,  with  the 
radius,  iutero:-seou8  membrane, 
and  Pronator  quadratus.  By  its 
uhtar  border,  with  the  Flexor  pro- 
fundus digitorum,  from  which  it 
is  separated  by  the  anterior  inter- 
osseous vessels  and  nerve. 

The  Pronator  Quadratus  is  a 
small,  flat,  quadrilateral  muscle, 
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extending  transversely  across  the  front  of  the  radius  and  ulna,  above  their 
carpal  extremities.  It  arises  from  the  oblique  line  on  the  lower  fourth  of  the 
anterior  surface  of  the  shaft  of  the  ulna,  and  the  surface  of  bone  immediately 
below  it;  from  the  anterior  border  of  the  ulna;  and  from  a  strong  aponeurosis 
which  covers  the  inner  third  of  the  muscle.  The  fibres  pass  horizontally  out- 
wards, to  be  inserted  into  the  lower  fourth  of  the  anterior  surface  and  external 
border  of  the  shaft  of  the  radius. 

Relations.  By  its  superficial  surface,  with  the  Flexor  profundus  digitorum, 
the  Flexor  longus  pollicis,  Flexor  carpi  radialis,  and  the  radial  vessels.  By  its 
deep  surface,  with  the  radius,  ulna,  and  interosseous  membrane. 

Nerves.  All  the  muscles  of  the  superficial  layer  are  supplied  by  the  median 
nerves,  excepting  the  Flexor  carpi  ulnaris,  which  is  supplied  by  the  ulnar.  Of 
the  deep  layer,  the  Flexor  profundus  digitorum  is  supplied  conjointly  by  the 
ulnar  and  by  the  median,  through  its  branch,  the  anterior  interosseous  nerve, 
which  also  supplies  the  Flexor  longus  pollicis  and  Pronator  quadratus. 

Actions.  These  muscles  act  upon  the  forearm,  the  wrist,  and  hand.  Those 
acting  on  the  forearm,  are  the  Pronator  radii  teres  and  Pronator  quadratus, 
which  rotate  the  radius  upon  the  ulna,  rendering  the  hand  prone ;  when  prona- 
tion has  been  fully  effected,  the  Pronator  radii  teres  assists  the  other  muscles  in 
flexing  the  forearm.  The  flexors  of  the  wrist  are  the  Flexor  carpi  ulnaris  and 
radialis ;  and  the  flexors  of  the  phalanges  are  the  Flexor  sublimis  and  profundus 
digitorum ;  the  former  flexing  the  second  phalanges,  and  the  latter  the  last. 
The  Flexor  longus  pollicis  flexes  the  last  phalanx  of  the  thumb.  The  three 
latter  muscles,  after  flexing  the  phalanges,  by  continuing  their  action,  act  upon 
the  wrist,  assisting  the  ordinary  flexors  of  this  joint ;  and  all  those  which  are 
attached  to  the  humerus  assist  in  flexing  the  forearm  upon  the  arm.  The 
Palmaris  longus  is  a  tensor  of  the  palmar  fascia;  when  this  action  has  been 
fully  effected,  it  flexes  the  hand  upon  the  forearm. 

Radial  Region.    (Fig.  271.) 

Supinator  Longus.  Extensor  Carpi  Radialis  Longior. 

Extensor  Carpi  Radialis  Brevior. 

Di*sertion.  Divide  the  integument  in  the  same  manner  as  in  the  dissection  of  the  anterior 
brachial  region ;  and  after  having  examined  the  cutaneous  vessels  and  nerves  and  deep  fascia, 
remove  all  those  structures.  The  muscles  will  then  be  exposed.  The  removal  of  the  fascia  will 
be  considerably  facilitated  by  detaching  it  from  below  upwards.  Great  care  should  bo  taken  to 
avoid  catting  across  the  tendons  of  the  muscles  of  the  thumb,  which  cross  obliquely  the  larger 
tendons  running  down  the  back  of  the  radius. 

The  Supinator  Longus  is  the  most  superficial  muscle  on  the  radial  side  of  the 
forearm  :  it  is  fleshy  for  the  upper  two-thirds  of  its  extent,  tendinous  below.  It 
arises  from  the  upper  two-thirds  of  the  external  condyloid  ridge  of  the  humerus, 
and  from  the  external  intermuscular  septum,  being  limited  above  by  the  musculo- 
spiral  groove.  The  fibres  terminate  above  the  middle  of  the  forearm  in  a  flat 
tendon,  which  is  inserted  into  the  styloid  process  of  the  radius. 

Relations.  By  its  superficial  surface,  with  the  integument  and  fascia  for  the 
greater  part  of  its  extent ;  near  its  insertion  it  is  crossed  by  the  Extensor  ossis 
inetacarpi  pollicis  and  the  Extensor  primi  intemodii  pollicis.  By  its  deep  surface, 
with  the  humerus,  the  Extensor  carpi  radialis  longior  and  brevior,  the  insertion 
of  the  Pronator  radii  teres,  and  the  Supinator  brevis.  By  its  inner  border,  above 
the  elbow,  with  the  Brachialis  anticus,  the  musculo-spiral  nerve,  and  radial 
recurrent  artery ;  and  in  the  forearm,  with  the  radial  vessels  and  nerve. 

The  Extensor  Carpi  Radialis  Longior  is  placed  partly  beneath  the  preceding 
muscle.  It  arises  from  the  lower  third  of  the  external  condyloid  ridge  of  the 
humerus,  and  from  the  external  intermuscular  septum.  The  fibres  terminate  at 
the  upper  third  of  the  forearm  in  a  flat  tendon,  which  runs  along  the  outer 
border  of  the  radius,  beneath  the  extensor  tendons  of  the  thumb ;  it  then  passes 
through  a  groove  common  to  it  and  the  Extensor  carpi  radialis  brevior  imme- 
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Fig.  271— Posterior  Surface  of  the  Forearm.  diately  behind  the  styloid  process ; 
Superficial  Moecl.*  and  ^  inserte<j  into  &e  base  of  the 

metacarpal  bone  of  the  index  finger, 
on  its  radial  side. 

Relations.  By  its  superficial  sur- 
face, with  the  Supinator  longus,  and 
fascia  of  the  forearm.  Its  outer  side 
is  crossed  obliquely  by  the  extensor 
tendons  of  the  thumb.  By  its  deep 
surface,  with  the  elbow-joint,  the 
Extensor  carpi  radialis  brevior,  and 
back  part  of  the  wrist. 

The  Extensor  Carpi  Radialis 
Brevior  is  shorter,  as  its  name  im- 
plies, and  thicker  than  the  preceding 
muscle,  beneath  which  it  is  placed. 
It  arises  from  the  external  condyle 
of  the  humerus  by  a  tendon  common 
to  it  and  the  three  following  muscles; 
from  the  external  lateral  ligament 
of  the  elbow-joint;  from  a  strong 
aponeurosis  which  covers  its  surface; 
and  from  the  intermuscular  septa 
between  it  and  the  adjacent  muscle?. 
The  fibres  terminate  about  the 
middle  of  the  forearm  in  a  flat 
tendon,  which  is  closely  connected 
with  that  of  the  preceding  muscle, 
accompanies  it  to  the  wrist  lying  in 
the  same  groove  on  the  posterior 
Burface  of  the  radius;  passes  beneath 
the  annular  ligament  and,  diverging 
somewhat  from  its  fellow,  is  inserted 
into  the  base  of  the  metacarpal  bone 
of  the  middle  finger  on  its  radial 
side. 

The  tendons  of  the  two  preceding 
muscles  pass  through  the  same  com- 
partment of  the  annular  ligament, 
and  are  lubricated  by  a  single  syno- 
vial membrane,  but  are  separated 
from  each  other  by  a  small  vertical 
'  ridge  of  bone  as  they  lie  in  the 

groove  at  the  back  of  the  radius. 

Relations,  By  its  superficial  sur- 
face, with  the  Extensor  carpi  radialis 
longior,  and  with  the  Extensor 
muscles  of  the  thumb,  which  cross 
it.  By  its  deep  surface,  with  the 
Supinator  brevis,  tendon  of  the  Pro- 
nator radii  teres,  radius  and  wrist- 
joint.  By  its  ulnar  border,  with  the 
Extensor  communis  digitorum. 

Actions.  The  actions  of  the  mus- 
cles of  this  region  will  be  described 
in  connection  with  those  of  the  pos- 
terior brachial  region. 
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Posterior  Brachial  Region.    (Fig.  271.) 

Superficial  Layer. 

Extensor  Communis  Digitorum.  Extensor  Carpi  Ulnaris. 

Extensor  Minimi  Digiti.  Anconeus. 

The  Extensor  Communis  Digitorum  is  situated  at  the  back  part  of  the  forearm. 
It  arises  from  the  external  condyle  of  the  humerus  by  the  common  tendon,  from 
the  deep  fascia,  and  the  intermuscular  septa  between  it  and  the  adjacent  muscles. 
Just  below  the  middle  of  the  forearm  it  divides  into  three  tendons,  which  pass, 
together  with  the  Extensor  indicis,  through  a  separate  compartment  of  the 
annular  ligament,  lubricated  by  a  synovial  membrane.  The  tendons  then  di- 
verge, the  innermost  one  dividing  into  two ;  and  all,  after  passing  across  the 
back  of  the  hand,  are  inserted  into  the  second  and  third  phalanges  of  the  fingers 
in  the  following  manner:  Each  tendon  becomes  narrow  and  thickened  opposite 
the  metacarpo- phalangeal  articulation,  and  gives  off  a  thin  fasciculus  upon  each 
side  of  the  joint  which  serves  as  the  posterior  ligament ;  after  having  passed  the 
joint,  it  spreads  out  into  a  broad  aponeurosis,  which  covers  the  whole  of  the 
dorsal  surface  of  the  first  phalanx ;  being  reinforced,  in  this  situation,  by  the 
tendons  of  the  Interossei  and  Lumbricales.  Opposite  the  first  phalangeal  joint 
this  aponeurosis  divides  into  three  slips,  a  middle,  and  two  lateral:  the  former  is 
inserted  into  the  base  of  the  second  phalanx ;  and  the  two  lateral,  which  are  con- 
tinued onwards  along  the  sides  of  the  second  phalanx,  unite  by  their  contiguous 
margins,  and  are  inserted  into  the  dorsal  surface  of  the  last  phalanx.  As  the 
tendons  cross  the  phalangeal  joints,  they  furnish  them  with  posterior  ligaments. 
The  tendons  of  the  middle,  ring,  and  little  fingers  are  connected  together,  as  they 
cross  the  hand,  by  small  oblique  tendinous  slips.  The  tendons  of  the  index  and 
little  fingers  also  receive,  before  their  division,  the  special  extensor  tendons 
belonging  to  them. 

Relations.  By  its  superficial  surface,  with  the  fascia  of  the  forearm  and  hand, 
the  posterior  annular  ligament,  and  integument.  By  its  deep  surface,  with  the 
Supinator  brevis,  the  Extensor  muscles  of  the  thumb  and  index  finger,  the  pos- 
terior interosseous  vessels  and  nerve,  the  wrist-joint,  carpus,  metacarpus,  and 
phalanges.  By  its  radial  border,  with  the  Extensor  carpi  radius  brevior.  By  its 
ulnar  border,  with  the  Extensor  minimi  digiti,  and  Extensor  carpi  ulnaris. 

The  Extensor  Minimi  Digiti  is  a  slender  muscle  placed  on  the  inner  side  of 
the  Extensor  communis,  with  which  it  is  generally  connected.  It  arises  from 
the  common  tendon  by  a  thin  tendinous  slip ;  and  from  the  intermuscular  septa 
between  it  and  the  acfjaccnt  muscles.  Its  tendon  runs  through  a  separate  com- 
partment in  the  annular  ligament  behind  the  inferior  radio-ulnar  joint,  then 
divides  into  two  as  it  crosses  the  hand,  and,  at  the  metacarpo-phalangeal  articu- 
lation, unites  with  the  tendon  derived  from  the  common  Extensor,  lying  at  first 
to  the  ulnar  side  of  that  tendon  and  somewhat  more  superficial.  The  common 
tendon  then  spreads  into  a  broad  aponeurosis,  which  is  inserted  into  the  second 
and  third  phalanges  of  the  little  finger  in  a  similar  manner  to  the  common  ex- 
tensor tendons  of  the  other  fingers. 

The  Extensor  Carpi  Ulnaris  is  the  most  superficial  muscle  on  the  ulnar  side 
of  the  forearm.  It  arises  from  the  external  condyle  of  the  humerus,  by  the 
common  tendon ;  from  the  middle  third  of  the  posterior  border  of  the  ulna  below 
the  Anconeus,  and  from  the  fascia  of  the  forearm.  This  muscle  terminates  in  a 
tendon,  which  runs  through  a  groove  behind  the  styloid  process  of  the  ulna, 
passes  through  a  separate  compartment  in  the  annular  ligament,  and  is  inserted 
into  the  ulnar  side  of  the  base  of  the  metacarpal  bone  of  the  little  finger. 

Relations.  By  its  superficial  surface,  with  the  fascia  of  the  forearm.  By  its 
deep  surface,  with  the  ulna,  and  the  muscles  of  the  deep  layer. 

The  Anconeus  is  a  small  triangular  muscle,  placed  behind  and  below  the  elbow 
27 


418  MUSCLES  AND  FASCIA. 

joint,  and  appears  to  be  a  continuation  of  the  external  portion  of  the  Triceps.  It 
arises  by  a  separate  tendon  from  the  back  part  of  the  outer  condyle  of  the  hume- 
rus ;  and  is  inserted  into  the  side  of  the  olecranon,  and  upper  fourth  of  the  poste- 
rior surface  of  the  shaft  of  the  ulna ;  its  fibres  diverge  from  their  origin,  the 
upper  ones  being  directed  transversely,  the  lower  obliquely  inwards. 

Relations.  By  its  superficial  surface,  with  a  strong  fascia  derived  from  the  Tri- 
ceps. By  its  deep  surface,  with  the  elbow-joint,  the  orbicular  ligament,  the  ulna, 
and  a  small  portion  of  the  Supinator  brevis. 

Posterior  Brachial  Region.    (Fig.  272.) 

Deep  Layer. 

Supinator  Brevis.  Extensor  Primi  Internodii  Pollicis. 

Extensor  Ossis  Metacarpi  Pollicis.  Extensor  Secundi  Internodii  Pollicis. 

Extensor  Indicis. 

The  Supinator  Brevis  is  a  broad  muscle,  of  a  hollow  cylindrical  form,  curved 
round  the  upper  third  of  the  radius.  It  arises  from  the  external  condyle  of  the 
humerus,  from  the  external  lateral  ligament  of  the  elbow-joint,  and  the  orbicular 
ligament  of  the  radius,  from  the  ridge  on  the  ulna  which  runs  obliquely  down- 
wards from  the  posterior  extremity  of  the  lesser  sigmoid  cavity,  from  the  tri- 
angular depression  in  front  of  it,  and  from  a  tendinous  expansion  which  covers 
the  surface  of  the  muscle.  The  muscle  surrounds  the  upper  part  of  the  radius : 
the  upper  fibres  forming  a  sling-like  fasciculus,  which  encircles  the  neck  of  the 
radius  above  the  tuberosity,  and  is  attached  to  the  back  part  of  its  inner  surface ; 
the  middle  fibres  are  attached  to  the  outer  edge  of  the  oicipital  tuberosity ;  the 
lower  fibres  to  the  oblique  line  of  the  radius,  as  low  down  as  the  insertion  of  the 
Pronator  radii  teres.     This  muscle  is  pierced  by  the  posterior  interosseous  nerve. 

Relations.  By  its  superficial  surface,  with  the  superficial  Extensor  and  Supi- 
nator muscles,  and  the  radial  vessels  and  nerve.  By  its  deep  surface,  with  trie 
elbow-joint,  the  interosseous  membrane,  and  the  radius. 

The  Extensor  Ossis  Metacarpi  Pollicis  is  the  most  external  and  the  largest  of 
the  deep  Extensor  muscles :  it  lies  immediately  below  the  Supinator  brevis,  with 
which  it  is  sometimes  united,  it  arises  from  the  posterior  surface  of  the  shaft  of 
the  ulna  below  the  insertion  of  the  Anconeus,  from  the  interosseous  ligament, 
and  from  the  middle  third  of  the  posterior  surface  of  the  shaft  of  the  radius. 
Passing  obliquely  downwards  and  outwards,  it  terminates  in  a  tendon  which  runs 
through  a  groove  on  the  outer  side  of  the  styloid  process  of  the  radius,  accom- 
panied by  the  tendon  of  the  Extensor  primi  internodii  pollicis,  and  is  inserted  into 
the  base  of  the  metacarpal  bone  of  the  thumb. 

Relations.  By  its  superficial  surface,  with  the  Extensor  communis  digitorum, 
Extensor  minimi  digiti,  and  fascia  of  the  forearm ;  and  with  the  branches  of  the 
posterior  interosseous  artery  and  nerve  which  cross  it.  By  its  deep  surface,  with 
the  ulna,  interosseous  membrane,  radius,  the  tendons  of  the  Extensor  carpi  radi- 
alis  longior  and  brevior,  which  it  crosses  obliquely ;  and,  at  the  outer  side  of  the 
wrist,  with  the  radial  vessels.  By  its  upper  border,  with  the  Supinator  brevis. 
By  its  lower  border,  with  the  Extensor  primi  internodii  pollicis. 

The  Extensor  Primi  Internodii  Pollicis,  the  smallest  muscle  of  this  group,  lies 
on  the  inner  side  of  the  preceding.  It  arises  from  the  posterior  surface  of  the 
shaft  of  the  radius,  below  the  Extensor  ossis  metacarpi,  and  from  the  interosseous 
membrane.  Its  direction  is  similar  to  that  of  the  Extensor  ossis  metacarpi,  its 
tendon  passing  through  the  same  groove  on  the  outer  side  of  the  styloid  process 
to  be  inserted  into  the  base  of  the  first  phalanx  of  the  thumb. 

Relations.     The  same  as  those  of  the  Extensor  ossis  metacarpi  pollicis. 

The  Extensor  Secundi  Internodii  Pollicis  is  much  larger  than  the  preceding 
muscle,  the  origin  of  which  it  partly  covers  in.  It  arises  from  the  posterior 
surface  of  the  shaft  of  the  ulna,  below  the  origin  of  the  Extensor  ossis  metacarpi 
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pollicis,  and  from  the  interosseous  membrane.  It  terminates  in  a  tendon  which 
passes  through  a  separate  compartment  in  the  annular  ligament,  lying  in  a  narrow 
oblique  groove  at  the  back  part 


of  the  lower  end  of  the  radius. 
It  then  crosses  obliquely  the 
Extensor  tendons  of  the  carpus, 
being  separated  from  the  other 
Extensor  tendons  of  the  thumb 
by  a  triangular  interval,  in  which 
the  radial  artery  is  found;  and 
is  finally  inserted  into  the  base 
of  the  last  phalanx  of  the 
thumb. 

Relations.  By  its  superficial 
surface,  with  the  same  parts  as 
the  Extensor  ossis  metacarpi 
pollicis.  By  its  deep  surface, 
with  the  ulna,  interosseous  mem- 
brane, radius,  the  wrist,  the 
radial  vessels,  and  metacarpal 
bone  of  the  thumb. 

The  Extensor  Indicts  is  a 
narrow  elongated  muscle,  placed 
on  the  inner  side  of,  and  parallel 
with,  the  preceding.  It  arises 
from  the  posterior  surface  of  the 
shaft  of  the  ulna,  below  the 
origin  of  the  Extensor  secundi 
internodii  pollicis,  and  from  the 
interosseous  membrane.  Its  ten- 
don passes  with  the  Extensor 
communis  digitorum  through  the 
same  canal  in  the  annular  liga- 
ment, and  subsequently  joins 
that  tendon  of  the  Extensor  com- 
munis which  belongs  to  the  index 
linger,  opposite  the  lower  end 
of  the  corresponding  metacarpal 
bone,  lying  to  the  ulnar  side  of 
the  tendon  from  the  common 
Extensor.  It  is  finally  inserted 
into  the  second  and  third 
phalanges  of  the  index  finger  in 
the  manner  already  described. 

Relations.  They  are  similar 
to  those  of  the  preceding  mus- 
cles. 

Nerves.  The  Supinator  longus, 
Extensor  carpi  radialis  longior, 
and  Anconeus,  are  supplied  by 
branches  from  the  musculo-spiral 
nerve.  The  remaining  muscles 
of  the  radial  and  posterior  bra- 
chial regions,  by  the  posterior 
interosseous  nerve. 

Actions.     The  muscles  of  the 


Deep 
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radial  and  posterior  brachial  regions,  which  comprise  all  the  Extensor  and 
Supinator  muscles,ect  upon  the  forearm,  wrist,  and  hand;  they  are  the  direct 
antagonists  of  the  Pronator  and  Flexor  muscles.  The  Anconeus  assists  the 
Triceps  in  extending  the  forearm.  The  Supinator  longus  and  brevis  are  the 
supinators  of  the  forearm  and  hand;  the  former  muscle  more  especially  acting 
as  a  supinator  when  the  limb  is  pronated.  When  supination  has  been  produced, 
the  Supinator  longus,  if  still  continuing  to  act,  flexes  the  forearm.  The  Extensor 
carpi  radialis  lougior  and  brevior,  and  Extensor  carpi  ulnaris  muscles,  are  the 
Extensors  of  the  wrist ;  continuing  their  action,  they  serve  to  extend  the  forearm 
upon  the  arm;  they  are  the  direct  antagonists  of  the  Flexor  carpi  radialis  and 
ulnaris.  The  common  Extensor  of  the  fingers,  the  Extensors  of  the  thumb,  and 
the  Extensors  of  the  index  and  little  fingers,  serve  to  extend  the  phalanges  into 
which  they  are  inserted;  and  are  the  direct  antagonists  of  the  Flexors.  By 
continuing  their  action,  they  assist  in  extending  the  forearm.  The  Extensors 
of  the  thumb,  in  consequence  of  the  oblique  direction  of  their  tendons,  assist  in 
supinating  the  forearm  when  the  thumb  has  been  drawn  inwards  towards  the 
palm. 

Muscles  and  Fascia  of  ttie  Hand. 

Dissection  (Fig.  265).  Make  a  trans  verse  incision  across  the  front  of  the  wrist,  and  a  second 
across  tlie  heads  of  the  metacarpal  bones  :  connect  the  two  by  a  vertical  incision  in  (he  middle 
line,  and  continue  it  throneh  the  centre  of  the  middle  finger.  The  anterior  and  posterior  annular 
ligaments,  and  the  palmar  fascia,  should  then  be  dissected. 

The  Anterior  Annular  Ligament  is  a  strong  fibrous  band,  which  arches  over 
the  carpus,  converting  the  deep  groove  on  the  front  of  the  carpal  bones  into  a 
canal,  beneath  which  pass  the  flexor  tendons  of  the  fingers.  It  is  attached, 
internally,  to  the  pisiform  bone,  and  unciform  process  of  the  unciform  bone; 
and  externally,  to  the  tuberosity  of  the  scaphoid,  and  ridge  on  the  trapezium. 
It  is  continuous,  above,  with  the  deep  fascia  of  Ihe  forearm,  and  below,  with  the 
palmar  fascia.  It  is  crossed  by  the  ulnar  vessels  and  nerve,  and  the  cutaneous 
branches  of  the  median  and  ulnar  nerves.  It  has  inserted  into  its  upper  and 
inner  part  the  tendon  of  the  Palmaris  longus  and  part  of  the  tendon  of  the 
Flexor  carpi  ulnaris;  and  has,  arising  from  it  below,  the  small  muscles  of  the 
thumb  and  little  fiuger.  It  is  pierced  by  the  tendon  of  the  Flexor  carpi  radialis ; 
and,  beneath  it,  pass  the  tendons  of 
Ffc.  273.-TranBveriu5  Section  through  the  Wrist,     tl,c  Flexor  sublimis  and    profundus 

j,  and  the  Canals     digitorum,  the  Flexor  longus  polhcis, 

and  the  median  nerve.  There  are 
two  synovial  membranes  beneath  this 
ligament;  one  of  large  size,  inclosing 
the  tendons  of  the  Flexor  sublimis 
and  profundus ;  and  a  separate  one 
for  the  tendon  of  the  Flexor  longus 
pollicis,  which  is  also  very  extensive, 
reaching  from  above  the  wrist  to  the 
extremity  of  the  last  phalanx  of  the 
thumb. 

The  Posterior  Annular  Ligament  is 
a  strong  fibrous  band,  extending  trans- 
versely across  the  back  of  the  wrist, 
*"■  ■«•«»■  and  continuous  with  the  fascia  of  the 

forearm.  It  forms  a  sheath  for  the 
extensor  tendons  in  their  passage  to  the  fingers,  being  attached,  Jnternnlly,  to 
the  ulna,  the  cuneiform  and  pisiform  bones,  and  palmar  fascia;  externally,  to  the 
margin  of  the  radius:  and,  in  its  passage  across  the  wrist,  to  the  elevated  ridges 
on  the  posterior  surface  of  the  radius.  It  presents  six  compartments  for  the 
passage  of  tendons,  each  of  which  is  lined  by  a  separate  synovial  membrane. 
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These  are,  from  without  inwards — 1.  On  the  outer  side  of  the  styloid  process 
for  the  tendons  of  the  Extensor  ossis  metacarpi,  and  Extensor  primi  internodii 
pollicis.  2.  Behind  the  styloid  process,  for  the  tendons  of  the  Extensor  carpi 
radialis  longior  and  brevior.  3.  Opposite  the  outer  side  of  the  posterior  surface 
of  the  radius,  for  the  tendon  of  the  Extensor  secundi  internodii  pollicis.  4.  To 
the  inner  side  of  the  latter,  for  the  tendons  of  the  Extensor  communis  digitorum 
and  Extensor  indicis.  5.  For  the  Extensor  minimi  digiti,  opposite  the  interval 
between  the  radius  and  ulna.  6.  For  the  tendon  of  the  Extensor  carpi  ulnaris, 
grooving  the  back  of  the  ulna.  The  synovial  membranes  lining  these  sheaths 
are  usually  very  extensive,  reaching  from  above  the  annular  ligament,  down 
upon  the  tendons  almost  to  their  insertion. 

The  palmar  fascia  forms  a  common  sheath  which  invests  the  muscles  of  the 
hand.     It  consists  of  a  central  and  two  lateral  portions. 

The  central  portion  occupies  the  middle  of  the  palm,  is  triangular  in  shape,  of 
great  strength  and  thickness,  and  binds  down  the  tendons  in  this  situation.  It 
is  narrow  above,  being  attached  to  the  lower  margin  of  the  annular  ligament, 
and  receives  the  expanded  tendon  of  the  Palmaris  longus  muscle.  Below,  it  is 
broad  and  expanded,  and  opposite  the  heads  of  the  metacarpal  bones  divides 
into  four  slips,  for  the  four  fingers.  Each  slip  subdivides  into  two  processes, 
which  inclose  the  tendons  of  the  Flexor  muscles,  and  are  attached  to  the  sides 
of  the  first  phalanx,  and  to  the  glenoid  ligament :  by  this  arrangement,  four 
arches  are  formed,  under  which  the  Flexor  tendons  pass.  The  intervals  left  in 
the  fascia,  between  the  four  fibrous  slips,  transmit  the  digital  vessels  and  nerves, 
and  the  tendons  of  the  Lumbricales.  At  the  points  of  division  of  the  palmar 
fascia  into  the  slips  above  mentioned,  numerous  strong  transverse  fibres  bind 
the  separate  processes  together.  The  palmar  fascia  is  intimately  adherent  to 
the  integument  by  numerous  fibrous  bands,  and  gives  origin  by  its  inner  margin 
to  the  Palmaris  brevis;  it  covers  the  superficial  palmar  arch,  the  tendons  of  the 
flexor  muscles,  and  the  branches  of  the  median  and  ulnar  nerves ;  and  on  each 
side  it  gives  off  a  vertical  septum,  which  is  continuous  with  the  interosseous 
aponeurosis,  and  separates  the  lateral  from  the  middle  palmar  group  of  muscles. 

The  lateral  portions  of  the  palmar  fascia  are  thin  fibrous  layers,  which  cover, 
on  the  radial  side,  the  muscles  of  the  ball  of  the  thumb ;  and,  on  the  ulnar  side, 
the  muscles  of  the  little  finger ;  they  are  continuous  with  the  dorsal  fascia,  and 
in  the  palm  with  the  middle  portion  of  the  palmar  fascia. 

Muscles  of  the  Hand. 

The  Muscles  of  the  Hand  are  subdivided  into  three  groups: — 1.  Those  of  the 
thumb,  which  occupy  the  radial  side.  2.  Those  of  the  little  finger,  which  occupy 
the  ulnar  side.  3.  Those  in  the  middle  of  the  palm  and  between  the  interosseous 
spaces!  " 

Radial  Region.    (Fig.  274.) 

Muscles  of  the  Thumb. 

Abductor  Pollicis. 

Opponens  Pollicis  (Flexor  Ossis  Metacarpi). 

Flexor  Brevis  Pollicis. 

Adductor  Pollicis. 

The  Abductor  Pollicis  is  a  thin  flat  muscle,  placed  immediately  beneath  the 
integument.  It  arises  from  the  ridge  of  the  os  trapezium  and  annular  ligament; 
and,  passing  outwards  and  downwards,  is  inserted  bv  a  thin  flat  tendon  into  the 
radial  side  of  the  base  ofjthe^firg*  phalanx  of  the  thumb. 

Relations.  By  its  superficial  pur'face,  with"  the  palmar  fascia.  By  its  deep 
surface,  with  the  Opponens  pollicis,  from  which  it  is  separated  bv  a  thin  aponeu- 
rosis. Its  inner  border  is  separated  from  the  Flexor  brevis  pollicis  by  a  narrow 
cellular  interval.  / 

I  n  <-v;r\ 
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The  Opponent  Pollicis  is  a  email  triangular  muscle,  placed  beneath  the  pre- 
ceding. It  arises  from  the  palmar  Burface  of  the  trapezium  and  annular  ligament, 
passes  downwards  and  outwards,  and  is  inserted  into  the  whole  length  of  the 
metacarpal  bone  of  the  thumb  on  its  radial  side.  "      ~ 

Fig.  274.— linsdes  of  the  Left  Hand.    Palmar  Surface. 


Relations.  By  its  superficial  surface,  with  the  Abductor  pollicis.  By  its  deep 
surface,  with  the  trapezio-metacarpal  articulation.  By  its  inner  border,  with  the 
Flexor  brevis  pollicis. 

The  Flexor  Brevis  Pollicis  is  much  larger  than  either  of  the  two  preceding 
muscles,  beneath  which  it  is  placed.    It  consists  of  two  portions,  in  the  interval 
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between  which  lies  the  tendon  of  the  Flexor  longus  pollicis.  The  anterior  and 
more  superficial  portion  afiseJTfrom  the  trapezium  and  outer  two-thirds  of  the 
annular  ligament ;  the  deeperportion  irom  the  trapezoid,  os  magnum,  base  of 
the  third  metacarpal  bone,  ancTsheath  oTthe  tendon  of  the  Flexor  carpi  radialis. 
The  fleshy  fibres  unite  to  form  a  single  muscle ;  this  divides  into  two  portions, 
which  are  inserted  one  on  either  side  of  the  base  of  the  <&sakr  phalanx  of  th 
thumb,  the  outer  portion  being  joined  with  the  Abductor,  and  the  inner  witK 
the  Adductor.  A  sesamoid  bone  is  developed  in  each  tendon  as  it  passes  across 
the  metacarpophalangeal  joint. 

Relations.  By  its  superficial  surface,  with  the  palmar  fascia.  By  its  deep 
surface,  with  the  Adductor  pollicis,  and  teDdon  of  the  Flexor  carpi  raaialis.  By 
its  external  surface,  with  the  Opponens  pollicis.  By  its  internal  surface,  with 
the  tendon  of  the  Flexor  longus  pollicis. 

The  Adductor  Pollicis  (Fig.  270)  is  the  most  deeply-seated  of  this  group  of 
muscles.    It  is  of  a  triangular  form,  arising,  by  its  broad  base,  from  the  whole 
length,  of  the  metacarpal  bone  of  the  middle  finger  on  its  palmar -Jaixrface ;  the 
fibres,  proceeding  outwards,  Converge,  to  be  inserted  with  the  inner  tendon  of    - 
the  Flexor  brevis  pollicis,  into  the  ulnar  side  of  the  base  of  theiics*  phalanx  or   /  '* 
the  thumb,  and  into  the  internal  sesamoid  bone. 

Relations.  By  its  superficial  surface,  with  the  Flexor  brevis  pollicis,  the  ten- 
dons of  the  Flexor  profundus  and  the  Lumbricales.  Its  deep  surface  covers  the 
first  two  interosseous  spaces,  from  which  it  is  separated  by  a  strong  aponeurosis. 

Nerves.  The  Abductor,  Opponens,  and  outer  head  of  the  Flexor  brevis  pol- 
licis, are  supplied  by  the  median  nerve ;  the  inner  head  of  the  Flexor  brevis, 
and  the  Adductor  pollicis,  by  the  ulnar  nerve. 

Actions.  The  actions  of  the  muscles  of  the  thumb  are  almost  sufficiently 
indicated  by  their  names.  This  segment  of  the  hand  is  provided  with  three 
Extensors — an  Extensor  of  the  metacarpal  bone,  an  Extensor  of  the  first,  and 
an  Extensor  of  the  second  phalanx;  these  occupy  the  dorsal  surface  of  the 
forearm  and  hand.  There  are,  also,  three  flexors  on  the  palmar  surface — a 
Flexor  of  the  metacarpal  bone,  the  Flexor  ossis  metacarpi  (Opponens  pollicis), 
the  Flexor  brevis  pollicis,  and  the  Flexor  longus  pollicis;  there  is  also  an 
Abductor  and  an  Adductor.  These  muscles  give  to  the  thumb  its  extensive 
range  of  motion. 

Ulnar  Eegion.    (Fig.  274.) 

Muscles  of  the  Little  Finger, 

Palmaris  Brevis.  Flexor  Brevis  Minimi  Digiti. 

Abductor  Minimi  Digiti.  Opponens  Minimi  Digiti  (Flexor  Ossis  Metacarpi). 

The  PalTnarisJiz&is  is  a  thin  quadrilateral  muscle,  placed  beneath  the  integu- 
ment on  the  ulnar  side  of  the  hand.  It  arises  by  tendinous  fasciculi,  from  the 
annular  ligament  and  palmar  fascia;  the  fleshy  fibres  pass  horizontally  inwards 
to  be  inserted  into  the"  sETn  onTTie  inner  border  of  the  palm  of  the  hand. 

Relations.  By  its  superficial  surface,  with  the  integument  to  which  it  is  inti- 
mately adherent,  especially  by  its  inner  extremity.  By  its  deep  surface,  with 
the  inner  portion  of  the  palmar  fascia;  which  separates  it  from  the  ulnar  vessels 
and  nerve,  and  from  the  muscles  of  the  ulnar  side  of  the  hand. 

The  Abductor  Minimi  Digiti  is  situated  on  the  ulnar  border  of  the  palm  of 
the  hand.  It  arises  from  the  pisiform  bone,  and  from  an  expansion  of  the 
tendon  of  the  Flexor  carpi  ulnafis";  and  terminates  in  a  flat  tendon,  which  is 
inserted  into  the  ulnar  side  of  the  base  of  the  6*st  phalanx  of  the  little  finger. 

Relations.  By  its  superficial  surface,  with  thte  inner  portion  of  the  palmar 
fascia,  and  the  Palmaris  brevis.  By  its  deep  surface,  with  the  Flexor  ossis  meta- 
carpi.    By  its  inner  border,  with  the  Flexor  brevis  minimi  digiti. 

The  Flexor  Brevis  Minimi  Digiti  lies  on  the  same  plane  as  the  preceding 
muscle,  on  its  radial  side.    It  arises  from  the/tip  of  the  unciform  process  of  the  ' 
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unciform  bone,  and  anterior  surface  of  the  annular  ligament,  and  is  inserted  into 
the  base  of  the  first  phalanx  of  the  little  finger,  with  the  preceding.  It  is  sepa- 
rated from  the  Abductor  at  ita  origin,  by  the  deep  branches  of  the  ulnar  artery 
and  nerve.  This  muscle  is  sometimes  wanting;  the  Abductor  is  then,  usually, 
of  large  size. 

Relations.  By  its  superficial  surface,  with  the  internal  portion  of  the  palmar 
fascia,  and  the  Palmaris  brevis.     By  its  deep  surface,  with  the  Opponens. 

The  Opponens  Minimi  Diijiti  (Fig.  270)  is  of  a  triangular  form,  and  placed 
immediately  beneath  the  preceding  muscles.  It  arises  from  the  unciform  process 
of  the  unciform  bone,  and  contiguous  portion  of  the  annular  ligament:  its  fibres 
pass  downwards  and  inwards,  to  be  inserted  into  the  wooie  length  of  the  meta- 
carpal  bone  of  the  little  finger,  along  its  ulnar  margin. 

Relations.  By  iis~'supfffjicial  surface,  with  the  Flexor  brevis,  and  Abductor 
minimi  digiti.  By  its  deep  surface,  with  the  Interossei  muscles  in  the  fourth 
metacarpal  space,  the  metacarpal  bone,  and  the  Flexor  tendons  of  the  little 
finger. 

Nerves.    All  the  muscles  of  this  group  are  supplied  by  the  ulnar  nerve. 

Actions.  The  actions  of  the  muscles  of  the  little  finger  are  expressed  in  their 
names.  The  Palmaris  brevis  corrugates  the  skin  on  the  inner  side  of  the  palm 
of  the  hand. 

Middle  Palmar  Region. 

Lumbricales.  Interossei  Palmares. 

Interossei  Dor  sales. 
The  Lumbricales  (Fig.  274)  are  four  small  fleshy  fasciculi,  accessories  to  the 
deep  Flexor  muscle.  They  arise  by  fleshy  fibres  from  the  tendons  or'  the  deep 
Flexor:  the  first  and  second,  from  the 
radial  side  and  palmar  surface  of  the  tendons 
of  the  index  and  middle  fingers;  the  third, 
from  the  contiguous  sides  of  the  tendons 
of  the  middle  and  ring  fingers;  and  the 
fourth,  from  the  contiguous  sides  of  the 
tendons  of  the  ring  and  little  fingers.  They 
pass  forwards  to  the  radial  side  of  the 
corresponding  fingers,  and  opposite  the 
metacarpo-phalangeal  articulation  each  ten- 
don terminates  in  a  broad  aponeurosis, 
which  is  inserted  into  the  tendinous  expan- 
sion from  the  Extensor  communis  digi- 
torum,  covering  the  dorsal  aspect  of  each 
finger. 

The  Interosseijlfuscles  are  so  named  from 
occupying  the  intervals  between  the  meta- 
carpal bones.  They  arc  divided  into  two 
sets,  a  dorsal  and  palmar;  the  former  arc 
four  in  number,  one  in  each  metacarpal 
space;  the  latter,  three  in  number,  lie  upon 
the  metacarpal  bones. 

The  Dorsal  Interossei  arc  four  in  number, 
larger  than  the  palmar,  and  occupy  the 
intervals  between  the  metacarpal  bones. 
They  are  bipenniform  muscles,  arising  by  two  heads  from  the  adjacent  sides  of 
the  metacarpal  bones,  but  more  extensively  from  that  side  of  the  metacarpal 
bone  which  corresponds  to  the  side  of  the  finger  in  which  the  muscle  is  inserted. 
They  are  inserted  into  the  base  of  the  first  phalanges  and  into  tho  aponeurosis 
of  the  common  Extensor  tendon.     Between  the  double  origin  of  eacn  of  these 
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muscles  is  a  narrow  triangular  interval,  through  which  passes  a  perforating 
branch  from  the  deep  palmar  arch. 

The  First  Dorsal  Interosseous  muscle,  or  Abductor  indicia,  is  larger  than  the 
others.  It  ia  flat,  triangular  in  form,  and  arises  by  two  heads,  separated  by  a 
fibrous  arch,  for  the  passage  of  the  radial  artery  from  the  dorsum  to  the  palm 
of  the  hand.  The  outer  head  arises  from  the  upper  half  of  the  ulnar  border  of 
the  first  metacarpal  hone ;  the  inner  head,  from  almost  the  entire  length  of  the 
radial  border  of  the  second  metacarpal  bone;  the  tendon  is  inserted  into  the 
radial  side  of  the  index  finger.  The  second  and  third  dorsal  interossei  are 
inserted  into  the  middle  finger,  the  former  into  its  radial,  the  latter  into  its 
ulnar  side.     The  fourth  is  inserted  into  the  ulnar  side  of  the  ring  finger. 

The  Palmar  Interossei,  three  in  number,  are  smaller  than  the  Dorsal,  and 
placed  upon  the  palmar  surface  of  the  metacarpal  bones,  rather  than  between 
them.  They  arise  from  the  entire  length  of  the 
metacarpal  bone  of  one  finger,  and  are  inserted 
into  the  side  of  the  base  of  the  first  phalanx  and 
aponeurotic  expansion  of  the  common  Extensor 
tendon  of  the  same  finger. 

The  first  arises  from  the  ulnar  side  of  the 
second  metacarpal  bone,  and  is  inserted  into  the 
same  side  of  the  index  finger.  The  second  arises 
from  the  radial  side  of  the  fourth  metacarpal 
bone,  and  is  inserted  into  the  same  side  of  the 
ring  finger.  The  third  arises  from  the  radial 
side  of  the  fifth  metacarpal  bone,  and  is  inserted 
into  the  same  side  of  the  little  finger.  From 
this  account  it  may  be  seen,  that  each  finger  is 
provided  with  two  Interossei  muscles,  with  the 
exception  of  the  little  finger,  in  which  the  Ab- 
ductor muscle  takes  the  place  of  one  of  the  pair. 

Nerves.  The  two  outer  Lumbricales  are  sup- 
plied by  the  median  nerve ;  ttoe  rest  of  the  mus- 
cles of  this  group,  by  the  ulnar. 

Actions.  The  DorsatTnterossei  muscles  abduct 
the  fingers  from  an  imaginary  line  drawn  longi- 
tudinally through  the  centre  of  the  middle  fin- 
ger; ana  the  Palmar  interossei  adduct  the  fingers 
towards  that  line.  They  usually  assist  the  Ex- 
tensor muscles;  but  when  the  fingers  are  slightly 

bent,  they  assist  in  flexing  them.  The  action  of  the  Lumbricales  and  Internal 
or  Dorsal  interossei  is  said  by  Hunter  to  be  to  flex  the  first  phalanges,  and 
extend  the  last  two  (works  by  Palmer,  iv.  237);  and  Cleland  supports  this 
("  Journ.  of  Anat.  and  Phys.,"  Old  series,  i,  85).  M.  Duchenne  gives  a  different 
account  of  the  mechanism  of  the  extension  of  the  fingers  and  of  the  action  of 
the  Interossei  muscles  from  that  usually  accepted.  According  to  him,  the 
Extensor  communis  digitorum  acts  almost  entirely  on  the  first  phalanges,  ex- 
tension of  the  second  and  third  phalanges  being  effected  by  the  Interossei 
muscles,  which  also  act  to  a  certain  extent  as  flexors  of  the  first  phalanges. 
This  action  of  the  Interossei  is  additional  to  their  action  in  abduction  and 
adduction  ("  Physiologie  des  Mouvements,"  pp.  261-298).1 

1  M.  Dnchennes  view  or  the  action  of  these  muscles  certainly  derives  support  From  the  phe- 
nomena observed  in  lead-palsy  and  from  the  results  of  galvanizing  the  common  Extensor  and 
the  Interossei.  as  Dr.  W.  Ogle  has  been  bind  enough  to  point  ont  to  me.  Thus  also  in  &  case 
related  bj  Mr.  Hutchinson,  in  which  the  ulnar  nerve  had  been  divided  below  the  part  from  which 
the  Extensor  communis  was  supplied  (and  therefore  the  Interossei  were  paralyzed  while  the 
Extensor  acted),  "  the  first  phalanges  were  bent  backwards  on  the  metacarpal  bones"  (extended) 
"  while  the  fingers  were  curved  into  the  palm"  (second  and  third  phalanges  flexed).  London 
Hospital  Report*,  vol.  Hi.  p.  307. 
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The  Student,  having  completed  the  dissection  of  the  muscles  of  the  upper  extremity,  should  con- 
eider  the  effects  likely  to  be  produced  by  the  action  of  the  various  muscles  in  fracture  of  the  bones. 
In  considering  the  actions  of  the  various  muscles  open  fractures  of  the  upper  extremity,  I  have 
selected  the  most  common  forms  of  injury,  both  for  illustration  and  description. 

Fracture  of  the  clavicle  is  an  exceedingly  common  accident,  and  is  usually  caused  by  indirect 
violence,  as  a  fall  upon  the  shoulder;  it  occasionally,  however,  occurs  from  direct  force.  Its 
more  usual  situation  is  just  external  to  the  centre  of  the  bone,  but  it  may  occur  at  the  sternal 
or  acromial  end. 

Fracture  of  the  middle  of  the  clavicle  (Fig.  277)  is  always  attended  with  considerable  displace- 
ment, the  outer  fragment  being  drawn  downwards,  forwards,  and  inwards;  the  inner  fragment 
slightly  upwards.  The  outer  fragment  is  drawn  down 
by  the  weight  of  the  arm.  and  the  action  of  the  Deltoid, 
and  forwards  and  inwards  by  the  Pectoralis  minor  and 
Bubclavius  muscles  :  the  inner  fragment  is  slightly  raised 
by  the  Sterno  clcido  mastoid,  but  only  to  a  very  limited 
extent,  as  the  attachment  of  the  coe  to-clavicular  ligament 
and  Pectoralis  major  below  and  in  front  would  prevent 
any  very  great  displacement  upwards.  The  causes  of 
displacement  having  been  ascertained,  it  is  easy  to  apply 
the  appropriate  treatment.  The  outer  fragment  is  to  be 
drawn  outwards,  and  together  with  the  scapula,  raised 
upwards  to  a  level  with  the  inner  fragment,  and  retained 
in  that  position. 

In  fracture  of  ihe  acromial  end  of  the  clavicle,  between 
the  conoid  and  trapezoid  ligaments,  only  slight  displace- 
ment occurs,  as  these  ligaments,  from  their  oblique  inser- 
tion, serve  to  hold  both  portions  of  the  bone  in  apposition. 
Fracture,  also,  of  the  sternal  end,  internal  to  the  costo- 
clavicular ligament,  is  attended  with  only  slight  displace- 
ment, this  ligament  serving  to  retain  the  fragments  in 
close  apposition. 

Fracture  of  the  acromion  process  osnally  arises  from 
violence  applied  to  the  upper  and  outer  part  of  the 
shoulder;  it  is  generally  known  by  the  rotundity  of  the 
shoulder  being  lost,  from  the  Deltoid  drawing  the  frac- 
tured portion  downwards  and  forwards ;  and  the  displace- 
ment may  easily  be  discovered  by  tracing  the  margin  of 
the  clavicle  outwards,  when  the  fragment  will  be  found 
resting  on  the  front  and  upper  part  of  the  head  of  the 
humerus.     In  order  to  relax  the  anterior  and  outer  fibres 
of  the  Deltoid  (the  opposing  muscle),  the  arm  should  be  drawn  forwards  across  the  chest,  and  the 
elbow  well  raised,  so  that  the  head  of  the  bone  may  press  the  acromion  process  upwards  and  retain 
it  in  its  position. 

Fracture  of  the  coracoid  procesw  is  an  extremely  rare  accident,  and  is  usually  caused  by  a  sharp 

blow  on  the  point  of  the  shoulder.    Displacement  is  here  produced  by  the  combined  actions  or  the 

Pectoralis  minor,  short  head  of  the  Biceps,  and  L'oraco-bra- 

Fig.  278. — Fracture  of  the  Sur-      chialis,  the  former  muscle  drawing  the  fragment  inwards,  and 

gical  Neck  of  the  Humerus.  the  latter  directly  downwards,  the  amount  of  displacement 

being  limited  by  the  connection  of  this  process  to  the  acromion 

by  means  of  the  coraco-acromial  ligament.    In  Order  to  relax 

these  muscles  and  replace  the  fragments  in  close  apposition. 

the  forearm  should  be  flexed  so  as  to  relax  the  Biceps,  and  the 

arm  drawn  forwards  and  inwards  across  the  chest  so  as  to  relax 

the  Coracc-broehialis ;  the  humerus  should  then  be  pushed 

upwards  against  the  coraco-acromial  ligament,  and  the  arm 

retained  in  that  position. 

Fracture  of  the  anatomical  neck  of  the  humewi  within  the 
capsular  ligament  is  a  rare  accident,  attended  with  very  Blight 
displacement,  an  impaired  condition  of  the  motions  of  the  joint, 

Fracture  of  the  nurgical  neck  (Fig.  278)  is  very  common,  is 
attended  with  considerable  displacement,  and  its  appearances 
correspond  Bomewhat  with  those  of  dislocation  of  the  head  of 
the  humerus  into  the  axilla.  The  upper  fragment  is  slightly 
elevated  under  the  coraco-acromial  ligament  by  the  muscle* 
at  Inched  to  the  greater  and  lesser  tuberosities;  the  lower  tng- 
ment  is  drawn  inwards  by  the  Pectoralis  major,  Laiis 
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dors),  and  Teres  major;  and  the  humerus  is  thrown  obliquely  outwards  from  the  side  by  the  Del- 
toid, and  occasional  I  j  elevated  80  as  to  project  beneath  and  in  front  or  the  coracoid.  process.  The 
deformity  ia  reduced  by  fixing  the  shoulder,  and  drawing  the  arm  outwards  and  downwards.  To 
counteract  the  opposing  muscles,  and  to  keep  the  fragments  in  position,  the  arm  should  be  drawn 
from  the  side,  and  pasteboard  splints  applied  on  its  four  sides,  a  large  conical-shaped  pod  ebonld 
be  placed  in  the  axilla  with  the  base  turned  upwards,  and  the  elbow  approximated  to  the  side, 
and  retained  there  by  a  broad  roller  passed  round  the  chest ;  the  forearm  should  then  be  flexed, 
and  the  hand  supported  in  a  sling,  care  being  taken  not  to  raise  the  elbow,  otherwise  the  lower 
fragment  may  be  displaced  upwards. 

In  fracture  of  the  shaft  of the  humerus  below  the  insertion  of  the  Pectoralis  major,  Latiesimns 
dorsi,  and  Teres  major,  and  above  the  insertion  of  the  Deltoid,  there  is  also  considerable  deformity, 
the  upper  fragment  being  drawn  inwards  by  the  first-mentioned  muscles,  and  the  lower  fragment 
upwards  and  outwards  by  the  Deltoid,  producing  shortening  of  the  limb,  and  a  considerable 
prominence  at  the  seat  of  fracture,  from  the  fractured  ends  of  the  bone  riding  over  one  another, 
especially  if  the  fracture  takes  place  in  an  oblique  direction. 
The  fragments  may  be  brought  into  apposition  by  extension 
from  the  elbow,  and  retained  in  that  position  by  adopting 
the  same  means  as  in  the  preceding  injury. 

In  fractures  of  the  shaft  of  the  humerus  immediately 
below  the  insertion  of  the  Deltoid  the  amonnt  or  deformity 
depends  greatly  upon  the  direction  of  the  fracture.  If  the 
fracture  occurs  in  a  transverse  direction,  only  slight  displace- 
ment occurs,  the  upper  fragment  being  drawn  a  little  Tor- 
wards  ;  bat  in  oblique  fracture,  the  combined  actions  of  the 
Biceps  and  Brachialia  anticns  muscles  in  front,  and  the  Tri- 
ceps behind,  draw  upwards  the  lower  fragment,  causing  it 
to  glide  over  the  upper  fragment,  either  backwards  or  for- 
wards, according  to  the  direction  or  the  fractnre.  Simple 
extension  reduces  the  deformity,  and  the  application  of 
splints  on  the  four  sides  of  the  arm  will  retain  the  fragments 
in  apposition.  Care  should  be  taken  not  to  raise  the  elbow; 
but  the  forearm  and  hand  may  be  supported  in  a  sling. 

Fracture  of  the  humerus  (Fig.  279)  immediately  above 
the  condyles  deserves  very  attentive  consideration,  as  the 
general  appearances  correspond  somewhat  with  those  pro- 
duced by  separation  of  the  epiphysis  of  the  humerus,  and 
with  those  of  dislocation  of  the  radius  and  ulna  backwards. 
If  the  direction  of  the  fracture  is  oblique  from  above,  down- 
wards, and  forwards,  the  lower  fragment  is  drawn  upwards 
and  backwards  by  the  Brachials  milieus  and  Biceps  in  front, 
and  the  Triceps  behind.  This  injury  may  be  diagnosed  from 
dislocation,  by  the  increased  mobility  in  fracture,  the  existei 
deformity  being  remedied  by  extension,  on  the  discontinuance  of  which  it  is  reproduced.  The 
age  of  the  patient  is  of  importance  in  distinguishing  this  form  of  injury  from  separation  of  the 
epiphysis.     If  fracture  occurs  in  the  opposite 

direction  to  that  shown  in  the  accompanying  Fig.  260.— Fracture  of  the  Olecranon. 

figure,  the  lower  fragment  is  drawn  upwards  and 
forwards,  causing  a  considerable  prominence  in 
front;  and  the  upper  fragment  projects  back- 
wards beneath  the  tendon  of  the  Triceps  muscle. 

Fracture  of  the  coronoid  process  of  the  ulna 
is  an  accident  or  rare  occurrence,  and  IB  usually 
y  violent  action  of  the  Brachials  anti- 
.  The  amount  of  displacement  varies 
according  to  the  extent  of  the  fracture.  If  the 
tip  or  the  process  only  is  broken  off,  the  frag- 
ment indrawn  upwards  by  the  Brachial  is  anticns 
on  a  level  with  the  coronoid  depression  of  the 
humerus,  and  the  power  of  flexion  is  partially 
lost  If  the  process  is  broken  on*  near  its  root, 
the  fragment  is  still  displaced  by  the  same 
muscle ;  at  the  same  time,  on  extending  the 
forearm,  partial  dislocation  backwards  of  the 
ulna  occurs  from  Ihe  action  of  the  Triceps 
muscle.  The  appropriate  treatment  would  be 
to  relax  the  Brachial  is  anticns  by  flexing  the 

forearm,  and  to  retain  the  fragments  in  apposition  by  keeping  the  arm  In  this  position.  Union 
is  generally  ligamentous. 

Fracture  of  the  olecranon  process  (Fig.  280)  is  a  more  frequent  accident,  and  is  caused  either 
by  violent  action  of  the  Triceps  muscle,  or  by  a  fall  or  blow  upon  the  point  of  the  elbow.    The 
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detached  fragment  is  displaced  upwards,  by  the  action  of  the  Triceps  muscle,  from  half  an  incli 
to  two  inches ;  the  prominence  of  the  elbow  ie  consequently  lout,  and  a  deep  hollow  is  felt  at  the- 
back  part  of  the  joint,  which  is  much  increased  on  flexing  the  limb.  The  patient  at  the  same 
time  loses,  more  or  less,  the  power  of  extending  the  forearm.  The  treatment  consists  in  relaxing 
the  Triceps  by  extending  the  limb,  and  retaining  it  in  the  extended  position  by  means  of  a  long 
straight  splint  applied  to  the  front  of  the  arm  ;  the  fragments  are  thus  brought  into  close  apposi- 
tion, and  may  be  further  approximated  by  drawing  down  the  upper  fragment.  Union  is  generally 
ligamentous. 

Fracture  of  the  neck  of  the  radius  is  on  exceedingly  rare  accident,  and  is  generally  caused  by 
direct  violence.  Its  diagnosis  is  somewhat  obscure,  on  account  of  the  slight  deformity  visible  : 
the  injured  part  being  surrounded  by  a  large  number  of  muscles ;  but  the  movements  or  pronation 
and  supination  are  entirely  lost.  The  upper  fragment  is  drawn  outwards  by  the  Supinator  brevis, 
its  extent  of  displacement  being  limited  by  the  attachment  of  the  orbicular  ligament.  The  lower 
fragment  is  drawn  forwards  and  slightly  upwards  by  the  Biceps,  and  inwards  by  the  Pronator 
radii  teres,  its  displacement  forwards  and  upwards  being  counteracted  in  some  degree  by  the 
Supinator  brevis.  The  treatment  essentially  consists  in  relaxing  the  Biceps,  Supinator  brevis, 
and  Pronator  radii  teres  muscles,  by  Hexing  the  forearm,  and  placing  it  in  a  position  midway 
between  pronation  and  supination,  extension  having  been  previously  made  so  as  to  bring  the  parts 
in  apposition. 

Fracture  of  the  radios  (Fig.  281)  is  more  common  than  fracture  of  the  nlna,  on  account  of  the 
connection  of  the  former  bone  with  the  wrist.    Fracture  of  the  shaft// the  radius  near  its  centre 
may  occur  from  direct  violence,  but  more  fre- 
Fig.  281.— Fracture  of  the  Shaft  of  the  Radius,     quently  from  a  fall  forwards,  the  weight  of  the 
body  being  received  on  the  wrist  and  hand.   The 
upper  fragment  is  drawn  upwards  by  the  Biceps, 
and  inwards  by  the  Pronator  radii  teres,  holding 
a  position  midway  between  pronation  and  snpi- 
nation.  and  a  degree  of  fulness  in  the  npper  half 
of  the  forearm  is  thus  produced :  the  lower  frag- 
ment is  drawn  downwards  and  inwards  towards 
the  ulna  by  the  Pronator  quadratus.  and  thrown 
into  a  state  of  pronation   by  the  same  muscle ; 
at   the  same  time,   ihe   Supinator   longus,   by 
elevating  the  styloid  process,  into  which  it  is 
inserted,  will  serve  to  depress  the  upper  end  of, 
the  lower  fragment  still  more  towards  the  ulna.    In  order  to  relax  the  opposing  muscle  tile  forearm 
should  be  bent,  and  the  limb  placed  in  a  position  midway  between  pronation  and  supination  ;  ihe 
fracture  is  then  easily  reduced  by  extension  from  the  wrist  and  elbow :  well-padded  splints  should 
then  be  applied  on  both  sides  of  the  forearm  from  the  elbow  to  the  wrist  ;  the  hand  being  allowed 
to  fall,  will,  by  its  own  weight,  counteract  the  action  of  the  Pronator  quadratus  and  Supinator 
longus,  and  elevate  the  lower  fragment  to  the  level  of  the  upper  one. 

Fracture  of  the  shaft  of  the  ulna  is  not  a  common  accident;  it  is  usually  caused  by  direct 
violence.  The  more  protected  position  of  the  ulna  on  the  inner  side  or  the  limb,  the  greater 
strength  of  its  shaft,  and  its  indirect  connection  with  the  wrist,  render  it  less  liable  to  injury  than 
the  radius.  The  fracture  usually  occurs  a  little  below  the  middle,  which  is  the  weakest  part  of 
the  bone.  The  upper  fragment  retains  its  usual  position,  but  the  lower  fragment  is  drawn  out- 
wards towards  the  radius  by  the  Pronator  quadratus,  producing  a  well-marked  depression  at  the 
seat  of  fracture,  and  some  fulness  on  the  dorsal  and  palmar  surfaces  of  the  forearm.  The  fracture 
is  easily  reduced  by  extension  from  the  wrist  and  forearm.    The  forearm  should  be  flexed,  and 

S  laced  in  a  position  midway  between  pronation  and  supination,  aud  well-padded  splints  applied 
om  the  elbow  to  the  ends  of  the  fingers. 

Fracture  of  the  shafts  of  the  radius  and  ulna  together  it  not  a  very  common  accident ;  it  may 
arise  from  a  direct  blow,  or  from  indirect  violence.  The  lower  fragments  are  drawn  upwards, 
sometimes  forwards,  sometimes  backwards,  according  to  the  direction  of  the  fracture,  by  the  com- 
bined actions  of  the  Flexor  and  Extensor  muscles,  producing  a  degree  of  fulness  on  the  dorsal 
or  palmar  surface  of  the  forearm  ;  at  the  same  time  the  two  fragments  are  drawn  into  contact  by 
Ihu  Pronator  quadratus,  the  radius  in  a  state  of  pronation  :  the  npper  fragment  of  the  radius  is 
drawn  upwards  and  inwards  by  the  Biceps  and  Pronator  radii  teres  to  a  higher  level  than  the"" 
ulna;  the  upper  portion  of  the  ulna  is  slightly  elevated  by  the  Brocliialis  anticus.  The  fracture 
may  be  reduced  by  extension  from  the  wrist  and  elbow,  and  the  forearm  should  be  placed  in  the 
same  position  as  in  fracture  of  the  nlna. 

In  the  treatment  of  all  cases  of  fracture  of  the  bones  of  the  forearm,  the  greatest  care  is  requisite 
to  prevent  the  ends  or  the  bones  from  being  drawn  inwards  towards  the  interosseous  space :  if  this 
point  is  not  carefully  attended  to.  the  radius  and  ulna  may  become  anchylosed.  and  the  movements 
of  pronation  and  supination  entirely  lost  I'o  obviate  this,  the  splints  applied  to  the  limb  should 
be  well  padded,  bo  as  to  press  the  muscles  down  into  their  normal  situation  in  the  interosseous 
space,  and  thus  prevent  the  approximation  of  the  fragments. 

Fracture  of  the  lower  end  nf  the  radius  (Fig.  282)  is  usually  called  Collet's  fracture,  from  the 
name  of  the  eminent  Dublin  surgeon  who  first  accurately  describe  it.  It  is  generally  produced 
by  the  patieut  falling  upon  the  hand,  which  receives  the  entire  weight  of  the  body.    This  fracture 
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usually  takes  place  from  half  an  inch  to  an  inch  above  the  articular  surface  if  it  occurs  in  the 
adult ;  but  in  the  child,  before  the  age  of  sixteen,  it  is  more  frequently  a  separation  of  the  epiphysis 
from  the  diaphysis.  The  displacement  which  is  produced  is  very  considerable,  aud  bears  some 
resemblance  to  dislocation  of  the  carpus  backwards,  from  which  it  should  be  carefully  distinguished. 
The  lower  fragment  is  drawn  upwards  and  backwards  behind  the  upper  fragment  by  the  combined 

Fig.  282.— Fracture  of  the  Lower  End  of  the  Radius. 


actions  of  the  Supinator  longus  and  the  flexors  and  the  extensors  of  the  thumb  and  carpus,  pro- 
ducing a  well-marked  prominence  on  the  back  of  the  wrist,  with  a  deep  depression  above  it.  The 
upper  fragment  projects  forwards,  often  lacerating  the  substance  of  the  Pronator  quadratus,  and 
is  drawn  by  this  muscle  into  close  contact  with  the  lower  end  of  the  ulna,  causing  a  projection  on 
the  anterior  surface  of  the  forearm,  immediately  above  the  carpus,  from  the  flexor  tendons  being 
thrust  forwards.  This  fracture  may  be  distinguished  from  dislocation  by  the  deformity  being 
removed  on  making  sufficient  extension,  when  crepitus  may  be  occasionally  detected ;  at  the  same 
time,  on  extension  being  discontinued,  the  parts  immediately  resume  their  deformed  appearance. 
The  age  of  the  patient  will  also  assist  in  determining  whether  the  injury  is  fracture  or  separation 
of  the  epiphysis.  The  treatment  consists  in  flexing  the  forearm,  and  making  powerful  extension 
from  the  wrist  and  elbow,  depressing  at  the  same  time  the  radial  side  of  the  hand,  and  retaining 
the  parts  in  that  position  by  well-padded  pistol-shaped  splints. 
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The  Muscles  of  the   Lower  Extremity  are  subdivided  into  groups,  corre- 
sponding with  the  different  regions  of  the  limb. 

Hip. 


Iliac  Region. 

Psoas  magnus. 
Psoas  parvus. 
Illiacus. 

Thigh. 

Anterior  Femoral  Region. 

Tensor  vaginae  femoris. 

Sartorius. 

Rectus. 

Vastus  externus. 

Vastus  internus. 

Crureus. 

Subcrureus. 

Internal  Femoral  Region. 

Gracilis. 
Pectineus. 
Adductor  longus. 
Adductor  brevis. 
Adductor  magnus. 


Gluteal  Region. 

Gluteus  maximus. 
Gluteus  medius. 
Gluteus  minimus. 
Pyriformis. 
Gemellus  superior. 
Obturator  internus. 
Gemellus  inferior. 
Obturator  externus. 
Quadratus  femoris. 

Posterior  Femoral  Region. 

Biceps. 

Semitendinosus. 

Semimembranosus. 

Leg. 

Anterior  Tibio-fibular  Region. 

Tibialis  anticus. 
Extensor  proprius  pollicis. 
Extensor  longus  digitorum. 
Peroneus  tertius. 
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Posterior  Tibiofibular  Region.  Plantar  Region. 

Superficial  Layer.  First  Layer. 

Gastrocnemius.  Abductor  pollicis. 

Plantaris.  Flexor  brevis  digitorum. 

Soleus.  Abductor  minimi  digiti. 

Deep  Layer.  Second  Layer. 

Popliteus.  Flexor  accessorius. 

Flexor  ongus  pollicis.  Lumbricales. 

r  lexor  longus  digitorum. 
Tibialis  posticus.  Third  Layeru 

Fibular  Region.  Flexor  brevis  pollicis. 

Peroneus  longus.  Adductor  pollicis. 

Peroneus  brevis.  Flexor  brevis  minimi  digiti. 

Transversus  pedis. 
Foot. 

Dorsal  Region.  Fourth  Layer. 

Extensor  brevis  digitorum.  The  Interossei. 

Iliac  Region. 
Psoas  Magnus.  Psoas  Parvus.  Iliacus. 

Dissection.  No  detailed  description  is  required  for  the  dissection  of  these  muscles.  On  the 
removal  of  the  viscera  from  the  abdomen,  they  are  exposed,  covered  by  the  peritoneum  and  a 
thin  layer  of  fascia,  the  fascia  iliaca. 

The  Iliac  fascia  is  the  aponeurotic  layer  which  lines  the  back  part  of  the 
abdominal  cavity,  and  covers  the  Psoas  and  Iliacus  muscles  throughout  their 
whole  extent.  It  is  thin  above ;  and  becomes  gradually  thicker  below,  as  it 
approaches  the  femoral  arch. 

The  portion  investing  the  Psoas  is  attached,  above,  to  the  ligamentum  arcuatum 
internum;  internally,  to  the  sacrum;  and  by  a  series  of  arched  processes  to  the 
intervertebral  substances,  and  prominent  margins  of  the  bodies  of  the  vertebrae; 
the  intervals  so  left,  opposite  tne  constricted  portions  of  the  bodies,  transmitting 
the  lumbar  arteries  and  filaments  of  the  sympathetic  nerve.  Externally,  this 
portion  of  the  iliac  fascia  is  continuous  with  the  fascia  lumborum. 

The  portion  investing  the  Iliacus  is  connected,  externally,  to  the  whole  length 
of  the  inner  border  of  the  crest  of  the  ilium;  and  internally  to  the  brim  of  the 
true  pelvis,  where  it  is  continuous  with  the  periosteum,  and  receives  the  tendon 
of  insertion  of  the  Psoas  parvus,  when  that  muscle  exists.  External  to  the 
femoral  vessels,  this  fascia  is  intimately  connected  with  Poupart's  ligament,  and 
is  continuous  with  the  fascia  transversalis;  but,  as  the  femoral  vessels  pass  down 
into  the  thigh,  it  is  prolonged  down  behind  them,  forming  the  posterior  wall  of 
the  femoral  sheath.  Outside  the  femoral  sheath,  the  iliac  fascia  surrounds  the 
Psoas  and  Iliacus  muscles  to  their  termination,  and  becomes  continuous  with  the 
iliac  portion  of  the  fascia  lata.  Internal  to  the  femoral  vessels,  the  iliac  fascia 
is  connected  to  the  ilio-pectineal  line,  and  is  continuous  with  the  pubic  portion 
of  the  fascia  lata.  The  external  iliac  vessels  lie  in  front  of  the  iliac  fascia,  but 
all  the  branches  of  the  lumbar  plexus  behind  it;  it  is  separated  from  the  perito- 
neum by  a  quantity  of  loose  areolar  tissue.  In  abscess  accompanying  caries  of 
the  lower  part  of  the  spine,  the  matter  makes  its  way  to  the  femoral  arch,  dis- 
tending the  sheath  of  the  Psoas;  and  when  it  accumulates  in  considerable 
quantity,  this  muscle  becomes  absorbed,  and  the  nervous  cords  contained  in  it 
are  dissected  out,  and  are  exposed  in  the  cavity  of  the  abscess;  the  femoral 
vessels,  however,  remain  intact,  and  the  peritoneum  seldom  becomes  implicated. 

(Remove  this  fascia,  and  the  muscles  of  the  iliac  region  will  be  exposed.) 
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The  Psoas  Magnus  (Pig.  284)  is  a  long  fusiform  muscle,  placed  on  the  side  of 
the  lumbar  region  of  the  spine  and  margin  of  the  pelvis.  It  arises  from  the  sides 
of  the  bodies,  from  the  corresponding  intervertebral  substances,  and  from  the 
front  of  the  bases  of  the  transverse  processes  of  the  last  dorsal  and  all  the 
lumbar  vertebrae.  The  muscle  is  connected  to  the  bodies  of  the  vertebrae  by  five 
slips ;  each  slip  is  attached  to  the  upper  and  lower  margins  of  two  vertebrae  and 
to  the  intervertebral  substance  between  them ;  the  slips  themselves  being  con- 
nected by  the  tendinous  arches  which  extend  across  the  constricted  part  of  the 
bodies,  and  beneath  which  pass  the  lumbar  arteries  and  sympathetic  nerves. 
These  tendinous  arches  also  give  origin  to  muscular  fibres,  and  protect  the  blood- 
vessels and  nerves  from  pressure  during  the  action  of  the  muscle.  The  first  slip 
is  attached  to  the  contiguous  margins  of  the  last  dorsal  and  first  lumbar  verte- 
brae ;  the  last  to  the  contiguous  margins  of  the  fourth  and  fifth  lumbar,  and  to 
the  intervertebral  substance.  From  these  points  the  muscle  passes  down  across 
the  brim  of  the  pelvis,  and,  diminishing  gradually  in  size,  passes  behind  Poupart's 
ligament,  and  terminates  in  a  tendon,  which,  after  receiving  the  fibres  of  the 
Iliacus,  is  inserted  into  the  lesser  trochanter  of  the  femur. 

Relations.  In  the  lumbar  region.  By  its  anterior  surface,  which  is  placed 
behind  the  peritoneum,  with  the  iliac  fascia,  the  ligamentum  arcuatum  internum, 
the  kidney,  Psoas  parvus,  renal  vessels,  ureter,  spermatic  vessels,  genito-crural 
nerve,  the  colon,  and  along  its  pelvic  border,  with  the  common  and  external 
iliac,  artery  and  vein.  By  its  posterior  surface,  with  the  transverse  processes  of 
the  lumbar  vertebrae,  and  the  Quadratus  lumborum,  from  which  it  is  separated 
by  the  anterior  lamella  of  the  aponeurosis  of  the  Transversalis.  The  anterior 
crural  nerve  is  at  first  situated  in  the  substance  of  the  muscle,  and  emerges  from 
its  outer  border  at  the  lower  part.  The  lumbar  plexus  is  situated  in  the  poste- 
rior part  of  the  substance  of  the  muscle.  By  its  inner  side,  the  muscle  is  in 
relation  with  the  bodies  of  the  lumbar  vertebrae,  the  lumbar  arteries,  the  ganglia 
of  the  sympathetic  nerve,  and  their  branches  of  communication  with  the  spinal 
nerves;  the  lumbar  glands;  the  vena  cava  inferior  on  the  right,  and  the  aorta 
on  the  left  side.  In  the  thigh  it  is  in  relation,  in  front,  with  the  fascia  lata ; 
behind,  with  the  capsular  ligament  of  the  hip,  from  which  it  is  separated  by  a 
synovial  bursa,  which  sometimes  communicates  with  the  cavity  of  the  joint 
through  an  opening  of  variable  size ;  by  its  inner  border,  with  the  Pcctineus  and 
the  femoral  artery,  which  slightly  overlaps  it;  by  its  outer  border,  with  the 
anterior  crural  nerve  and  Iliacus  muscle. 

The  Psoas  Parvus  is  a  long  slender  muscle,  placed  in  front  of  the  preceding. 
It  arises  from  the  sides  of  the  bodies  of  the  last  dorsal  and  first  lumbar  verte- 
brae and  from  the  intervertebral  substance  between  them.  It  forms  a  small  flat 
muscular  bundle,  which  terminates  in  a  long  flat  tendon,  inserted  into  the  ilio- 

?;ctineal  eminence,  and  continuous,  by  its  outer  border,  with  the  iliac  fascia, 
his  muscle  is  present,  according  to  M.  Theile,  in  one  out  of  every  twenty  sub- 
jects examined. 

Relations.  It  is  covered  by  the  peritoneum,  and  at  its  origin  by  the  liga- 
mentum arcuatum  internum ;  it  rests  on  the  Psoas  magnus. 

The  Iliacus  is  a  flat  radiated  muscle,  which  fills  up  the  whole  of  the  internal 
iliac  fossa.  It  arises  from  the  iliac  fossa,  and  inner  margin  of  the  crest  of  the 
ilium ;  behind,  from  the  ilio-lumbar  ligament,  and  base  of  the  sacrum  ;  in  front, 
from  the  anterior  superior  and  anterior  inferior  spinous  processes  of  the  ilium, 
from  the  notch  between  them,  and  by  a  few  fibres  from  the  capsule  of  the  hip- 
joint.  The  fibres  converge  to  be  inserted  into  the  outer  side  of  the  tendon  of 
the  Psoas,  some  of  them  being  prolonged  into  the  oblique  line  which  extends 
from  the  lesser  trochanter  to  the  linea  aspera. 

Relations.  Within  the  Pelvis:  by  its  anterior  surface,  with  the  iliac  fascia  which 
separates  the  muscle  from  the  peritoneum,  and  with  the  external  cutaneous 
nerve ;  on  the  right  side,  with  the  caecum ;  on  the  left  side,  with  the  sigmoid 
flexure  of  the  colon.     By  its  posterior  surface,  with  the  iliac  fossa.     By  its  inner 
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border,  with  the  Psoas  magnus,  and  anterior  crural  nerve.  In  the  thigh,  it  is  in 
relation,  by  its  anterior  surface,  with  the  fascia  lata,  Rectus  and  Sartorius ;  behind, 
with  the  capsule  of  the  hip-joint,  a  synovial  bursa  common  to  it  and  the  Psoas 
magnus  being  interposed. 

Nerves.  The  Psoas  is  supplied  by  the  anterior  branches  of  the  lumbar  nerves, 
the  Iliacus  by  the  anterior  crural. 

Actions.  The  Psoas  and  Iliacus  muscles,  acting  from  above,  flex  the  thigh 
upon  the  pelvis,  and,  at  the  same  time,  rotate  the  femur  outwards,  from  the 
obliquity  of  their  insertion  into  the  inner  and  back  part  of  that  bone.  Acting 
from  below,  the  femur  being  fixed,  the  muscles  of  both  sides  bend  the  lumbar 
portion  of  the  spine  and  pelvis  forwards.  They  also  serve  to  maintain  the  erect 
position,  by  supporting  the  spine  and  pelvis  upon  the  femur,  and  assist  in  raising 
the  trunk  when  the  body  is  m  the  recumbent  posture. 

The  Psoas  parvus  is  a  tensor  of  the  iliac  fascia. 
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Fig.  283. — Dissection  of  Lower  Ex- 
tremity.   Front  View. 
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FEMORAL  HERNIA, 
SCAR  PAS  TRIANGLE 


Dissection.  To  expose  the  muscles  and  fasciae  in 
this  region,  make  an  incision  along  Poupart's  liga- 
ment, from  the  spine  of  the  ilium  to  the  pubes,  a 
vertical  incision  from  the  centre  of  this,  along  the 
middle  of  the  thigh  to  below  the  knee-joint,  and  a 
transverse  incision  from  the  inner  to  the  outer  side  of 
the  leg,  at  the  lower  end  of  the  vertical  incision.  The 
flaps  of  integument  having  been  removed,  the  super- 
ficial and  deep  fasciae  Bhould  be  examined.  The  more 
advanced  student  should  commence  the  study  of  this 
region  by  an  examination  of  the  anatomy  of  femoral 
hernia,  and  Scarpa's  triangle,  the  incisions  for  the  dis- 
section of  which  are  marked  out  in  the  accompanying 
figure. 
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Fascia  of  the  Thigh. 

The  Superficial  fascia  forms  a  continuous 
layer  over  the  whole  of  the  lower  extremity, 
consisting  of  areolar  tissue,  containing  in  its 
meshes  much  adipose  matter,  and  capable 
of  being  separated  into  two  or  more  layers, 
between  which  are  found  the  superficial 
vessels  and  nerves.  It  varies  in  thickness, 
in  different  parts  of  the  limb ;  in  the  sole  of 
the  foot  it  is  so  thin  as  to  be  scarcely  demon- 
strable, the  integument  being  closely  ad- 
herent to  the  deep  fascia  beneath,  but  in  the 
groin  it  is  thicker,  and  the  two  layers  are 
separated  from  one  another  by  the  super- 
ficial inguinal  glands,  the  internal  saphenous 
vein,  and  several  smaller  vessels.  One  of 
these  two  layers,  the  superficial,  is  continu- 
ous above  with  the  superficial  fascia  of  the 
abdomen,  the  deep  layer  becoming  blended 
with  the  fascia  lata,  a  little  below  Fou part's 
ligament.      The    deep   layer  of  superficial 
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fascia  is  intimately  adherent  to  the  margins       Fig.  284.— Muscles  of  the  Iliac 
of  the  saphenous  opening  in  the  fascia  lata,  Anterior  Femoral  Regies 

and  pierced  in  this  situation  by  numerous 
small  blood  and  lymphatic  vessels:  hence 
the  name  cribriform  fascia,  which  has  been 
applied  to  it.  Subcutaneous  bursce  are  found 
in  the  superficial  fascia  over  the  patella, 
point  of  the  heel,  and  phalangeal  articula- 
tions of  the  toes. 

The  deep  fascia  of  the  thigh  is  exposed  on 
the  removal  of  the  superficial  fascia,  and  is 
named,  from  its  great  extent,  the  fascia  lata ; 
it  forms  a  uniform  investment  for  the  whole 
of  this  region  of  the  limb,  but  varies  in 
thickness  in  different  parts ;  thus  it  is  thicker 
in  the  upper  and  outer  part  of  the  thigh, 
where  it  receives  a  fibrous  expansion  from 
the  Gluteus  maximus  muscle,  and  the  Tensor 
vaginae  femoris  is  inserted  between  its  layers ; 
it  is  very  thin  behind,  and  at  the  upper  and 
inner  part,  where  it  covers  the  Adductor 
muscles,  and  again  becomes  stronger  around 
the  knee,  receiving  fibrous  expansions  from 
ttie  tendon  of  the  Biceps  externally,  and 
from  the  Sartorius,  Gracilis,  Sjmitendinosus, 
and  Quadriceps  extensor  cruris  in  front.  The 
fascia  lata  is  attached,  above,  to  Poupart's 
ligament,  and  the  crest  of  the  ilium;  behind, 
to  the  margin  of  the  sacrum  and  coccyx; 
internally,  to  the  pubic  arch,  and  linea  ilio- 
pectinea;  and  below  to  all  the  prominent 
points  around  the  knee-joint,  the  condyles 
of  the  femur,  tuberosities  of  the  tibia,  and 
head  of  the  fibula.  That  portion  which 
invests  the  Gluteus  medius  (the  Gluteal 
aponeurosis)  is  very  thick  and  strong,  and 
gives  origin,  by  its  inner  surface,  to  some  of 
the  fibres  of  that  muscle;  at  the  upper 
border  of  the  Gluteus  maximus,  it  divides 
into  two  layers,  the  upper  of  which,  very 
thin,  covers  the  surface  of  the  Gluteus  maxi- 
mus, and  is  continuous  below  with  the  fascia 
lata:  the  deep  layer  is  thick  above,  where 
it  blends  with  the  great  sacro-sciatic  liga- 
ment, thin  below,  where  it  separates  the 
Gluteus  maximus  from  the  deeper  muscles. 
from  the  inner  surface  of  the  fascia  lata  arc 
given  off  two  strong  intermuscular  septa, 
which  are  attached  to  the  whole  length  of 
the  linea  aspera:  the  external  and  stronger 
one,  which  extends  from  the  insertion  of  the 
Gluteus  maximus  to  the  outer  condyle,  sepa- 
rates the  Vastus  externus  in  front  from  the 
short  head  of  the  Biceps  behind,  and  gives 
partial  origin  to  those  muscles;  the  inner 
■me,  the  thinner  of  the  two,  separates  the 
Vastus  internus  from  the  Adductor  muscles. 
28 
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Besides  these,  there  are  numerous  smaller  septa,  separating  the  individual 
muscles,  and  inclosing  each  in  a  distinct  sheath.  At  the  upper  and  inner  part 
of  the  thigh,  a  little  below  Poupart's  ligament,  a  large  oval-shaped  aperture  is 
observed  after  the  superficial  fascia  has  been  cleared  off:  it  transmits  the  internal 
saphenous  vein,  and  other  smaller  vessels,  and  is  termed  the  saphenous  opening. 
In  order  more  correctly  to  consider  the  mode  of  formation  of  this  aperture,  the 
fascia  lata  is  described  as  consisting,  in  this  part  of  the  thigh,  of  two  portions, 
an  iliac  portion,  and  a  pubic  portion. 

The  iliac  portion  is  all  that  part  of  the  fascia  lata  on  the  outer  side  of  the 
saphenous  opening.  It  is  attached,  externally,  to  the  crest  of  the  ilium,  and  its 
anterior  superior  spine,  to  the  whole  length  of  Poupart's  ligament,  as  far  inter- 
nally as  the  spine  of  the  pubes,  and  to  the  pectineal  line  in  conjunction  with 
Gimbernat's  ligament.  From  the  spine  of  the  pubes,  it  is  reflected  downwards 
and  outwards,  forming  an  arched  margin,  the  superior  cornu,  or  outer  boundary 
of  the  saphenous  opening ;  this  margin  overlies,  and  is  adherent  to  the  anterior 
layer  of  the  sheath  of  the  femoral  vessels :  to  its  edge  is  attached  the  cribriform 
fascia,  and,  below,  it  is  continuous  with  the  pubic  portion  of  the  fascia  lata. 

The  pubic  portion  is  situated  at  the  inner  side  of  the  saphenous  opening ;  at 
the  lower  margin  of  this  aperture  it  is  continuous  with  the  iliac  portion ;  traced 
upwards,  it  is  seen  to  cover  the  surface  of  the  Pectineus  muscle,  and  passing 
behind  the  sheath  of  the  femoral  vessels,  to  which  it  is  closely  united,  is  con- 
tinuous with  the  sheath  of  the  Psoas  and  Iliacus  muscles,  and  is  finally  lost  in 
the  fibrous  capsule  of  the  hip-joint.  This  fascia  is  attached  above  to  the  pectineal 
line  in  front  of  the  insertion  of  the  aponeurosis  of  the  external  oblique,  and 
internally  to  the  margin  of  the  pubic  arch.  From  this  description  it  may  be 
observed  that  the  iliac  portion  of  the  fascia  lata  passes  in  front  of  the  femoral 
vessels,  and  the  pubic  portion  behind  them,  so  that  an  apparent  aperture  exists 
between  the  two,  through  which  the  internal  saphenous  joins  the  femoral  vein.1 

The  fascia  should  now  be  removed  from  the  surface  of  the  mnscles.  This  may  be  effected  by 
pinching  it  up  between  the  forceps,  dividing  it,  and  separating  it  from  each  muscle  in  the  course 
of  its  fibres. 

The  Tensor  Yaginee  Femoris  is  a  short  flat  muscle,  situated  at  the  upper  and 
outer  side  of  the  thigh.  It  arises  from  the  anterior  part  of  the  outer  lip  of  the 
crest  of  the  ilium,  and  from  the  outer  surface  of  the  anterior  superior  spinous 
process,  between  the  Gluteus  medius  and  Sartorius.  The  muscle  passes  obliquely 
downwards,  and  a  little  backwards,  to  be  inserted  into  the  fascia  lata,  about 
one-fourth  down  the  outer  side  of  the  thigh. 

Relations.  By  its  superficial  surface,  with  the  fascia  lata  and  the  integument. 
By  its  deep  surface,  with  the  Gluteus  medius,  Rectus  femoris,  Vastus  cxternus, 
and  the  ascending  branches  of  the  external  circumflex  artery.  By  its  anterior 
border,  with  the  Sartorius,  from  which  it  is  separated  below  by  a  triangular 
space,  in  which  is  seen  the  Rectus  femoris.  By  its  posterior  border,  with  the 
Gluteus  medius. 

The  Sartorius,  the  longest  muscle  in  the  body,  is  flat,  narrow,  and  riband-like : 
it  arises  by  tendinous  fibres  from  the  anterior  superior  spinous  process  of  the 
ilium  and  the  upper  half  of  the  notch  below  it,  passes  obliquely  across  the  upper 
and  anterior  part  of  the  thigh,  from  the  outer  to  the  inner  side  of  the  limb,  then 
descends  vertically,  as  far  as  the  inner  side  of  the  knee,  passing  behind  the  inner 
condyle  of  the  femur,  and  terminates  in  a  tendon,  which,  curving  obliquely  for- 
wards, expands  into  a  broad  aponeurosis,  inserted  into  the  upper  part  of  the 
inner  surface  of  the  shaft  of  the  tibia,  nearly  as  far  forwards  as  the  crest.  This 
expansion  covers  the  insertion  of  the  tendons  of  the  Gracilis  and  Semitendi- 
nosus,  with  which  it  is  partially  united,  a  synovial  bursa  being  interposed  be- 
tween them.  An  offset  is  derived  from  the  upper  margin  of  this  aponeurosis, 
which  blends  with  the  fibrous  capsule  of  the  knee-joint,  and  another,  given  off 

1  These  parts  will  be  again  more  particularly  described  with  the  anatomy  of  Hernia. 
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from  its  lower  border,  blends  with  the  fascia  on  the  inner  side  of  the  leg.  The 
relations  of  this  muscle  to  the  femoral  artery  should  be  carefully  examined,  as 
its  inner  border  forms  the  chief  guide  in  tying  the  artery.  In  the  upper  third 
of  the  thigh,  it  forms  the  outer  side  of  a  triangular  space,  Scarpa's  triangle,  the 
inner  side  of  which  is  formed  by  the  Adductor  longus,  and  the  base,  turned 
upwards,  by  PouparVs  ligament;  the  femoral  artery  passes  perpendicularly 
through  the  middle  of  this  space  from  its  base  to  its  apex.  In  the  middle  thircl 
of  the  thigh,  the  femoral  artery  lies  first  along  the  inner  border,  and  then  behind 
the  Sartorius. 

Relations.  By  its  superficial  surface,  with  the  fascia  lata  and  integument.  By 
its  deep  surface,  with  the  Iliacus,  Psoas,  Rectus,  Vastus  internus,  anterior  crural 
nerve,  sheath  of  the  femoral  vessels,  Adductor  longus,  Adductor  magnus,  Gracilis, 
long  saphenous  nerve,  and  internal  lateral  ligameut  of  the  knee-joint. 

The  Quadriceps  extensor  includes  the  four  remaining  muscles  on  the  front  of 
the  thigh.  It  is  the  great  Extensor  muscle  of  the  leg,  forming  a  large  fleshy 
mass,  which  covers  the  front  and  sides  of  the  femur,  being  united  below  into  a 
single  tendon,  attached  to  the  tibia,  and  above  subdividing  into  separate  portions 
which  have  received  distinct  names.  Of  these,  one  occupying  the  middle  of  the 
thigh,  connected  above  with  the  ilium,  is  called  the  Rectus  femoris,  from  its 
straight  course.  The  other  divisions  lie  in  immediate  connection  with  the  shaft 
of  the  femur,  which  they  cover  from  the  condyles  to  the  trochanters.  The  portion 
on  the  outer  side  of  the  femur  is  termed  the  Vastus  externus  ;  that  covering  the 
inner  side,  the  Vastus  internus ;  and  that  covering  the  front  of  the  femur,  the 
Crureus.  The  two  latter  portions  are,  however,  so  intimately  blended,  as  to 
form  but  one  muscle. 

The  Rectus  Femoris  is  situated  in  the  middle  of  the  anterior  region  of  the 
thigh ;  it  is  fusiform  in  shape,  and  its  fibres  are  arranged  in  a  bipenniform  manner. 
It  arises  by  two  tendons :  one,  the  straight  tendon,  or  short  head,  from  the  anterior 
inferior  spinous  process  of  the  ilium ;  the  other  is  flattened,  and  curves  outwards, 
to  be  attached  to  a  groove  above  the  brim  of  the  acetabulum ;  this  is  the  reflected 
tendon,  or  long  head,  of  the  Rectus ;  it  unites  with  the  straight  tendon  at  an 
acute  angle,  and  then  spreads  into  an  aponeurosis,  from  which  the  muscular 
fibres  arise.  The  muscle  terminates  in  a  broad  and  thick  aponeurosis,  which 
occupies  the  lower  two-thirds  of  its  posterior  surface,  and,  gradually  becoming 
narrowed  into  a  flattened  tendon,  is  inserted  into  the  patella  in  common  with 
the  Vasti  and  Crureus. 

Relations.  By  its  superficial  surface,  with  the  anterior  fibres  of  the  Gluteus 
minimus,  the  Tensor  vaginae  femoris,  Sartorius,  and  the  Psoas  and  Iliacus ;  by  its 
lower  three- fourths,  with  the  fascia  lata.  By  its  posterior  surface  with  the  hip- 
joint,  the  external  circumflex  vessels,  and  the  Crureus  and  Vasti  muscles. 

The  three  remaining  muscles  have  been  described  collectively  by  some  anato- 
mists, separate  from  the  Rectus,  under  the  name  of  the  Triceps  extensor  cruris. 
In  order  to  expose  them,  divide  the  Sartorius  and  Rectus  across  the  middle,  and 
turn  them  aside,  when  the  muscles  in  question  will  be  fully  brought  into  view. 
The  Vastus  Externus  is  the  largest  part  of  the  Quadriceps  extensor.  It  arises 
by  a  broad  aponeurosis,  which  is  attached  to  the  tubercle  of  the  femur,  to  the 
anterior  border  of  the  great  trochanter,  to  a  horizontal  ridge  on  its  outer  surface, 
to  a  rough  line  leading  from  the  trochanter  major  to  the  linea  aspera,  and  to  the 
whole  length  of  the  outer  lip  of  the  linea  aspera;  this  aponeurosis  covers  the 
upper  three-fourths  of  the  muscle,  and  from  its  inner  surface  many  fibres  arise. 
A  few  additional  fibres  arise  from  the  tendon  of  the  Gluteus  maximus,  and  from 
the  external  intermuscular  septum  between  the  Vastus  externus,  and  short  head 
of  the  Biceps.  The  fibres  form  a  large  fleshy  mass,  which  is  attached  to  a  strong 
aponeurosis,  placed  on  the  under  surface  of  the  muscle  at  its  lower  part :  this  be- 
comes contracted  and  thickened  into  a  flat  tendon,  which  is  inserted  into  the 
outer  border  of  the  patella,  blending  with  the  great  extensor  tendon. 

Relations.     By  its  superficial  surface,  with  the  Rectus,  the  Tensor  vaginaB 
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femoris,  the  fascia  lata,  and  the  Gluteus  maximus,  from  which  it  is  separated  by 
a  synovial  bursa.  By  its  deep  surface,  with  the  Crureus,  some  large  branches  of 
the  external  circumflex  artery  and  anterior  crural  nerve  being  interposed. 

The  Vastus  Interims  and  Crureus  are  so  inseparably  connected  together,  as  to 
form  but  one  muscle,  as  which  it  will  be  accordingly  described.  It  is  the  smallest 
portion  of  the  Quadriceps  extensor.  The  anterior  portion  of  it,  covered  by  the 
Eectus,  is  called  the  Crureus;  the  internal  portion,  which  lies  immediately 
beneath  the  fascia  lata,  the  Vastus  internus.  It  arises  by  an  aponeurosis,  which 
is  attached  to  the  lower  part  of  the  line  that  extends  from  the  inner  side  of  the 
neck  of  the  femur  to  the  linea  aspera,  from  the  whole  length  of  the  inner  lip  of 
the  linea  aspera,  and  internal  intermuscular  septum.  It  also  arises  from  nearly 
the  whole  of  the  internal,  anterior,  and  external  surfaces  of  the  shaft  of  the  femur, 
limited,  above,  by  the  line  between  the  two  trochanters,  and  extending,  below, 
to  within  the  lower  fourth  of  the  bone.  From  these  different  origins,  the  fibres 
converge  to  a  broad  aponeurosis,  which  covers  the  anterior  surface  of  the  middle 
portion  of  the  muscle  (the  Crureus),  and  the  deep  surface  of  the  inner  division 
of  the  muscle  (the  Vastus  internus),  and  which  gradually  narrows  down  to  its 
insertion  into  the  patella,  where  it  blends  with  the  other  portions  of  the  Quadri- 
ceps extensor.  The  muscular  fibres  of  the  Vastus  internus  extend  lower  down 
than  those  of  the  Vastus  externus,  so  that  the  capsule  of  the  joint  is  less  covered 
with  muscular  fibres  on  the  outer  than  on  the  inner  side. 

Relations.  By  its  superficial  surface,  with  the  Psoas  and  Iliacus,  the  Rectus, 
Sartorius,  Pectineus,  Adductors,  and  fascia  lata,  femoral  vessels,  and  saphenous 
nerve.  By  its  deep  surface,  with  the  femur,  Subcrureus,  and  synovial  membrane 
of  the  knee-joint. 

The  student  will  observe  the  striking  analogy  that  exists  between  the  Quadri- 
ceps extensor  and  the  Triceps  muscle  in  the  upper  extremity.  So  close  is  this 
similarity,  that  M.  Cruveilhier  has  described  it  under  the  name  of  the  Triceps 
femoralis.  Like  the  Triceps  brachialis,  it  consists  of  three  distinct  divisions,  or 
heads :  a  middle  or  long  head,  analogous  to  the  long  head  of  the  Triceps,  attached 
to  the  ilium,  and  two  other  portions  which  may  be  called  the  external  and 
internal  heads  of  the  Triceps  femoralis.  These,  it  will  be  noticed,  are  strictly 
analogous  to  the  outer  and  inner  heads  of  the  Triceps  brachialis. 

The  tendons  of  the  different  portions  of  the  Quadriceps  extensor  unite  at  the 
lower  part  of  the  thigh,  so  as  to  form  a  single  strong  tendon,  which  is  inserted 
into  the  upper  part  of  the  patella.  More  properly,  the  patella  maybe  regarded 
as  a  sesamoid  bone,  developed  in  the  tendon  of  the  Quadriceps;  and  the  liga- 
mentum  patellae,  which  is  continued  from  the  lower  part  of  the  patella  to  the 
tuberosity  of  the  tibia,  as  the  proper  tendon  of  insertion  of  the  muscle.  A  syno- 
vial bursa  is  interposed  between  the  tendon  and  the  upper  part  of  the  tuberosity 
of  the  tibia.  From  the  tendons  corresponding  to  the  Vasti,  a  fibrous  prolonga- 
tion is  derived,  which  is  attached  below  to  the  upper  extremities  of  the  tibia  and 
fibula,  and  which  serves  to  protect  the  knee-joint,  being  strengthened  on  its 
outer  side  by  the  fascia  lata. 

The  Subcrureus  is  a  small  muscle,  usually  distinct  from  the  Crureus,  but  occa- 
sionally blended  with  it,  which  arises  from  the  anterior  surface  of  the  lower  part 
of  the  shaft  of  the  femur,  and  is  inserted  into  the  upper  part  of  the  synovial 
pouch  that  extends  upwards  from  the  knee-joint  behind  the  patella.  It  some- 
times consists  of  two  separate  muscular  bundles. 

Nerves,  The  Tensor  vaginae  femoris  is  supplied  by  the  superior  gluteal  nerve ; 
the  other  muscles  of  this  region,  by  branches  from  the  anterior  crural. 

Actions.  The  Tensor  vaginae  femoris  is  a  tensor  of  the  fascia  lata;  continuing 
its  action,  the  oblique  direction  of  its  fibres  enables  it  to  rotate  the  thigh  inwards. 
In  the  erect  posture,  acting  from  below,  it  will  serve  to  steady  the  pelvis  upon 
the  head  of  the  femur.  The  Sartorius  flexes  the  leg  upon  the  thigh,  and  con- 
tinuing to  act,  flexes  the  thigh  upon  the  pelvis,  at  the  same  time  drawing  the 
limb  inwards,  so  as  to  cross  one  leg  over  the  other.    Taking  its  fixed  point  from 
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the  leg,  it  flexes  the  pelvis  upon  the  thigh,  and,  if  one  muscle  acts,  assists  in 
rotating  the  pelvis.  The  Quadriceps  extensor  extends  the  leg  upon  the  thigh. 
Taking  its  fixed  point  from  the  leg,  as  in  standing,  this  muscle  will  act  upon 
the  femur,  supporting  it  perpendicularly 

upon  the  head  of  the  tibia,  ana  thus  main-  Fig.  285.— Deep  Muscles  or  the  Internal 
taining   the  entire   weight   of  the   body.  Femoral  Region. 

The  Rectus  muscle  assists  tbe  Psoas  and 
Iliac  us,  in  supporting  the  pelvis  and  trunk 
upon  the  femur,  or  in  bending  it  for- 
wards. 

Internal  Femoral  Region. 

Gracilis. 
Pcctineus. 
Adductor  Longus. 
Adductor  B  re  vis. 
Adductor  Magnus. 

Direction.  TheBe  muscles  are  at  once  exposed 
by  removing  the  fascia  from  the  fore  part  and  inner 
side  of  the  thigh.  The  limb  should  be  abducted,  bo 
as  to  render  the  muscles  tense,  and  easier  of  dis- 

Thc  Gracilis  (Figs.  284,  287)  is  the  most 
superficial  muscle  on  the  inner  side  of  the 
thigh.  It  is  thin  and  flattened,  broad 
above,  narrow  and  tapering  below.  It 
arises  by  a  thin  aponeurosis  between  two 
and  three  inches  in  breadth,  from  the  inner 
margin  of  the  ramus  of  the  pubes  and 
ischium.  The  fibres  pass  vertically  down- 
wards, and  terminate  in  a  rounded  tendon 
which  passes  behind  the  internal  condyle 
of  the  femur,  and  curving  round  the  inner 
tuberosity  of  the  tibia,  becomes  flattened, 
and  is  inserted  into  the  upper  part  of  the 
inner  surface  of  the  shaft  of  the  tibia, 
below  the  tuberosity.  The  tendon  of  this 
muscle  is  situated  immediately  above  that 
of  the  Seraitendinosus,  and  beneath  the 
aponeurosis  of  the  Snrtorius,  with  which 
it  is  in  part  blended.  As  it  passes  across 
the  internal  lateral  ligament  of  the  knee- 
joint,  it  is  separated  from  it  by  a  synovial 
bursa  common  to  it  and  the  Semitendi- 
nosus  muscle. 

Relations.  By  its  superficial  surface, 
with  the  fascia"  lata  and  the  Sartorius 
below;  the  internal  saphenous  vein  crosses 
it  obliquely  near  its  lower  part,  lying 
superficial  to  the  fascia  lata.  The  anterior 
crural  nerve  emerges  between  its  tendon 
and  that  of  the  Sartorius.  By  its  deep 
surface,  with  the  three  Adductors,  and  the 
internal  lateral  ligament  of  tbe  knee-joint. 

The  Pectineus  (Fig.  284)  is  a  flat  quad- 
rangular muscle,  situated  at  the  anterior 
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part  of  the  upper  and  inner  aspect  of  the  thigh.  It  arises  from  the  linea  ilio- 
pectinea,  from  the  surface  of  bone  in  front  of  it,  between  the  pectineal  eminence 
and  spine  of  the  pubes,  and  from  a  tendinous  prolongation  of  Gimbernat's  liga- 
ment, which  is  attached  to  the  crest  of  the  pubes,  and  is  continuous  with  the 
fascia  covering  the  anterior  surface  of  the  muscle ;  the  fibres  pass  downwards, 
backwards,  and  outwards,  to  be  inserted  into  a  rough  line  leading  from  the  tro- 
chanter minor  to  the  linea  aspera. 

Relations.  By  its  anterior  surface,  with  the  pubic  portion  of  the  fascia  lata, 
which  separates  it  from  the  femoral  vessels  and  internal  saphenous  vein.  By 
its  posterior  surface,  with  the  hip-joint,  the  Adductor  brevis  and  Obturator 
externus  muscles,  the  obturator  vessels  and  nerve  being  interposed.  By  its 
outer  border,  with  the  Psoas,  a  cellular  interval  separating  them,  upon  which  lies 
the  femoral  artery.  By  its  inner  border,  with  the  margin  of  the  Adductor 
longus. 

The  Adductor  Longus,  the  most  superficial  of  the  three  Adductors,  is  a  flat 
triangular  muscle,  lying  on  the  same  plane  as  the  Pectineus,  with  which  it  is 
often  blended  above.  It  arises,  by  a  flat  narrow  tendon,  from  the  front  of  the 
pubes,  at  the  angle  of  junction  of  the  crest  with  the  symphysis;  and  soon 
expands  into  a  broad  fleshy  belly,  which,  passing  downwards,  backwards,  and 
outwards,  is  inserted,  by  an  aponeurosis,  into  the  middle  third  of  the  linea  aspera, 
between  the  Vastus  internus  and  the  Adductor  magnus. 

Relations.  By  its  anterior  surface,  with  the  fascia  lata,  and,  near  its  insertion, 
with  the  femoral  artery  and  vein.  By  its  posterior  surface,  wi A  the  Adductor 
brevis  and  magnus,  the  anterior  branches  of  the  obturator  vessels  and  nerve, 
and  with  the  profunda  artery  and  vein  near  its  insertion.  By  its  outer  border, 
with  the  Pectineus.     By  its  inner  border,  with  the  Gracilis. 

The  Pectineus  and  Adductor  longus  should  now  be  divided  near  their  origin,  and  turned  down- 
wards, when  the  Adductor  brevis  and  Obturator  externus  will  be  exposed. 

The  Adductor  Brevis  is  situated  immediately  behind  the  two  preceding  mus- 
cles. It  is  somewhat  triangular  in  form,  and  arises  by  a  narrow  origin  from  the 
outer  surface  of  the  descending  ramus  of  the  pubes,  between  the  Gracilis  and 
Obturator  externus.  Its  fibres,  passing  backwards,  outwards,  and  downwards, 
are  inserted,  by  an  aponeurosis,  into  the  upper  part  of  the  linea  aspera,  imme- 
diately behind  the  Pectineus  and  upper  part  of  the  Adductor  longus. 

Relations.  By  its  anterior  surface,  with  the  Pectineus,  Adductor  longus,  and 
anterior  branches  of  the  obturator  vessels  and  nerve.  By  its  posterior  surface, 
with  the  Adductor  magnus,  and  posterior  branches  of  the  obturator  vessels  and 
nerve.  By  its  outer  border,  with  the  Obturator  externus,  and  conjoined  tendon 
of  the  Psoas  and  Iliacus.  By  its  inner  border,  with  the  Gracilis  and  Adductor 
magnus.  This  muscle  is  pierced,  near  its  insertion,  by  the  middle  perforating 
branch  of  the  profunda  artery. 

The  Adductor  brevis  should  now  be  cut  away  near  its  origin,  and  turned  outwards,  when  the 
entire  extent  of  the  Adductor  magnus  will  be  exposed. 

The  Adductor  Magnus  is  a  large  triangular  muscle,  forming  a  septum  between 
the  muscles  on  the  inner  and  those  on  the  back  of  the  thigh.  It  arises  from 
a  small  part  of  the  descending  ramus  of  the  pubes,  from  the  ascending  ramus  of 
the  ischium,  and  from  the  outer  margin  and  under  surface  of  the  tuberosity  of 
the  ischium.  Those  fibres  which  arise  from  the  ramus  of  the  pubes  are  very 
short,  horizontal  in  direction,  and  are  inserted  into  the  rough  line  leading  from 
the  great  trochanter  to  the  linea  aspera,  internal  to  the  Gluteus  maxim  us;  those 
from  the  ramus  of  the  ischium  are  directed  downwards  and  outwards  with 
different  degrees  of  obliquity,  to  be  inserted,  by  means  of  a  broad  aponeurosis, 
into  the  whole  length  of  the  linea  aspera  and  the  upper  part  of  its  internal 
bifurcation  below.  The  internal  portion  of  the  muscle,  consisting  principally 
of  those  fibres  which  arise  from  the  tuberosity  of  the  ischium,  forms  a  thick 
fleshy  mass  consisting  of  coarse  bundles  which  descend  almost  vertically,  and 
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terminate  about  the  lower  third  of  the  thigh  in  a  rounded  tendon,  which  is 
inserted  into  the  tubercle  above  the  inner  condyle  of  the  femur,  being  connected 
by  a  fibrous  expansion  to  the  line  leading  upwards  from  the  tubercle  to  the 
linea  aspera.  Between  the  two  portions  of  the  muscle  an  angular  interval  is 
left,  tendinous  in  front,  fleshy  behind,  for  the  passage  of  the  femoral  vessels  into 
the  popliteal  space.  The  external  portion  of  the  muscle  is  pierced  by  four 
apertures;  the  three  superior,  for  the  three  superior  perforating  arteries ;  the 
fourth,  for  the  passage  of  the  profunda.  This  muscle  gives  off  an  aponeurosis, 
which  passes  in  front  of  the  femoral  vessels,  and  joins  with  the  Vastus  internus. 

Relations.  By  its  anterior  surface,  with  the  Pectineus,  Adductor  brevis,  Ad- 
ductor longus,  and  the  femoral  vessels.  By  its  posterior  surface,  with  the  great 
sciatic  nerve,  the  Gluteus  maximus,  Biceps,  Semitendinosus,  and  Semimembra- 
nosus. By  its  superior  or  shortest  border,  it  lies  parallel  with  tKe  Quadratus 
femoris,  the  internal  circumflex  artery  passing  between  them.  By  its  internal 
or  longest  border,  with  the  Gracilis,  Sartorius,  and  fascia  lata.  By  its  external  or 
attached  border,  it  is  inserted  into  the  femur  behind  the  Adductor  brevis  and 
Adductor  longus,  which  separate  it  from  the  Vastus  internus ;  and  in  front  of 
the  Gluteus  maximus  and  short  head  of  the  Biceps,  which  separate  it  from  the 
Vastus  externus. 

Nerves.  All  the  muscles  of  this  group  are  supplied  by  the  obturator  nerve. 
The  Pectineus  receives  additional  branches  from  the  accessory  obturator  and 
anterior  crural ;  and  the  Adductor  magnus  an  additional  branch  from  the  great 
sciatic. 

Actions.  The  Pectineus  and  three  Adductors  adduct  the  thigh  powerfully ; 
they  are  especially  used  in  horse  exercise,  the  flanks  of  the  horse  being  grasped 
between  the  knees  by  the  action  of  these  muscles.  In- consequence  of  the 
obliquity  of  their  insertion  into  the  linea  aspera,  they  rotate  the  thigh  outwards, 
assisting  the  external  Rotators,  and  when  the  limb  has  been  abducted,  they  draw 
it  inwards,  carrying  the  thigh  across  that  of  the  opposite  side.  The  Pectineus 
and  Adductor  brevis  and  longus  assist  the  Psoas  and  Iliacus  in  flexing  the  thigh 
upon  the  pelvis.  In  progression,  also,  all  these  muscles  assist  in  drawing  for- 
wards the  hinder  limb.  The  Gracilis  assists  the  Sartorius  in  flexing  the  leg  and 
drawing  it  inwards;  it  is  also  an  Adductor  of  the  thigh.  If  the  lower  extremi- 
ties are  fixed,  these  muscles  may  take  their  fixed  point  from  below  and  act  upon 
the  pelvis,  serving  to  maintain  the  body  in  the  erect  posture ;  or,  if  their  action 
is  continued,  to  flex  the  pelvis  forwards  upon  the  femur. 

Gluteal  Region. 

Gluteus  Maximus.  Gemellus  Superior. 

Gluteus  Medius.  Obturator  Internus. 

Gluteus  Minimus.  Gemellus  Inferior. 

Pyriformis.  Obturator  Externus. 

Quadratus  Femoris. 

Dissection  (Tig.  286).  The  subject  should  be  turned  on  its  face,  a  block  placed  beneath  the 
pelvis  to  make  the  buttocks  tense,  and  the  limbs  allowed  to  hang  over  the  end  of  the  table,  wilh 
the  foot  inverted,  and  the  thigh  abducted.  Make  an  incision  through  tire  integument  along  the 
back  part  of  the  crest  of  the  ilium  and  margin  of  the  sacrum  to  the  tip  of  the  coccyx,  and  carry  a 
second  incision  from  that  point  obliquely  downwards  and  outwards  to  the  outer  side  of  the  thigh, 
four  inches  below  the  great  trochanter.  The  portion  of  integument  included  between  these 
incisions,  together  with  the  superficial  fascia,  is  to  be  removed  in  the  direction  shown  in  the 
figure,  when  the  Gluteus  maximus  and  the  dense  fascia  covering  the  Gluteus  medius  will  be  exposed. 

The  Gluteus  Maximus  (Fig.  287),  the  most  superficial  muscle  in  the  gluteal 
region,  is  a  very  broad  and  thick  fleshy  mass,  of  a  quadrilateral  shape,  which 
forms  the  prominence  of  the  nates.  Its  large  size  is  one  of  the  most  characteristic 
points  in  the  muscular  system  in  man,  connected  as  it  is  with  the  power  he  has 
of  maintaining  the  trunk  in  the  erect  posture.     In  structure  the  muscle  is 
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Pig.  286.— Dissection  of  Lower  Ex- 
tremity.   Posterior  View. 
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remarkably  coarse,  being  made  up  of  muscular  fasciculi  lying  parallel  with  one 
another,  and  collected  together  into  large  bundles,  separated  by  deep  cellular 

intervals.  It  arises  from  the  superior  curved 
line  of  the  ilium,  and  the  portion  of  bone  in- 
cluding the  crest,  immediately  behind  it;  from 
the  posterior  surface  of  the  last  piece  of  the 
sacrum,  the  side  of  the  coccyx,  and  posterior 
surface  of  the  great  sacro-sciatic  and  posterior 
sacro-iliac  ligaments.  The  fibres  are  directed 
obliquely  downwards  and  outwards;  those 
forming  the  upper  and  larger  portion  of  the 
muscle  (after  converging  somewhat)  terminate 
in  a  thick  tendinous  lamina,  which  passes  across 
the  great  trochanter,  and  is  inserted  into  the 
fascia  lata  covering  the  outer  side  of  the  thigh, 
the  lower  portion  of  the  muscle  being  inserted 
into  the  rough  line  leading  from  the  great  tro- 
chanter to  the  linea  aspera  between  the  Vastus 
externus  and  Adductor  ma  gnus. 

Three  synovial  bursee  are  usually  found  sepa- 
rating the  under  surface  of  this  muscle  from 
the  eminences  which  it  covers.  One  of  these, 
of  large  size,  and  generally  multilocular,  sepa- 
rates it  from  the  great  trochanter.  A  second, 
often  wanting,  is  situated  on  the  tuberosity  of 
the  ischium.  A  third  is  found  between  *the 
tendon  of  this  muscle  and  the  Vastus  externus. 
Relations.  By  its  superficial  surface,  with  a 
thin  fascia,  which  separates  it  from  the  sub- 
cutaneous tissue.  By  its  deep  surface,  from 
above  downwards,  with  the  ilium^  sacrum, 
coccyx,  and  great  sacro-sciatic  ligament,  part 
of  the  Gluteus  medius,  Pyriformis,  Gemelli, 
Obturator  internus,  Quadratus  femoris,  the 
tuberosity  of  the  ischium,  great  trochanter, 
the  origin  of  the  Biceps,  Semitendinosus,  Semi- 
membranosus, and  Adductor  magnus  muscles. 
The  gluteal  vessels  and  superior  gluteal  nerve 
arc  seen  issuing  from  the  pelvis  above  the  Pyriformis  muscle,  the  sciatic  and 
internal  pubic  vessels  and  nerves,  and  the  nerve  to  the  Obturator  internus  muscle 
below  it.  Its  upper  border  is  thin,  and  connected  with  the  Gluteus  medius  by 
the  fascia  lata.  Its  lower  border,  free  and  prominent,  forms  the  fold  of  the  nates, 
and  is  directed  towards  the  perineum. 

Dissection.  Now  divide  the  Gluteus  maximus  near  its  origin,  by  a  vertical  incision  carried 
from  its  upper  to  its  lower  border;  a  cellular  interval  will  be  exposed,  separating  it  from  the 
Gluteus  medius  and  External  rotator  muscles  beneath.  The  upper  portion  of  the  muscle  is  to  be 
altogether  detached,  and  the  lower  portion  turned  outwards;  the  loose  areolar  tissue  filling  up 
the  interspace  between  the  trochanter  major  and  tuberosity  of  the  ischium  being  removed,  the 
parts  already  enumerated  as  exposed  by  the  removal  of  this  muscle  will  be  seen. 

The  Gluteus  Medius  is  a  broad,  thick,  radiated  muscle,  situated  on  the  outer 
surface  of  the  pelvis.  Its  posterior  third  is  covered  by  the  Gluteus  maximus;  its 
anterior  two-thirds  by  the  fascia  lata,  which  separates  it  from  the  integument. 
It  arises  from  the  outer  surface  of  the  ilium,  between  the  superior  and  middle 
curved  lines,  and  from  the  outer  lip  of  that  portion  of  the  crest  which  is  between 
them;  it  also  arises  from  the  dense  fascia  (gluteal  aponeurosis)  covering  its 
anterior  part.  The  fibres  converge  to  a  strong  flattened  tendon,  which  is  inserted 
into  the  oblique  line  which  traverses  the  outer  surface  of  the  great  trochanter. 
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A  synovial  bursa  separates  the  Fig.  287.— Muscles  of  the  Ilip  and  Thigh, 

tendon  of  the  muscle  from  the 
surface  of  the  trochanter  in 
front  of  its  insertion. 

Relations.  By  its  superficial 
surface,  with  the  Gluteus  maxi- 
mus  behind,  the  Tensor  vaginas 
femoris,  and  deep  fascia  in  front. 
By  its  deep  surface,  with  the 
Gluteus  minimus  and  the  glu- 
teal vessels  and  superior  gluteal 
nerve.  Its  anterior  border  is 
blended  with  the  Gluteus  mini- 
mus. Its  posterior  border  lies 
parallel  with  the  Pyriformis, 
the  gluteal  vessels  intervening. 
This  muscle  should  now  be  divided 
near  its  insertion  and  turned  upwards, 
when   the   Glutens   minimus   will   be 

The  Gluteus  Minimus,  the 
smallest  of  the  three  glutei,  is  - 
placed  immediately  beneath  the 
preceding.  It  is  fan-shaped, 
arising  from  the  outer  surface 
of  the  ilium,  between  the  mid- 
dle and  inferior  curved  lines, 
and  behind,  from  the  margin 
of  the  great  sacro-sciatic  notch : 
the  fibres  converge  to  the  deep 
surface  of  a  radiatedaponcu- 
rosis,  which,  terminating  in  a 
tendon,  is  inserted  into  an  im- 
pression on  the  anterior  border 
of  the  great  trochanter.  A 
synovial  bursa  is  interposed 
between  the  tendon  and  the 
great  trochanter. 

Relations.     By  its  superficial 
surface,      with      the      Gluteus 
medius,  and  the  gluteal  vessels 
and    superior    gluteal    nerve. 
By  its  deep  surface,  with  tho 
ilium,  the  reflected  tendon  of 
the  Rectus  femoris,  and  capsu- 
lar ligament  of  the  hip-joint.      u"'% 
Its  anterior  margin  is  blended 
with  the  Gluteus  medius.     Its 
posterior  margin  is  often  joined        „„,.. 
with  the  tendon  of  the  Pyri-     ..»,.., 
forrais. 

The  Pyriformis  is  a  flat  mus- 
cle, pyramidal  in  shape,  lying 
almost  parallel  with  the  poste- 
rior margin  of  the  Gluteus 
medius.  It  is  situated  partly 
within  the  pelvis  at  its  poste- 
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rior  part,  and  partly  at  the  back  of  the  hip-joint.  It  arises  from  the  front  of 
the  sacrum  by  three  fleshy  digitations,  attached  to  the  portions  of  bone  between 
the  first,  second,  third,  and  fourth  anterior  sacral  foramina,  and  also  from  the 
grooves  leading  from  the  foramina:  a  few  fibres  also  arise  from  the  margin  of 
the  great  sacro-sciatic  foramen,  and  from  the  anterior  surface  of  the  great  sacro- 
sciatic  ligament.  The  muscle  passes  out  of  the  pelvis  through  the  great  sacro- 
sciatic  foramen,  the  upper  part  of  which  it  fills,  and  is  inserted  by  a  rounded 
tendon  into  the  upper  border  of  the  great  trochanter,  being  generally  blended 
with  the  tendon  of  the  Obturator  internus. 

Relations.  By  its  anterior  surface,  within  the  pelvis,  with  the  Rectum  (especially 
on  the  left  side),  the  sacral  plexus  of  nerves,  and  the  internal  iliac  vessels;  ex- 
ternal to  the  pelvis,  with  the  os  innominatum  and  capsular  ligament  of  the  hip- 
joint.  By  its  posterior  surface,  within  the  pelvis,  with  the  sacrum  ;  and  external 
to  it,  with  the  Gluteus  maximus.  By  its  upper  border,  with  the  Gluteus  medius, 
from  which  it  is  separated  by  the  gluteal  vessels  and  superior  gluteal  nerve. 
By  its  lower  border,  with  the  Gemellus  superior  and  Coccygeus;  the  sciatic 
vessels  and  nerves,  the  internal  pudic  vessels  and  nerve,  and  the  nerve  to  the 
Obturator  internus,  passing  from  the  pelvis  in  the  interval  between  the  two 
muscles. 

Dissection.  The  next  muscle,  as  well  as  the  origin  of  the  Pyriformis,  can  only  be  seen  when 
the  pelvis  is  divided,  aud  the  viscera  removed. 

The  Obturator  membrane  is  a  dense  layer  of  interlacing  fibres,  which  completely 
closes  the  obturator  foramen,  except  at  its  upper  and  outer  part,  where  a  small 
oval  canal  is  left  for  the  obturator  vessels  and  nerve.  Each  obturator  muscle 
is  connected  with  this  membrane. 

The  Obturator  Internus,  like  the  preceding  muscle,  is  situated  partly  within 
the  cavity  of  the  pelvis,  partly  at  the  back  of  the  hip-joint.  It  arises  from  the 
inner  surface  of  the  anterior  and  external  wall  of  the  pelvis,  around  the  inner 
side  of  the  obturator  foramen,  being  attached  to  the  descending  ramus  of  the 
pubes,  and  the  ascending  ramus  of  the  ischium,  and  at  the  side  to  the  inner 
surface  of  the  body  of  the  ischium,  between  the  margin  of  the  obturator  foramen 
in  front,  the  great  sacro-sciatic  notch  behind,  and  the  brim  of  the  true  pelvis 
above.  It  also  arises  from  the  inner  surface  of  the  obturator  membrane  and 
from  the  tendinous  arch  which  completes  the  canal  for  the  passage  of  the 
obturator  vessels  and  nerve.  The  fibres  are  directed  backwards  and  downwards, 
and  terminate  in  four  or  five  tendinous  bands,  which  are  found  on  its  deep 
surface ;  these  bands  are  reflected  at  a  right  angle  over  the  inner  surface  of  the 
tuberosity  of  the  ischium,  which  is  grooved  for  their  reception :  the  groove  is 
covered  with  cartilage,  and  lined  with  a  synovial  bursa.  The  muscle  leaves  the 
pelvis  by  the  lesser  sacro-sciatic  notch ;  and  the  tendinous  bands  unite  into  a 
single  flattened  tendon,  which  passes  horizontally  outwards,  and,  after  receiving 
the  attachment  of  the  Gemelli,  is  inserted  into  the  upper  border  of  the  great 
trochanter  in  front  of  the  Pyriformis.  A  synovial  bursa,  narrow  and  elongated 
in  form,  is  usually  found  between  the  tendon  of  this  muscle  and  the  capsular 
ligament  of  the  hip:  it  occasionally  communicates  with  that  between  the  tendon 
and  the  tuberosity  of  the  ischium,  the  two  forming  a  single  sac. 

In  order  to  display  the  peculiar  appearances  presented  by  the  tendon  of  this  muscle,  it  must  be 
divided  near  its  insertion  and  reflected  outwards. 

Relations.  Within  the  pelvis,  this  muscle  is  in  relation,  by  its  anterior  surface, 
with  the  obturator  membrane  and  inner  surface  of  the  anterior  wall  of  the 
pelvis;  by  its  posterior  surface,  with  the  pelvic  and  obturator  fasciae,  which 
separate  it  from  the  Levator  ani ;  and  it  is  crossed  by  the  internal  pudic  vessels 
and  nerve.  This  surface  forms  the  outer  boundary  of  the  ischio-rectal  fossa. 
External  to  the  pelvis,  it  is  covered  by  the  great  sciatic  nerve  and  Gluteus 
maximus,  and  rests  on  the  back  part  of  the  hip-joint. 

The  Gemelli  are  two  small  muscular  fasciculi,  accessories  to  the  tendon  of  the 
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Obturator  interims,  which  is  received  into  a  groove  between  them.     They  are 
called  superior  and  inferior. 

The  Gemellus  Superior,  the  smaller  of  the  two,  arises  from  the  outer  surface 
of  the  spine  of  the  ischium,  and  passing  horizontally  outwards  becomes  blended 
with  the  upper  part  of  the  tendon  of  the  Obturator  in t emus,  and  is  inserted 
with  it  into  the  upper  border  of  the  great  trochanter.  This  muscle  is  sometimes 
wanting. 

Relations.  By  its  superficial  surface,  with  the  Gluteus  maximus  and  the  sciatic 
vessels  and  nerves.  By  its  deep  surface,  with  the  capsule  of  the  hip-joint.  By 
its  upper  border,  with  the  lower  margin  of  the  Pyriformis.  By  its  lower  border, 
with  the  tendon  of  the  Obturator  internus. 

The  Gemellus  Inferior  arises  from  the  upper  part  of  the  outer  border  of  the 
tuberosity  of  the  ischium,  and  passing  horizontally  outwards  is  blended  with  the 
lower  part  of  the  tendon  of  the  Obturator  internus,  and  inserted  with  it  into  the 
upper  border  of  the  great  trochanter. 

Relations.  By  its  superficial  surface,  with  the  Gluteus  maximus  and  the  sciatic 
vessels  and  nerves.  By  its  deep  surface,  with  the  capsular  ligament  of  the  hip- 
joint.  By  its  upper  border,  with  the  tendon  of  the  Obturator  internus.  By 
its  lower  border,  with  the  tendon  of  the  Obturator  externus  and  Quadra tus 
femoris. 

The  Quadratus  Femoris  is  a  short,  flat  muscle,  quadrilateral  in  shape  (hence 
its  name),  situated  between  the  Gemellus  inferior  and  the  upper  margin  of  the 
Adductor  magnus.  It  arises  from  the  outer  border  of  the  tuberosity  of  the 
ischium,  and  proceeding  horizontally  outwards  is  inserted  into  the  upper  part 
of  the  linea  quadrati,  on  the  posterior  surface  of  the  trochanter  major.  A  syno- 
vial bursa  is  often  found  between  the  under  surface  of  this  muscle  and  the  lesser 
trochanter,  which  it  covers. 

Relations.  By  its  posterior  surface,  with  the  Gluteus  maximus  and  the  sciatic 
vessels  and  nerves.  By  its  anterior  surface,  with  the  tendon  of  the  Obturator  ex- 
ternus and  trochanter  minor,  and  with  the  capsule  of  the  hip-joint.  By  its  upper 
f*order,  with  the  Gemellus  inferior.  Its  lower  border  is  separated  from  the  Ad- 
ductor magnus  by  the  terminal  branches  of  the  internal  circumflex  vessels. 

Dissection.  In  order  to  expose  the  next  mnscle  (the  Obturator  externus),  it  is  necessary  to 
remove  the  Psoas.  Iliacus,  Fectineus.  and  Adductor  brevis  and  longus  muscles  from  the  front  and 
inner  side  of  the  thigh ;  and  the  Gluteus  maximu3  and  Quadratus  femoris  from  the  back  part. 
Its  dissection  should,  consequently,  be  postponed  until  the  muscles  of  the  anterior  and  internal 
femoral  regions  have  been  examined. 

The  Obturator  Externus  (Fig.  285)  is  a  flat  triangular  muscle,  which  covers 
the  outer  surface  of  the  anterior  wall  of  the  pelvis.  It  arises  from  the  margin 
of  bone  immediately  around  the  inner  side  of  the  obturator  foramen,  viz.  from 
the  body  and  ramus  of  the  pubes,  and  the  ramus  of  the  ischium;  it  also  arises 
from  the  inner  two- thirds  of  the  outer  surface  of  the  obturator  membrane,  and 
from  the  tendinous  arch  which  completes  the  canal  for  the  passage  of  the  obtu- 
rator vessels  and  nerves.  The  fibres  converging  pass  outwards  and  backwards, 
and  terminate  in  a  tendon  which  runs  across  the  back  part  of  the  hip-joint,  and 
is  inserted  into  the  digital  fossa  of  the  femur. 

Relations.  By  its  anterior  surface,  with  the  Psoas,  Iliacus,  Pectineus,  Adductor 
longus,  Adductor  brevis,  and  Gracilis ;  and  more  externally,  with  the  neck  of 
the  femur  and  capsule  of  the  hip-joint.  By  its  posterior  surface,  with  the  obtu- 
rator membrane  and  Quadratus  femoris. 

Nerves.  The  Gluteus  maximus  is  supplied  by  the  inferior  gluteal  nerve  and 
a  branch  from  the  sacral  plexus;  the  Gluteus  medius  and  minimus,  by  the  supe- 
rior gluteal ;  the  Pyriformis,  Gcmclli,  Obturator  internus,  and  Quadratus  femoris, 
by  branches  from  the  sacral  plexus,  and  the  Obturator  externus,  by  the  obturator 
nerve. 

Actions.  The  Glutei  muscles,  when  they  take  their  fixed  point  from  the  pelvis, 
are  all  abductors  of  the  thigh.     The  Gluteus  maximus  and  the  posterior  fibres 
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of  the  Gluteus  medius,  rotate  the  thigh  outwards ;  the  anterior  fibres  of  the  Glu- 
teus inedius  and  the  Gluteus  minimus  rotate  it  inwards.  The  Gluteus  maximus 
serves  to  extend  the  femur,  and  the  Gluteus  medius  and  minimus  draw  it  for- 
wards. The  Gluteus  maximus  is  also  a  tensor  of  the  fascia  lata.  Taking  their 
fixed  point  from  the  femur  the  Glutei  muscles  act  upon  the  pelvis,  supporting  it 
and  the  whole  trunk  upon  the  head  of  the  femur,  which  is  specially  obvious  in 
standing  on  one  leg.  In  order  to  gain  the  erect  posture  after  the  effort  of  stoop- 
ing, these  muscles  draw  the  pelvis  backwards,  assisted  by  the  Biceps,  Semiten- 
dinosus,  and  Semimembranosus  muscles.  The  remaining  muscles  are  powerful 
rotators  of  the  thigh  outwards.  In  the  sitting  posture,  when  the  thigh  is  flexed 
upon  the  pelvis,  their  action  as  rotators  ceases,  and  they  become  abductors,  with 
the  exception  of  the  Obturator  externus,  which  still  rotates  the  femur  outwards. 
When  the  femur  is  fixed,  the  Pyriformis  and  Obturator  muscles  serve  to  draw 
the  pelvis  forwards  if  it  has  been  inclined  backwards,  and  assist  in  steadying  it 
upon  the  head  of  the  femur. 

Posterior  Femoral  Region. 

Biceps.  Semitendinosus.  Semimembranosus. 

Dissection  (Fig.  286).  Make  a  vertical  incision  alon£  the  middle  of  the  thigh,  from  the  lower 
fold  of  the  nates  to  abont  three  inches  below  the  back  of  the  knee-joint,  and  there  connect  it  with 
a  transverse  incision,  carried  from  the  inner  to  the  outer  side  of  the  leg.  Make  a  third  incision 
transversely  at  the  junction  of  the  middle  with  the  lower  third  of  the  thigh.  The  integument 
having  been  removed  from  the  back  of  the  knee,  and  the  boundaries  of  the  popliteal  space  exam- 
ined, the  removal  of  the  integument  from  the  remaining  part  of  the  thigh  should  be  continued, 
when  the  fascia  and  muscles  of  this  region  will  be  exposed. 

The  Biceps  (Fig.  287)  is  a  large  muscle,  of  considerable  length,  situated  on  the 

Eosterior  and  outer  aspect  of  the  thigh.  It  arises  by  two  heads.  One,  the  long 
ead,  arises  from  the  lower  and  inner  facet  on  the  back  part  of  the  tuberosity 
of  the  ischium,  by  a  tendon  common  to  it  and  the  Semitcnainosus.  The  femoral, 
or  short  head,  arises  from  the  outer  lip  of  the  linea  aspera,  between  the  Adductor 
magnus  and  Vastus  externus,  extending  from  a  short  distance  below  the  inser- 
tion of  the  Gluteus  maximus,  to  within  two  inches  of  the  outer  condyle  ;  it  also 
arises  from  the  external  intermuscular  septum.  The  fibres  of  the  long  head 
form  a  fusiform  belly,  which,  passing  obliquely  downwards  and  a  little  outwards, 
terminate  in  an  aponeurosis  which  covers  the  posterior  surface  of  the  muscle, 
and  receives  the  fibres  of  the  short  head ;  this  aponeurosis  becomes  gradually 
contracted  into  a  tendon,  which  is  inserted  into  the  outer  side  of  the  head  of  the 
fibula.  At  its  insertion,  the  tendon  divides  into  two  portions,  which  embrace 
the  external  lateral  ligament  of  the  knee-joint,  a  strong  prolongation  being  sent 
forwards  to  the  outer  tuberosity  of  the  tibia,  which  gives  off  an  expansion  to  the 
fascia  of  the  leg.     The  tendon  of  this  muscle  forms  the  outer  ham-string. 

Relations.  By  its  superficial  surface,  with  the  Gluteus  maximus  above,  the 
fascia  lata  and  integument  in  the  rest  of  its  extent.  By  its  deep  surface,  with  the 
Semimembranosus,  Adductor  magnus,  and  Vastus  externus,  the  great  sciatic 
nerve,  popliteal  artery  and  vein,  and  near  its  insertion,  with  the  external  head 
of  the  Gastrocnemius,  Plantaris,  the  superior  external  articular  artery,  and  the 
external  popliteal  nerve. 

The  Semitendinosus,  remarkable  for  the  great  length  of  its  tendon,  is  situated 
at  the  posterior  and  inner  aspect  of  the  thigh.  It  arises  from  the  tuberosity  of 
the  ischium  by  a  tendon  common  to  it  and  the  long  head  of  the  Biceps ;  it  also 
arises  from  an  aponeurosis  which  connects  the  adjacent  surfaces  of  the  two 
muscles  to  the  extent  of  about  three  inches  after  their  origin.  Itforms  a  fusiform 
muscle,  which,  passing  downwards  and  inwards,  terminates  a  little  below  the 
middle  of  the  thigh  in  a  long  round  tendon  which  lies  along  the  inner  side  of 
the  popliteal  space,  then  curves  around  the  inner  tuberosity  of  the  tibia,  and  is 
inserted  into  the  upper  part  of  the  inner  surface  of  the  shaft  of  that  bone,  nearly 
as  far  forwards  as  its  anterior  border.     This  tendon  lies  beneath  the  expansion 
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of  the  Sartorius,  and  below  that  of  the  Gracilis,  to  which  it  is  united.  A  ten- 
dinous intersection  is  usually  observed  about  the  middle  of  the  muscle. 

Relations.  By  its  superficial  surface,  with  the  Gluteus  raaximus  and  fascia 
lata.  By  its  deep  surface,  with  the  Semimembranosus,  Adductor  magnus,  inner 
head  of  the  Gastrocnemius,  and  internal  lateral  ligament  of  the  knee-joint. 

The  Semimembranosus,  so  called  from  the  membranous  expansion  on  its  anterior 
and  posterior  surfaces,  is  situated  at  the  back  part  and  inner  side  of  the  thigh. 
It  arises  by  a  thick  tendon  from  the  upper  ana  outer  facet  on  the  back  part  of 
the  tuberosity  of  the  ischium,  above  and  to  the  outer  side  of  the  Biceps  and 
Semitendinosus,  and  is  inserted  into  the  inner  and  back  part  of  the  inner 
tuberosity  of  the  tibia,  beneath  the  internal  lateral  ligament.  The  tendon  of 
the  muscle  at  its  origin  expands  into  an  aponeurosis,  which  covers  the  upper 
j>art  of  its  anterior  surface :  from  this  aponeurosis,  muscular  fibres  arise,  and 
converge  to  another  aponeurosis,  which  covers  the  lower  part  of  its  posterior 
surface  and  contracts  into  the  tendon  of  insertion.  The  tendon  of  the  muscle 
at  its  insertion  divides  into  three  portions :  the  middle  portion  is  the  fasciculus 
of  insertion  into  the  back  part  of  the  inner  tuberosity;  it  sends  down  an  expan- 
sion to  cover  the  Popliteus  muscle.  The  internal  portion  is  horizontal,  passing 
forwards  beneath  the  internal  lateral  ligament,  to  be  inserted  into  a  groove  along 
the  inner  side  of  the  internal  tuberosity.  The  posterior  division  passes  upwards 
and  backwards,  to  be  inserted  into  the  back  part  of  the  outer  condyle  of  the 
femur,  forming  the  chief  part  of  the  posterior  ligament  of  the  knee-joint. 

The  tendons  of  the  two  preceding  muscles,  with  those  of  the  Gracilis  and 
Sartorius,  form  the  inner  ham-string. 

Relations.  By  its  superficial  surface,  with  the  Semitendinosus,  Biceps,  and 
fascia  lata.  By  its  deep  surface,  with' the  popliteal  vessels,  Adductor  magnus, 
and  inner  head  of  the  Gastrocnemius,  from  which  it  is  separated  by  a  synovial 
bursa.  By  its  inner  border,  with  the  Gracilis.  By  its  outer  border,  with  the  great 
sciatic  nerve,  and  its  internal  popliteal  branch. 

Xerves.    The  muscles  of  this  region  are  supplied  by  the  great  sciatic  nerve. 

Actions.  The  ham-string  muscles  flex  the  leg  upon  the  thigh.  When  the 
knee  is  semi-flexed,  the  Biceps,  in  consequence  of  its  oblique  direction  down- 
wards and  outwards,  rotates  the  leg  slightly  outwards;  and  the  Semimem- 
branosus, in  consequence  of  its  oblique  direction,  rotates  the  leg  inwards, 
assisting  the  Popliteus.  Taking  their  fixed  point  from  below,  these  muscles 
serve  to  support  the  pelvis  upon  the  head  of  the  femur,  and  to  draw  the  trunk 
directly  backwards,  as  in  feats  of  strength,  when  the  body  is  thrown  backwards 
in  the  form  of  an  arch. 

Surgical  Anatomy.  The  tendons  of  these  muscles  occasionally  require  subcutaneous  division 
in  some  forms  of  spurious  anchylosis  of  the  knee-joint,  dependent  upon  permanent  contraction 
and  rigidity  of  the  Hexor  muscles,  or  from  stiffening  of  the  ligamentous  and  other  tissues  surround- 
ing the  joint,  the  result  of  disease.  This  is  effected  by  putting  the  tendon  upon  the  stretch,  and 
inserting  a  narrow  sharp-pointed  knife  between  it  and  the  skin :  the  cutting  edge  being  then 
turned  towards  the  tendon  it  should  be  divided,  taking  care  that  the  wound  in  the  skin  is  not  at 
the  same  time  enlarged. 

Muscles  axd  Fascia  of  the  Leg. 

Dissection  (Fig.  283).  The  knee  should  be  bent,  a  block  placed  beneath  it,  and  the  foot  kept 
in  an  extended  position ;  then  make  an  incision  through  the  integument  in  the  middle  line  of  the 
leg  to  the  ankle,  and  continue  it  along  the  dorsnm  of  the  foot  to  the  toes.  Make  a  second  incision 
transversely  across  the  ankle,  and  a  third  in  the  same  direction  across  the  bnses  of  the  toes; 
remove  the  flaps  of  integument  included  between  these  incisions,  in  order  to  examine  the  deep 
fascia  of  the  leg. 

The  Fascia  of  the  Leg  forms  a  complete  investment  to  the  whole  of  this  region 
of  the  limb,  excepting  to  the  inner  surface  of  the  tibia.  It  is  continuous  above 
with  the  fascia  lata,  receiving  an  expansion  from  the  tendon  of  the  Biceps  on 
the  outer  side,  and  from  the  tendons  of  the  Sartorius,  Gracilis,  and  Semiten- 
dinosus on  the  inner  side;  in  front  it  blends  with  the  periosteum  covering  the 
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i  -*<  extent.     By  its  deep  surface,  with  the 

.>s  a*\i  Vastus  externus,  the  great  sciatic 

:•  ar  its  insertion,  with  the  external  head 

^;  er.or  external  articular  artery,  and  the 


>  "«. 


^    »      .  ».    ,>*?•: 


•  '  \*  irreat  length  of  its  tendon,  is  situated 

c  :  .'cIi.     It  arises  from  the  tuberosity  of 

a:*a1  the  long  head  of  the  Biceps ;  it  also 

uvts  the  adjacent  surfaces  of  the  two 

v '  •  .*s  after  their  origin.     It  forms  a  fusiform 

j  •  *  Awards,  terminates  a  little  below  the 

v%*  lv*u  which  lies  along  the  inner  side  of 

•I  •. \e  inner  tuberosity  of  the  tibia,  and  is 

cr  virfaee  of  the  shaft  of  that  bone,  nearly 

\     l\iis  tendon  lies  beneath  the  expansion 
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tarsus:  this  surface  also  overlaps  the  anterior  tibial  vessels  and  nerve  in  the 
upper  part  of  the  leg.  By  its  inner  surface,  with  the  tibia.  By  its  outer  surface, 
with  the  Extensor  longus  digitorum,  and  Extensor  proprius  pollicis,  and  the 
anterior  tibial  vessels  and  nerve. 

The  Extensor  Proprius  Pollicis  is  a  thin,  elongated,  and  flattened  muscle, 
situated  between  the  Tibialis  anticus  and  Extensor  longus  digitorum.  It  arises 
from  the  anterior  surface  of  the  fibula  for  about  the  middle  two- fourths  of  its 
extent,  its  origin  being  internal  to  that  of  the  Extensor  longus  digitorum ;  it 
also  arises  from  the  interosseous  membrane  to  a  similar  extent.  •  The  fibres 
pass  downwards,  and  terminate  in  a  tendon,  which  occupies  the  anterior  border 
of  the  muscle,  passes  through  a  distinct  compartment  in  the  horizontal  portion 
of  the  annular  ligament,  crosses  the  anterior  tibial  vessels  near  the  bend  of  the 
ankle,  and  is  inserted  into  the  base  of  the  last  phalanx  of  the  great  toe.  Oppo- 
site the  me  tatarso- phalangeal  articulation,  the  tendon  gives  off  a  thin  prolonga- 
tion on  each  side,  which  covers  the  surface  of  the  joint. 

Relations.  By  its  anterior  border,  with  the  fascia,  and  the  anterior  annular 
ligament.  By  its  posterior  border,  with  the  interosseous  membrane,  fibula,  tibia, 
ankle-joint,  and  Extensor  brevis  digitorum.  By  its  outer  side,  with  the  Extensor 
longus  digitorum  above,  the  dorsalis  pedis  vessels  and  anterior  tibial  nerve  below. 
By  its  inner  side,  with  the  Tibialis  anticus  and  the  anterior  tibial  vessels  above. 

The  Extensor  Longus  Digitorum  is  an  elongated,  flattened,  semipenniform 
muscle,  situated  the  most  externally  of  all  the  muscles  on  the  forepart  of  the 
leg.  It  arises  from  the  outer  tuberosity  of  the  tibia;  from  the  upper  three- 
fourths  of  the  anterior  surface  of  the  shaft  of  the  fibula ;  from  the  interosseous 
membrane,  and  deep  surface  of  the  fascia;  and  from  the  intermuscular  septa 
between  it  and  the  Tibialis  anticus  on  the  inner,  and  the  Peronei  on  the  outer 
side.  The  muscle  terminates  in  three  tendons,  which  pass  through  a  canal  in 
the  annular  ligament,  with  the  Peroneus  tertius,  run  across  the  dorsum  of  the 
foot,  and  are  inserted  into  the  second  and  third  phalanges  of  the  four  lesser 
toes,  the  innermost  tendon  being  subdivided  into  two.  The  mode  in  which  the 
tendons  are  inserted  is  the  following:  Each  tendon  opposite  the  metatarso-pha- 
langeal  articulation  is  joined,  on  its  outer  side,  by  the  tendon  of  the  Extensor 
brevis  digitorum  (except  the  fourth),  and  receives  a  fibrous  expansion  from  the 
Interossei  and  Lumbricales ;  it  then  spreads  into  a  broad  aponeurosis,  which 
covers  the  dorsal  surface  of  the  first  phalanx:  this  aponeurosis,  at  the  articu- 
lation of  the  first  with  the  second  phalanx,  divides  into  three  slips,  a  middle 
one,  which  is  inserted  into  the  base  of  the  second  phalanx ;  and  two  lateral 
slips,  which,  after  uniting  on  the  dorsal  surface  of  the  second  phalanx,  are 
continued  onwards,  to  be  inserted  into  the  base  of  the  third. 

Relations.  By  its  anterior  surface,  with  the  fascia  and  the  annular  ligament. 
By  its  posterior  surface,  with  the  fibula,  interosseous  membrane,  ankle-joint,  and 
Extensor  brevis  digitorum.  By  its  inner  side,  with  the  Tibialis  anticus,  Extensor 
proprius  pollicis,  and  anterior  tibial  vessels  and  nerve.  By  its  outer  side,  with 
the  Peroneus  longus  and  brevis. 

The  Peroneus  Tertius  is  a  part  of  the  Extensor  longus  digitorum,  and  might 
be  described  as  its  fifth  tendon.  The  fibres  belonging  to  this  tendon  arise  from 
the  lower  fourth  of  the  anterior  surface  of  the  fibula,  on  its  outer  side ;  from  the 
lower  part  of  the  interosseous  membrane ;  and  from  an  intermuscular  septum 
between  it  and  the  Peroneus  brevis.  The  tendon,  after  passing  through  the 
same  canal  in  the  annular  ligament  as  the  Extensor  longus  digitorum,  is  inserted 
into  the  dorsal  surface  of  the  base  of  the  metatarsal  bone  of  the  little  toe,  on 
its  inner  side.     This  muscle  is  sometimes  wanting. 

Nerves.     These  muscles  are  supplied  by  the  anterior  tibial  nerve. 

Actions.  The  Tibialis  anticus  and  Peroneus  tertius  are  the  direct  flexors  of 
the  tarsus  upon  the  leg;  the  former  muscle,  from  the  obliquity  in  the  direction 
of  its  tendon,  raises  the  inner  border  of  the  foot :  and  the  latter,  acting  with  the 
Peroneus  brevis  and  longus,  will  draw  the  outer  border  of  the  foot  upwards, 
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and  the  sole  outwards.     The  Extensor  longus  digitorum  and  Extensor  proprius 

pollicis  extend  the  phalanges  of  the  toes,  and,  continuing  their  action,  flex  the 
tarsus  upon  the  leg.  Taking  their  fixed  point  from  below,  in  the  erect  posture, 
all  these  muscles  serve  to  fix  the  bones  of  the  leg  in  the  perpendicular  position, 
and  give  increased  strength  to  the  ankle-joint. 

Posterior  Tibiofibular  Region. 

Dissection  (Fig.  286).     Make  a  vertical  incision   along  the   middle   line  of  the   back  of  the 

\rg,  from  the  lower  part  of  the  popliteal  apace  to  the  heel,  connecting  it  below  by  a  transverse 

incision  extending  between  ihe  two  malleoli ;  the  flap* 

l-'iir.  289.— Muscles  of  the  Back  of  the       of  integument  being  removed,  the  fasda  and  muck-* 

Leg.     Snperficiul  Layer.  should  be  examined. 

The  muscles  in  this  region  of  the  leg  are 
subdivided  into  two  layers,  superficial  and 
deep.  The  superficial  layer  constitutes  a 
powerful  muscular  mass,  forming  the  calf  of 
the  leg.  Their  large  size  is  one  of  the  most 
characteristic  features  of  the  muscular  appa- 
ratus in  man,  and  bears  a  direct  connection 
with  his  ordinary  attitude  and  mode  of  pro- 
gression. 

Superficial  Layer. 
Gastrocnemius.  Soleus. 

Plantaris, 
The  Gastrocnemius  is  the  most  superficial 
muscle,  and  forms  the  greater  part  of  the 
calf.  It  arises  by  two  heads,  which  are  con- 
nected to  the  condyles  of  the  femur  by  two 
strong  flat  tendons.  The  inner  head,  the 
larger,  and  a  little  the  more  posterior,  arises 
from  a  depression  at  the  upper  and  back  part 
of  the  inner  condyle.  The  outer  head  arises 
from  the  upper  and  back  part  of  the  external 
condyle,  immediately  above  the  origin  of  the 
Popliteus.  Both  heads,  also,  arise  by  a  few 
tendinous  and  fleshy  fibres  from  the  ridges 
which  are  continued  upwards  from  the  con- 
dyles to  the  linca  aspera.  Each  tendon 
spreads  out  into  an  aponeurosis,  which  covers 
the  posterior  surface  of  that  portion  of  the 
muscle  to  which  it  belongs;  that  covering 
the  inner  head  being  longer  and  thicker  than 
the  outer.  From  the  anterior  surface  of  these 
tendinous  expansions,  muscular  fibres  are 
given  off.  Tlie  fibres  in  the  median  line, 
which  correspond  to  the  accessory  portions 
of  the  imisclc  derived  from  the  bifurcations 
of  the  linea  aspera,  unite  at  an  angle  upon  a 
median  tendinous  raphe"  below ;  the  remaining 
,  fibres  converge  to  the  posterior  surface  of  an 

—..•—■  aponeurosis  which  covers  the  front  of  the 
muscle,  and  this,  gradually  contracting,  unites 
with  the  tendon  of  the  Soleus,  and  forms 
with  it  the  Tendo  Achillis. 

Relations.  By  its  S'ipcrficial  surface,  with 
the  fascia  of  the  leg,  which  separates  it  from 
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the  external  saphenous  vein  and  nerve.  By  its  deep  surface,  with  the  posterior 
ligament  of  the  knee-joint,  the  Popliteus,  Soleus,  Plantaris,  popliteal  vessels, 
and  internal  popliteal  nerve.  The  tendon  of  the  inner  head  corresponds  with 
the  back  part  of  the  inner  condyle,  from  which  it  is  separated  by  a  synovial 
bursa,  which,  in  some  cases,  communicates  with  the  cavity  of  the  knee-joint. 
The  tendon  of  the  outer  head  contains  a  sesamoid  fibro-cartilage  (rarely  osseous), 
where  it  plays  over  the  corresponding  outer  condyle;  and  one  is  occasionally 
found  in  the  tendon  of  the  inner  head. 

The  Gastrocnemius  should  be  divided  across,  just  below  its  origin,  and  turned  downwards,  in 
order  to  expose  the  next  muscles. 

The  Soleus  is  a  broad  flat  muscle  situated  immediately  beneath  the  preceding. 
It  has  received  its  name  from  its  resemblance  in  shape  to  a  sole-fish.  It  arises 
by  tendinous  fibres  from  the  back  part  of  the  head  of  the  fibula,  and  from  the 
upper  third  of  the  internal  surface  of  its  shaft ;  from  the  oblique  line  of  the 
tibia,  and  from  the  middle  third  of  its  internal  border ;  some  fibres  also  arise 
from  a  tendinous  arch  placed  between  the  tibial  and  fibular  origins  of  the  muscle, 
beneath  which  the  posterior  tibial  vessels  and  nerve  pass.  The  fibres  pass 
backwards  to  an  aponeurosis  which  covers  the  posterior  surface  of  the  muscle, 
and  this,  gradually  becoming  thicket  and  narrower,  joins  with  the  tendon  of  the 
Gastrocnemius,  and  forms  with  it  the  Tendo  Achillis. 

Relations.  By  its  superficial  surface,  with  the  Gastrocnemius  and  Plantaris. 
By  its  deep  surface,  with  the  Flexor  longus  digitorum,  Flexor  longus  pollicis, 
Tibialis  posticus,  and  posterior  tibial  vessels  and  nerve,  from  which  it  is  sepa- 
rated by  the  transverse  intermuscular  septum  or  deep  fascia  of  the  leg. 

The  Tendo  Achillis,  the  common  tendon  of  the  Gastrocnemius  and  Soleus,  is 
the  thickest  and  strongest  tendon  in  the  body.  It  is  about  six  inches  in  length, 
and  formed  by  the  junction  of  the  aponeurosis  of  the  two  preceding  muscles. 
It  commences  about  the  middle  of  the  leg,  but  receives  fleshy  fibres  on  its  ante- 
rior surface,  nearly  to  its  lower  end.  Gradually  becoming  contracted  below,  it 
is  inserted  into  the  lower  part  of  the  posterior  tuberosity  of  the  os  calcis,  a 
synovial  bursa  being  interposed  between  the  tendon  and  the  upper  part  of  the 
tuberosity.  The  tendon  spreads  out  somewhat  at  its  lower  end,  so  that  its 
narrowest  part  is  usually  about  an  inch  and  a  half  above  its  insertion.  The 
tendon  is  covered  by  the  fascia  and  the  integument,  and  is  separated  from  the 
deep  muscles  and  vessels  by  a  considerable  interval  filled  up  with  areolar  and 
adipose  tissue.  Along  its  outer  side,  but  superficial  to  it,  is  the  external  saphe- 
nous vein. 

The  Plantaris  is  an  extremely  diminutive  muscle,  placed  between  the  Gastro- 
cnemius and  Soleus,  and  remarkable  for  its  long  and  delicate  tendon.  It  arises 
from  the  lower  part  of  the  outer  bifurcation  of  the  linea  aspera,  and  from  the 
posterior  ligament  of  the  knee-joint.  It  forms  a  small  fusiform  belly,  about  two 
inches  in  length,  terminating  in  a  long  slender  tendon  which  crosses  obliquely 
between  the  two  muscles  of  the  calf,  and  running  along  the  inner  border  of  the 
tendo  Achillis,  is  inserted  with  it  into  the  posterior  part  of  the  os  calcis.  This 
muscle  is  occasionally  double,  and  is  sometimes  wanting.  Occasionally  its  tendon 
is  lost  in  the  internal  annular  ligament,  or  in  the  fascia  of  the  leg. 

Nerves.     These  muscles  are  supplied  by  the  internal  popliteal  nerve. 

Actions.  The  muscles  of  the  calf  possess  considerable  power,  and  are  con- 
stantly called  into  use  in  standing,  walking,  dancing,  and  leaping ;  hence  the 
large  size  they  usually  present.  In  walking,  these  muscles  draw  powerfully 
upon  the  os  calcis,  raising  the  heel,  and  with  it,  the  entire  body,  from  the  ground ; 
the  body  being  thus  supported  on  the  raised  foot,  the  opposite  limb  can  be 
carried  forwards.  In  standing,  the  Soleus,  taking  its  fixed  point  from  below, 
steadies  the  leg  upon  the  foot,  and  prevents  the  body  from  falling  forwards,  to 
which  there  is  a  constant  tendency  from  the  superincumbent  weight.  The  Gas- 
trocnemius, acting  from  below,  serves  to  flex  tne  femur  upon  the  tibia  assisted 
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by  the  Popliteus.    The  Plantaris  is  the  rudiment  of  a  large  muscle  which  exists 
in  some  of  the  lower  animals,  and  serves  as  a  tensor  of  the  plantar  fascia. 

Deep  Layer. 
Popliteus.  Flexor  Longus  Digitorum. 

Flexor  Longus  Pollicis.  Tibialis  Posticus. 

Fig.  290. — Muscles  of  the  Back  of         Direction.    Detach  the  Solens  from  its  attachment  to 

the  Leg.     Deep  Layers.  the  fibula  and  tibia,  and  turn  It  downwards,  when  the  deep 

layer  of  muscles  is  exposed,  covered  by  the  deep  fascia  of 

The  Deep  Fascia  of  the  leg  is  a  broad,  trans- 
verse, intermuscular  septum,  interposed  between 
the  superficial  and  deep  muscles  in  the  posterior 
tibio-fibular  region.  On  each  side  it  is  connected 
to  the  margins  of  the  tibia  and  fibula.  Above 
where  it  covers  the  Popliteus,  it  is  thick  and 
dense,  and  receives  an  expansion  from  the  ten- 
don of  the  Semimembranosus;  it  is  thinner  in 
the  middle  of  the  leg;  but  below,  where  it 
covers  the  tendons  passing  behind  ihe  malleoli. 
it  is  thickened.  It  is  continued  onwards  in  the 
interval  between  the  ankle  and  the  heel,  where 
it  covers  the  vessels,  and  is  blended  with  the 
internal  annular  ligament. 

This  fascia  should  now  be  removed,  commencing  from 
below  opposite  the  tendona,  and  detaching  it  from  the 
muscles  in  the  direction  of  their  fibres. 

The  Popliteus  is  a  thin,  flat,  triangular  muscle, 
which  forms  part  of  the  floor  of  the  popliteal 
space,  and  is  covered  by  a  tendinous  expansion, 
derived  from  the  Semimembranosus  muscle.  It 
arises  by  a  strong  flat  tendon  about  an  inch  in 
length,  from  a  deep  depression  on  the  outer  side 
of  the  external  condyle  of  the  femur,  and  from 
the  posterior  ligament  of  the  knee-joint ;  and  is 
inserted  into  the  inner  two-thirds  of  the  tri- 
angular surface  above  the  oblique  line  on  the 
posterior  surface  of  the  shaft  of  the  tibia,  and 
into  the  tendinous  expansion  covering  the  sur- 
face of  the  muscle.  The  tendon  of  the  muscle 
is  covered  by  that  of  the  Biceps  and  the  external 
lateral  ligament  of  the  knee-joint;  it  grooves 
the  outer  surface  of  the  external  semilunar  carti- 
lage, and  is  invested  by  the  synovial  membrane 
of  the  knee-joint. 

Relations.  By  its  superficial  surface,  with  the 
fascia  above  mentioned,  which  separates  it  from 
the  Gastrocnemius,  Plantaris,  popliteal  vessels, 
and  internal  popliteal  nerve.  By  its  deep  sur- 
face, with  the  superior  tibio-fibular  articulation, 
and  back  of  the  tibia. 

The  Flexor  Longus  Pollicis  is  situated  on  the 
fibular  sido  of  the  leg,  and  is  the  most  super- 
ficial and  largest  of  the  next  three  muscles.  It 
arises  from  the  lower  two-thirds  of  the  internal 
surface  of  the  shaft  of  the  fibula,  with  the  ex- 


POSTERIOR  TIBIO-FIBULAR  REGION.  451 

ception  of  an  inch  at  its  lowest  part ;  from  the  lower  part  of  the  interosseous 
membrane ;  from  an  intermuscular  septum  between  it  and  the  Peronei,  exter- 
nally ;  and  from  the  fascia  covering  the  Tibialis  posticus.  The  fibres  pass 
obliquely  downwards  and  backwards,  and  terminate  round  a  tendoti  which 
occupies  nearly  the  whole  length  of  the  posterior  surface  of  the  muscle.  This 
tendon  passes  through  a  groove  on  the  posterior  surface  of  the  tibia,  external  to 
that  for  the  Tibialis  posticus  and  Flexor  longus  digitorum ;  it  then  passes  through 
another  groove  on  tne  posterior  extremity  of  the  astragalus,  and  along  a  third 
groove,  beneath  the  lesser  process  of  the  os  calcis,  into  the  sole  of  the  foot,  where 
it  runs  forwards  between  the  two  heads  of  the  Flexor  brevis  pollicis,  and  is 
inserted  into  the  base  of  the  last  phalanx  of  the  great  toe.  The  grooves  in  the 
astragalus  and  os  calcis  which  contain  the  tendon  of  the  muscle,  are  converted 
by  tendinous  fibres  into  distinct  canals,  lined  by  synovial  membrane ;  and  as 
the  tendon  crosses  the  sole  of  the  foot,  it  is  connected  to  the  common  flexor  by  a 
tendinous  slip. 

Relations.  By  its  superficial  surface,  with  the  Soleus  and  Tendo  Achillis,  from 
which  it  is  separated  by  the  deep  fascia.  By  its  deep  surface,  with  the  fibula, 
Tibialis  posticus,  the  peroneal  vessels,  the  lower  part  of  the  interosseous  mem- 
brane, and  the  ankle-joint.  By  its  outer  border,  with  the  Peronei.  By  its  inner 
border,  with  the  Tibialis  posticus,  and  Flexor  longus  digitorum. 

The  Flexor  Longus  Digitorum  (perforans)  is  situated  on  the  tibial  side  of  the 
leg.  At  its  origin,  it  is  thin  and  pointed,  but  gradually  increases  in  size  as  it 
descends.  It  arises  from  the  posterior  surface  of  the  shaft  of  the  tibia  imme- 
diately below  the  oblique  line,  to  within  three  inches  of  its  extremity  internal 
to  the  tibial  origin  of  the  Tibialis  posticus ;  some  fibres  also  arise  from  the  inter- 
muscular septum  between  it  and  the  Tibialis  posticus.  The  fibres  terminate  in 
a  tendon,  which  runs  nearly  the  whole  length  of  the  posterior  surface  of  the 
muscle.  This  tendon  passes,  behind  the  malleolus,  in  a  groove,  common  to  it 
and  the  Tibialis  posticus,  but  separated  from  thev  latter  by  a  fibrous  septum ; 
each  tendon  being  contained  in  a  special  sheath  lined  by  a  separate  synovial 
membrane.  It  then  passes  obliquely  forwards  and  outwards  beneath  the  arch 
of  the  os  calcis,  into  the  sole  of  the  foot  (Fig.  292),  where,  crossing  beneath  the 
tendon  of  the  Flexor  longus  pollicis,  to  which  it  is  connected  by  a  strong  tendi- 
nous slip,  it  becomes  expanded,  is  joined  by  the  Flexor  accessorius,  and  finally 
divides  into  four  tendons  which  are  inserted  into  the  bases  of  the  last  phalanges 
of  the  four  lesser  toes,  each  tendon  passing  through  a  fissure  in  the  tendon  of 
the  Flexor  brevis  digitorum  opposite  the  middle  of  the  first  phalanges. 

Relations.  In  the  leg:  by  its  superficial  surface,  with  the  Soleus,  and  the 
posterior  tibial  vessels  and  nerve,  from  which  it  is  separated  by  the  deep  fascia ; 
by  its  deep  surface,  with  the  tibia  and  Tibialis  posticus.  In  the  foot,  it  is  covered 
by  the  Abductor  pollicis  and  Flexor  brevis  digitorum,  and  crosses  beneath  the 
Flexor  longus  pollicis. 

The  Tibialis  Posticus  lies  between  the  two  preceding  muscles,  and  is  the  most 
deeply  seated  of  all  the  muscles  in  the  leg.  It  commences  above  by  two  pointed 
processes,  separated  by  an  angular  interval,  through  which  the  anterior  tibial 
vessels  pass  forwards  to  the  front  of  the  leg.  It  arises  from  the  whole  of  the 
posterior  surface  of  the  interosseous  membrane,  excepting  its  lowest  part,  from 
the  posterior  surface  of  th6  shaft  of  the  tibia,  external  to  the  Flexor  longus 
digitorum,  between  the  commencement  of  the  oblique  line  above,  and  the  middle 
of  the  external  border  of  the  bone  below,  and  from  the  upper  two- thirds  of  the 
inner  surface  of  the  shaft  of  the  fibula ;  some  fibres  also  arise  from  the  deep 
fascia,  and  from  the  intermuscular  septa,  separating  it  from  the  adjacent  muscles 
on  each  side.  This  muscle,  in  the  lower  fourth  of  the  leg,  passes  in  front  of  the 
Flexor  longus  digitorum,  terminates  in  a  tendon,  which  passes  through  a  groove 
behind  the  inner  malleolus,  with  the  tendon  of  that  muscle,  but  inclosed  in  a 
separate  sheath ;  it  then  passes  through  another  sheath,  over  the  internal  lateral 
ligament  and  beneath  the  calcaneo  scaphoid  articulation,  and  is  inserted  into  the 
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tuberosity  of  the  scaphoid,  and  internal  cuneiform  bones.  The  tendon  of  this 
muscle  contains  a  sesamoid  bone,  near  its  insertion,  and  gives  off  fibrous  expan- 
sions, one  of  which  passes  backwards  to  the  os  calcis,  others  outwards  to  the 
middle  and  external  cuneiform,  and  some  forwards  to  the  bases  of  the  third  and 
fourth  metatarsal  bones  (Fig.  293). 

Relations.  By  its  superficial  surface,  with  the  Soleus,  and  Flexor  longus  digi- 
torum,  the  posterior  tibial  vessels  and  nerve,  and  the  peroneal  vessels,  from 
which  it  is  separated  by  the  deep  fascia.  By  its  deep  surface,  with  the  inter- 
osseous ligament,  the  tibia,  fibula,  and  ankle-joint. 

Nerves.  The  Popliteus  is  supplied  by  the  internal  popliteal  nerve,  the  re- 
maining muscles  of  this  group  by  the  posterior  tibial  nerve. 

Actions.  The  Popliteus  assists  in  flexing  the  leg  upon  the  thigh ;  when  the 
leg  is  flexed,  it  will  rotate  the  tibia  inwards.  The  Tibialis  posticus  is  a  direct 
extensor  of  the  tarsus  upon  the  leg ;  acting  in  conjunction  with  the  Tibialis 
anticus,  it  turns  the  sole  of  the  foot  inwards,  antagonizing  the  Peroneus  longus, 
which  turns  it  outwards.  The  Flexor  longus  digitorum  and  Flexor  longus 
pollicis  are  the  direct  Flexors  of  the  phalanges,  and,  continuing  their  action, 
extend  the  foot  upon  the  leg ;  they  assist  the  Gastrocnemius  and  Soleus  in  ex- 
tending the  foot,  as  in  the  act  of  walking,  or  in  standing  on  tiptoe.  In  conse- 
quence of  the  oblique  direction  of  the  tendon  of  the  long  flexor,  the  toes  would 
be  drawn  inwards,  were  it  not  for  the  Flexor  accessorius  muscle,  which  is  inserted 
into  the  outer  side  of  that  tendon,  and  draws  it  to  the  middle  line  of  the  foot 
during  its  action.  Taking  their  fixed  point  from  the  foot,  these  muscles  serve 
to  maintain  the  upright  posture,  by  steadying  the  tibia  and  fibula,  perpendicu- 
larly, upon  the  ankle-joint.  They  also  serve  to  raise  these  bones  from  the  oblique 
position  they  assume  in  the  stooping  posture. 

Fibular  Region. 
Peroneus  Longus.  Peroneus  Brevis. 

Dissection.  These  muscles  are  readily  exposed,  by  removing  the  fascia  covering  their  surface, 
from  below  upwards,  iu  the  line  of  direction  of  their  fibres. 

The  Peroneus  Longus  is  situated  at  the  upper  part  of  the  outer  side  of  the  leg, 
and  is  the  more  superficial  of  the  two  muscles.  It  arises  from  the  head,  and 
upper  two-thirds  of  the  outer  surface  of  the  shaft  of  the  fibula,  from  the  deep 
surface  of  the  fascia,  and  from  the  intermuscular  septa,  between  it  and  the 
muscles  on  the  front,  and  those  on  the  back  of  the  leg.  It  terminates  in  a  long 
tendon,  which  passes  behind  the  outer  malleolus,  in  a  groove  common  to  it  and 
the  Peroneus  brevis,  the  groove  being  converted  into  a  canal  by  a  fibrous  band, 
and  the  tendons  invested  by  a  common  synovial  membrane ;  it  is  then  reflected, 
obliquely  forwards,  across  the  outer  side  of  the  os  calcis,  being  contained  in  a 
separate  fibrous  sheath,  lined  by  a  prolongation  of  the  synovial  membrane  from 
that  which  lines  the  groove  behind  the  malleolus.  Having  reached  the  outer 
side  of  the  cuboid  bone,  it  runs  in  a  groove  on  the  under  surface  of  that  bone, 
which  is  converted  into  a  canal  by  the  long  calcaneo-cuboid  ligament,  and  is  lined 
by  a  synovial  membrane :  the  tendon  then  crosses  obliquely  the  sole  of  the  foot 
and  is  inserted  into  the  outer  side  of  the  base  of  the  metatarsal  bone  of  the  great 
toe.  The  tendon  changes  its  direction  at  two  points  :  first,  behind  the  external 
malleolus;  secondly,  on  the  outer  side  of  the  cuboid  bone ;  in  both  of  these  sit- 
uations, the  tendon  is  thickened,  and,  in  the  latter,  a  sesamoid  bone  is  usually 
developed  in  its  substance. 

Relations.  By  its  superficial  surface,  with  the  fascia  and  integument ;  by  its 
deep  surface,  with  the  fibula,  the  Peroneus  brevis,  os  calcis,  and  cuboid  bone;  by- 
its  anterior  border,  with  an  intermuscular  septum,  which  intervenes  between  it 
and  the  Extensor  longus  digitorum ;  by  its  posterior  border,  with  an  intermuscular 
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septum,  which  separates  it  from  the  Soleus  above,  and  the  Flexor  longus  pollicis 
below. 

The  Peroneus  Brevis  lies  beneath  the  Peroneus  longus  and  is  shorter  and 
smaller  than  it.  It  arises  from  the  middle  third  of  the  external  surface  of  the 
shaft  of  the  fibula,  internal  to  the  Peroneus  longus ;  from  the  anterior  and  poste- 
rior borders  of  the  bone ;  and  from  the  intermuscular  septa  separating  it  from 
the  adjacent  muscles  on  the  front  and  back  part  of  the  leg.  The  fibres  pass 
vertically  downwards,  and  terminate  in  a  tendon,  which  runs  in  front  of  that  of 
the  preceding  muscle  through  the  same  groove,  behind  the  external  malleolus, 
being  contained  in  the  same  fibrous  sheath,  and  lubricated  by  the  same  synovial 
membrane ;  it  then  passes  through  a  separate  sheath  on  the  outer  side  of  the  os 
calcis,  above  that  for  the  tendon  of  the  Peroneus  longus,  and  is  finally  inserted 
into  the  dorsal  surface  of  the  base  of  the  metatarsal  bone  of  the  little  toe,  on  its 
outer  side. 

Relations.  By  its  superficial  surface,  with  the  Peroneus  longus  and  the  fascia 
of  the  leg  and  foot.  By  its  deep  surface^  with  the  fibula  and  outer  side  of  the 
os  calcis. 

Nerves.  The  Peroneus  longus  and  brevis  are  supplied  by  the  musculocuta- 
neous branch  of  the  external  popliteal  nerve. 

Actions.  The  Peroneus  longus  and  brevis  extend  the  foot  upon  the  leg,  in 
conjunction  with  the  Tibialis  posticus,  antagonizing  the  Tibialis  anticus  and  Pero- 
neus tertius,  which  are  flexors  of  the  foot.  The  Peroneus  longus  also  everts  the 
sole  of  the  foot ;  hence  the  extreme  eversion  occasionally  observed  in  fracture 
of  the  lower  end  of  the  fibula,  where  that  bone  offers  no  resistance  to  the  action 
of  this  muscle.  Taking  their  fixed  point  below,  the  Peronei  serve  to  steady 
the  leg  upon  the  foot.  This  is  especially  the  case  in  standing  upon  one  leg,  when 
the  tendency  of  the  superincumbent  weight  is  to  throw  the  leg  inwards:  the 
Peroneus  longus  overcomes  this  tendency,  by  drawing  on  the  outer  side  of  the 
leg,  and  thus  maintains  the  perpendicular  direction  of  the  limb. 

Surgical  Anatomy.  The  student  should  now  consider  the  position  of  the  tendons  of  the 
various  muscles  of  the  leg,  their  relation  with  the  ankle-joint  and  surrounding  bloodvessels,  and 
especially  their  action  upon  the  foot,  as  their  rigidity  and  contraction  give  rise  to  one  or  other  of 
the  kinds  of  deformity  known  as  club-foot.  The  most  simple  and  common  deformity,  and  one 
that  is  rarely,  if  ever,  congenital,  is  the  talipes  equinus,  the  heel  being  raised  by  rigidity  and 
contraction  of  the  Gastrocnemius  muscle,  ana  the  patient  walking  upon  the  ball  of  the  foot  In 
the  talipes  varus,  which  is  the  more  common  congenital  form,  the  neel  is  raised  by  the  Tendo 
Achillis.  the  inner  border  of  the  foot  drawn  upwards  by  the  Tibialis  anticus,  and  the  anterior  two- 
thirds  of  the  foot  twisted  inwards  by  the  Tibialis  posticus  and  Flexor  longus  digitorum.  the 
patient  walking  upon  the  outer  edge  of  the  foot,  and  in  severe  cases  upon  the  dorsum  and  outer  ankle. 
In  the  talipes  valgus,  the  outer  edge  of  the  foot  is  raised  by  the  Peronei  muscles,  and  the  patient 
walks  on  the  inner  ankle.  In  the  talipes  calcaneus  the  toes  are  raised  by  the  Extensor  muscles, 
the  heel  is  depressed,  and  the  patient  walks  upon  it.  Other  varieties  of  deformity  are  met  with, 
as  the  talipes  equino-varus,  equino-valgus,  and  calcaneo-valgus.  whose  names  sufficiently  indi- 
cate their  nature.  Each  of  these  deformities  may  be  successfully  relieved  (after  other  remedies 
fail)  by  division  of  the  opposing  tendons  and  fascia  :  by  this  means,  the  foot  regains  its  proper 
position,  and  the  tendons  neal  by  the  organization  of  lymph  thrown  out  between  the  divided  ends. 
The  operation  is  easily  performed  by  putting  the  contracted  tendon  upon  the  stretch,  and  dividing 
it  by  means  of  a  narrow  sharp-pointed  knife  inserted  between  it  and  the  skin. 

Muscles  and  Fascle  of  the  Foot. 

The  fibrous  bands  which  bind  down  the  tendons  in  front  of  and  behind  the  ankle  in  their 
passage  to  the  foot,  should  now  be  examined ;  they  are  termed  the  annular  ligaments,  and  are 
three  in  number,  anterior,  internal,  and  external. 

The  Anterior  Annular  Ligament  consists  of  a  superior  or  vertical  portion, 
which  binds  down  the  extensor  tendons  as  they  descend  on  the  front  of  tne  tibia 
and  fibula ;  and  an  inferior  or  horizontal  portion,  which  retains  them  in  connec- 
tion with  the  tarsus,  the  two  portions  being  connected  by  a  thin  intervening 
layer  of  fascia.  The  vertical  portion  is  attached  externally  to  the  lower  end  of 
the  fibula,  internally  to  the  tibia,  and  above  is  continuous  with  the  fascia  of  the 
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leg ;  it  contains  two  separate  sheaths,  one  internally,  for  the  tendon  of  the  Tibi- 
alis anticus,  one  externally,  for  the  tendons  of  the  Extensor  longus  digitorum 
and  Peroneus  tertius ;  the  tendon  of  the  Extensor  proprius  pollicis,  and  the  ante- 
rior tibial  vessels  and  nerve  pass  beneath  it,  but  without  any  distinct  sheath. 
The  horizontal  portion  is  attached  externally  to  the  upper  surface  of  the  os 
calcis,  in  front  of  the  depression  for  the  interosseous  ligament,  and  internally  to 
the  inner  malleolus  and  plantar  fascia :  it  contains  three  sheaths ;  the  most  in- 
ternal for  the  tendon  of  the  Tibialis  anticus,  the  next  in  order  for  the  tendon  of 
the  Extensor  proprius  pollicis,  and  the  most  external  for  the  Extensor  longus 
digitorum  and  Peroneus  tertius:  the  anterior  tibial  vessels  and  nerve  lie  alto- 
gether beneath  it.    These  sheaths  are  lined  by  separate  synovial  membranes. 

The  Internal  Annular  Ligament  is  a  strong  fibrous  band,  which  extends  from 
the  inner  malleolus  above,  to  the  internal  margin  of  the  os  calcis  below,  con- 
verting a  series  of  bony  grooves  in  this  situation  into  osseo-fibrous  canals,  for 
the  passage  of  the  tendons  of  the  Flexor  muscles  and  vessels  into  the  sole  of 
the  foot.  It  is  continuous  above  with  the  deep  fascia  of  the  leg,  below  with  the 
plantar  fascia  and  the  fibres  of  origin  of  the  Abductor  pollicis  muscle.  The 
three  canals  which  it  forms,  transmit  from  within  outwards,  first,  the  tendon  of 
the  Tibialis  posticus;  second,  the  tendon  of  the  Flexor  longus  digitorum,  then 
the  posterior  tibial  vessels  and  nerve,  which  run  through  a  broad  space  beneath 
the  ligament :  lastly,  in  a  canal  formed  partly  by  the  astragalus,  the  tendon  of 
the  Flexor  longus  pollicis.  Each  of  these  canals  is  lined  by  a  separate  synovial 
membrane. 

The  External  Annular  Ligament  extends  from  the  extremity  of  the  outer 
malleolus  to  the  outer  surface  of  the  os  calcis :  it  binds  down  the  tendons  of  the 
Peronei  muscles  in  their  passage  beneath  the  outer  angle.  The  two  tendons  are 
inclosed  in  one  synovial  sac. 

Dissection  of  the  Sole  of  the  Foot.  The  foot  should  be  placed  on  a  high  block  with  the  sole 
uppermost,  and  firmly  secured  in  that  position.  Carry  an  incision  round  the  heel  and  along  the 
inner  and  outer  borders  of  the  foot  to  the  great  and  little  toes.  This  incision  should  divide  the 
integument  and  thick  layer  of  granular  fat  beneath,  until  the  fascia  is  visible  ;  the  skin  and  fat 
should  then  be  removed  from  the  fascia  in  a  direction  from  behind  forwards,  as  seen  in  Fig.  186. 

The  Plantar  Fascia,  the  densest  of  all  the  fibrous  membranes,  is  of  great 
strength,  and  consists  of  dense  pearly-white  glistening  fibres,  disposed,  for  the 
most  part,  longitudinally:  it  is  divided  into  a  central  and  two  lateral  portions. 

The  central  portion,  the  thickest,  is  narrow  behind  and  attached  to  the  inner 
tubercle  of  the  os  calcis,  behind  the  origin  of  the  Flexor  brcvis  digitorum,  and 
becoming  broader  and  thinner  in  front,  divides  opposite  the  middle  of  the  meta- 
tarsal bones  into  five  processes,  one  for  each  of  the  toes.  Each  of  these  processes 
divides  opposite  the  metatarsophalangeal  articulation  into  two  slips,  which 
embrace  the  sides  of  the  flexor  tendons  of  the  toes,  and  are  inserted  into  the  sides 
of  the  metatarsal  bones,  and  into  the  transverse  metatarsal  ligament,  thus  forming 
a  series  of  arches  through  which  the  tendons  of  the  short  and  long  flexors  pass 
to  the  toes.  The  intervals  left  between  the  five  processes  allow  the  digital 
vessels  and  nerves,  and  the  tendons  of  the  Lumbricales  muscles,  to  become  super- 
ficial. At  the  point  of  division  of  the  fascia  into  processes  and  slips,  numerous 
transverse  fibres  are  superadded,  which  serve  to  increase  the  strength  of  the 
fascia  at  this  part,  by  binding  the  processes  together,  and  connecting  them  with 
the  integument.  The  central  portion  of  the  plantar  fascia  is  continuous  with 
the  lateral  portions  at  each  side,  and  sends  upwards  into  the  foot,  at  their  point 
of  junction,  two  strong  vertical  intermuscular  septa,  broader  in  front  than  behind, 
which  separate  the  middle  from  the  external  and  internal  plantar  group  of 
muscles;  from  these  again  thinner  transverse  septa  are  derived,  which  separate 
the  various  layers  of  muscles  in  this  region.  The  upper  surface  of  this  fascia 
gives  attachment  behind  to  the  Flexor  brevis  digitorum  muscle. 

The  lateral  portions  of  the  plantar  fascia  are  thinner  than  the  central  piece 
and  cover  the  sides  of  the.  foot. 
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The  outer  portion  covers  the  under  surface  of  the  Abductor  minimi  digiti;  it 
is  thick  behind,  thin  in  front,  and  extends  from  the  os  calcis  forwards  to  the 
base  of  the  fifth  metatarsal  bone,  into  the  outer  side  of  which  it  is  attached ;  it 
is  continuous  internally  with  the  middle  portion  of  the  plantar  fascia,  and 
externally  with  the  dorsal  fascia. 

The  inner  portion  is  very  thin,  and  covers  the  Abductor  pollicis  muscle ;  it  is 
attached  behind  to  the  internal  annular  ligament,  and  is  continuous  around  the 
side  of  the  foot  with  the  dorsal  fascia,  and  externally  with  the  middle  portion 
of  the  plantar  fascia. 

Muscles  of  the  Foot. 
These  are  found  in  two  regions:  1.  On  the  dorsum;  2.  On  the  plantar  surface. 

1.  Dorsal  Region. 
Extensor  Brevis  Digitorum. 

The  Fascia  on  the  dorsum  of  the  foot  is  a  thin  membranous  layer,  continuous 
above  with  the  anterior  margin  of  the  annular  ligament ;  it  becomes  gradually 
lost  opposite  the  heads  of  the  metatarsal  bones,  and  on  each  side  blends  with 
the  lateral  portions  of  the  plantar  fascia ;  it  forms  a  sheath  for  the  tendons 
placed  on  the  dorsum  of  the  foot.  On  the  removal  of  this  fascia,  the  muscles 
and  tendons  of  the  dorsal  region  of  the  foot  are  exposed. 

The  Extensor  Brevis  Digitorum  (Fig.  288)  is  a  broad  thin  muscle,  which  arises 
from  the  outer  side  of  the  os  calcis,  in  front  of  the  groove  for  the  Peroneus 
brevis;  from  the  external  calcaneo-astragaloid  ligament;  and  from  the  hori- 
zontal portion  of  the  anterior  annular  ligament.  It  passes  obliquely  across  the 
dorsum  of  the  foot,  and  terminates  in  four  tendons.  The  innermost,  which  is 
the  largest,  is  inserted  into  the  first  phalanx  of  the  great  toe,  crossing  the 
dorsalis  pedis  artery ;  the  other  three,  into  the  outer  sides  of  the  long  extensor 
tendons  of  the  second,  third,  and  fourth  toes. 

Relations.  By  its  superficial  surface,  with  the  fascia  of  the  foot,  the  tendons 
Of  the  Extensor  longus  digitorum  and  Extensor  proprius  pollicis.  By  its  deep 
surface,  with  the  tarsal  and  metatarsal  bones,  and  the  Dorsal  interossei  muscles. 

Nerves.    It  is  supplied  by  the  anterior  tibial  nerve. 

Actions.  The  Extensor  brevis  digitorum  is  an  accessory  to  the  long  Extensor, 
extending  the  phalanges  of  the  four  inner  toes,  but  acting  only  on  the  first 
phalanx  of  the  great  toe.  The  obliquity  of  its  direction  counteracts  the  oblique 
movement  given  to  the  toes  by  the  long  Extensor,  so  that,  both  muscles  acting 
together,  the  toes  are  evenly  extended. 

2.  Plantar  Region. 

The  muscles  in  the  plantar  region  of  the  foot  may  be  divided  into  three 
groups,  in  a  similar  manner  to  those  in  the  hand.  Those  of  the  internal  plantar 
region  are  connected  with  the  great  toe,  and  correspond  with  those  of  the  thumb; 
those  of  the  external  plantar  region,  are  connected  with  the  little  toe,  and  corre- 
spond with  those  of  the  little  finger;  and  those  of  the  middle  plantar  region  are 
connected  with  the  tendons  intervening  between  the  two  former  groups.  But 
in  order  to  facilitate  the  dissection  of  these  muscles,  it  will  be  found  more 
convenient  to  divide  them  into  four  layers,  as  they  present  themselves,  in  the 
order  in  which  they  are  successively  exposed. 
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First  Layer. 

Abductor  Pollicis.  Flexor  Brevis  Digitorum. 

Abductor  Minimi  Digiti. 

Dttteetion.     Remove  Ihe  fascia  on  the  inner  and  outer  sides  of  the  foot,  commencing-  in  front 

over  the  tendons,  and  proceeding  backwards.    The  central  portion  shonld  be  divided  transversely 

in  the  middle  of  the  foot,  and  die  two  flaps  dissected  forwards  and  backwards. 

The  Abductor  Pollicis  lies  along  the  inner  border  of  the  foot.     It  arises  from 

the  inner  tubercle  on  the  under  surface  of  the  os  calcis ;    from  the  internal 

annular  ligament;   from   the  plantar  fascia; 

Fig.291.-Musck«of^he8oleofthe      and  from  the  intermllacu]ar  septum  between 

°" '      ,rs       yer-  it  and   the   Flexor   brevis  digitorum.     The 

fibres  terminate  in  a  tendon,  which  is  inserted, 

together  with  the  innermost  tendon  of  the 

Flexor  brevis  pollicis,  into  the  inner  side  of 

the  base  of  the  first  phalanx  of  the  great  toe. 

It  is  supplied  by  the  internal  plantar  nerve. 

Relations.  By  its  superficial  surface,  with 
the  plantar  fascia.  By  its  (hep  surface,  with 
the  Flexor  brevis  pollicis,  the  Flexor  acces- 
sorius,  and  the  tendons  of  the  Flexor  longus 
digitorum  and  Flexor  longus  pollicis,  the 
Tibialis  amicus  and  posticus,  the  plantar 
vessels  and  nerves,  and  the  articulations  of 
the  tarsus. 

The  Flexor  Brevis  Diijitorum  (perforatus) 
lies  in  the  middle  of  the  sole  of  tbe  foot, 
immediately  beneath1  the  plantar  fascia,  with 
which  it  is  firmly  united.  It  arises  by  a  nar- 
row tendinous  process,  from  tbe  inner  tubercle 
of  the  os  calcis,  from  the  central  part  of  the 
plantar  fascia;  and  from  the  intermuscular 
septa  between  it  and  the  adjacent  muscles. 
It  passes  forwards,  and  divides  into  four  ten- 
dons. Opposite  the  middle  of  the  first  pha- 
langes, each  tendon  presents  a  longitudinal 
slit,  to  allow  of  the  passage  of  the  correspond- 
ing tendon  of  the  Flexor  longus  digitorum; 
the  two  portions  form  a  groove  for  tbe  recep- 
tion of  that  tendon.  The  tendon  of  the  short 
flexor  then  reunites  and  immediately  divides 
a  second  time  into  two  processes,  which  are 
inserted  into  the  sides  of  the  second  phalanges. 
The  mode  of  division  of  the  tendons  of  the 
Flexor  brevis  digitorum,  and  their  insertion 
into  the  phalanges,  is  analogous  to  the  Flexor 
sublimts  in  the  hand.  It  is  supplied  by  the 
internal  plantar  nerve. 

Relations.  By  its  superficial  surface,  with 
the  plantar  fascia.  By  its  deep  surface,  with 
the  Flexor  aecessorius,  the  Lumbricales,  the 
tendons  of  the  Flexor  longus  digitoram,  and  the  external  plantar  vessels  and 
nerve,  from  which  it  is  separated  by  a  thin  layer  of  fascia.  The  ovter  and  inner 
borders  are  separated  from  the  adjacent  muscles  by  means  of  vertical  prolonga- 
tions of  the  plantar  fascia. 

1  In  the  erect  position,  this  would,  of  course,  be  above. 
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The  Abductor  Minimi  Digiti  lies  along  the  outer  border  of  the  foot.  It  arises, 
by  a  very  broad  origin,  from  the  outer  tubercle  of  the  oa  calcis,  from  the  under 
surface  of  the  os  calcis  in  front  of  the  tubercle,  from  the  plantar  fascia,  and  the 
intermuscular  septum  between  it  and  the 

Flexor  brevis  digitorum.  Its  tendon,  Fig.  292.  -  Muscles  of  the  Sole  of  the  Foot 
after  gliding  over  a  smooth  facet  on  the  Second  Layer, 

under  surface  of  the  base  of  the  fifth  meta- 
tarsal bone,  is  inserted  with  the  short 
Flexor  of  the  little  toe  into  the  outer  side 
of  the  base  of  the  first  phalanx  of  the 
little  toe.  It  is  supplied  by  the  external 
plantar  nerve. 

Relations.  By  its  superficial  surface, 
with  the  plantar  fascia.  By  its  deep 
surface,  with  the  Flexor  accessorius,  the 
Flexor  brevis  minimi  digiti,  the  long 
plantar  ligament,  and  the  tendon  of  the 
Peroneu3  longus.  On  its  inner  side  are 
the  external  plantar  vessels  and  nerve, 
and  it  is  separated  from  the  Flexor  brevis 
digitorum  by  a  vertical  septum  of  fascia. 

Distectinn.  Tlie  muscles  of  the  superficial  layer 
should  be  divided  at  their  origin,  by  inserting  tlie 
knife  beneath  each,  and  cutting  obliquely  back- 
wards, so  as  to  detach  them  from  the  bono ;  they 
should  then  be  drawn  forwards,  in  order  to  expose 
tbe  second  layer,  but  not  cut  away  at  their  inser- 
tion. The  two  layers  are  separated  by  a  thin 
membrane,  the  deep  plantar  fascia,  on  the  removal 
of  which  is  seen  the  tendon  of  the  Flexor  longus 
digitorum,  the  Flexor  accessorius,  the  tendon  of  the 
Flexor  longus  pollictS.  and  the  Lumbricales.  The 
long  flexor  tendons  cross  each  other  at  an  acute 
angle,  the  Flexor  longus  pollicis  running  along  tbe 
inner  side  of  the  foot,  on  a  plane  superior  to  that 
or  the  Flexor  longus  digitorum,  the  direction  of 
which  is  obliquely  outwards. 

Second  Layer. 
Flexor  Accessorius. 
Lumbricales. 

The  Flexor  Accessorius  arises  by  two 
heads:  the  inner  or  larger,  which  is 
muscular,  being  attached  to  the  inner 
concave  surface  of  the  os  calcis,  and  to  the 
calcaneo  scaphoid    ligament ;     the    outer 

head,  flat  and  tendinous,  to  the  under  surface  of  the  os  calcis,  in  front  of  its 
outer  tubercle,  and  to  the  long  plantar  ligament:  the  two  portions  join  at  an 
acute  angle,  and  are  inserted  into  the  outer  margin  and  upper  and  under  surfaces 
of  the  tendon  of  the  Flexor  longus  digitorum,  forming  a  kind  of  groove,  in 
which  the  tendon  is  lodged.     It  is  supplied  by  the  external  plantar  nerve. 

Relations.  By  its  superficial  surface,  with  the  muscles  of  the  superficial  layer, 
from  which  it  is  separated  by  the  external  plantar  vessels  and  nerves.  By  its 
deep  surface,  with  the  os  calcis  and  long  calcaneo -cuboid  ligament. 

The  Lumbricales  are  four  small  muscles,  accessory  to  the  tendons  of  the 
Flexor  longus  digitorum :  they  arise  from  the  tendons  of  the  long  flexor,  as  far 
back  as  their  angle  of  division,  each  arising  from  two  tendons,  except  the 
internal  one.  Euch  muscle  terminates  in  a  tendon,  which  passes  forwards  on 
the  inner  side  of  each  of  the  lesser  toes,  and  is  inserted  into  the  expansion  of  the 
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long  extensor  and  base  of  the  first  phalanx  of  the  corresponding  toe.  The  two 
internal  LumbricaleB  muscles  are  supplied  by  the  internal,  and  the  two  external 
by  the  external  plantar  nerve. 

Direction.    The  flexor  tendons  should  be  divided  at  the  back  part  of  the  foot,  and  the  Flexor 
is  at  its  origin,  and  drawn  forwards,  in  order  to  expose  the  third  layer. 

Third  Layer. 
Flexor  Brevis  Pollicis.  Flexor  Brevis  Minimi  Digiti. 


Adductor  Pollicis. 


— Moscles  of  the  Sole  of  the  Foot. 
Third  Layer. 


Trans  versus  Pedis. 

The  FlexorBrevis  Pollicis  arises,  by  a 
pointed  tendinous  process,  from  the  inner 
border  of  the  cuboid  bone,  from  the  con- 
tiguous portion  of  the  external  cunei- 
form, and  from  the  prolongation  of  the 
tendon  of  the  Tibialis  posticus,  which  is 
attached  to  that  bone.  The  muscle 
divides,  in  front,  into  two  portions, 
which  are  inserted  into  the  inner  and 
outer  sides  of  the  base  of  the  first  phalanx 
of  the  great  toe,  a  sesamoid  bone  being 
developed  in  each  tendon  at  its  insertion. 
The  inner  portion  of  this  muscle  is 
blended  with  the  Abductor  pollicis  pre- 
vious to  its  insertion,  the  outer  with  the 
Adductor  pollicis,  and  the  tendon  of  the 
Flexor  longns  pollicis  lies  in  a  groove 
between  them. 

Relations.  By  its  superficial  surface, 
with  the  Abductor  pollicis,  the  tendon 
of  the  Flexor  longus  pollices  and  plantar 
fascia.  By  its  deep  surface,  with  the 
tendon  of  the  Peroneus  longus,  and  meta- 
tarsal bone  of  the  great  toe.  By  its 
inner  border,  with  the  Abductor  pollicis. 
By  its  outer  border,  with  the  Adductor 
Pollicis. 

The  Adductor  Pollicis  is  a  large,  thick, 
fleshy  mass,  passing  obliquely  across  the 
foot,  and  occupying  the  hollow  space 
between  the  four  outer  metatarsal  bones. 
It  arises  from  the  tarsal  extremities  of 
the  second,  third,  and  fourth  metatarsal 
bones,  and  from  the  sheath  of  the  tendon 
of  the  Peroneus  longus,  and  is  inserted, 
together  with  the  outer  portion  of  the 
Flexor  brevis  pollicis,  into  the  outer  side  * 
of  the  base  of  the  first  phalanx  of  the 

!  Digiti  lies 

on  the  metatarsal  bone  of  the  little  toe, 

and  much  resembles  one  of  the  Iuter- 

ossei.     It  arises  from  the  base  of  the  metatarsal  bone  of  the  little  toe,  and  from 

the  sheath  of  the  Peroneus  longus ;  its  tendon  is  inserted  into  the  base  of  the 

first  phalanx  of  the  little  toe  on  its  outer  side. 

Relations.     By  its  superficial  surface,  with  the  plantar  fascia  and  tendon  of  the 
Abductor  minimi  digiti.     By  its  deep  surface,  with  the  fifth  metatarsal  bone. 
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The  Transversa  Pedis  is  a  narrow,  flat,  muscular  fasciculus,  stretched  trans- 
versely across  the  heads  of  the  metatarsal  bones,  between  them  and  the  flexor 
tendons.  It  arises  from  the  under  surface  of  the  head  of  the  fifth  metatarsal 
bone,  and  from  the  transverse  ligament  of  the  metatarsus ;  and  is  inserted  into 
the  outer  side  of  the  first  phalanx  of  the  great  toe ;  its  fibres  being  blended 
with  the  tendon  of  insertion  of  the  Adductor 
pollicis. 

Nervous  Supply.  The  Flexor  brevis  pollicis  is 
supplied  by  the  internal  plantar  nerve,  and  some- 
times (according  to  Meckel)  receives  a  branch 
from  the  external  plantar.  The  other  three  mus- 
cles of  this  layer  are  Bupplied  by  the  external 
plantar  nerve. 

Relations.  By  its  under  surface,  with  the  ten- 
dons of  the  long  and  short  Flexors  and  Lumbri- 
cales.     By  its  upper  surface,  with  the  Interossei. 

Fourth  Layer. 
The  Interossei. 

The  Interossei  muscles  in  the  foot  are  similar 
to  those  in  the  hand,  with  this  exception,  that 
they  are  grouped  around  the  middle  line  of  the 
second  toe,  instead  of  the  middle  line  of  the  whole 
member,  as  in  the  hand.  They  are  seven  in 
number,  and  consist  of  two  groups,  dorsal  and 
plantar. 

The  Dorsal  Interossei,  four  in  number,  are 
situated  between  the  metatarsal  bones.  They  are 
bipcnniform  muscles,  arising  by  two  heads  from 
the  adjacent  sides  of  the  metatarsal  bones  between 
which  they  are  placed ;  their  tendons  are  inserted 
into  the  bases  of  the  first  phalanges,  and  into  the 
aponeurosis  of  the  common  extensor  tendon.  In 
the  angular  interval  left  between  the  heads  of 
each  muscle  at  its  posterior  extremity,  the  per- 
forating arteries  pass  to  the  dorsum  of  the  foot; 
except  in  the  first  Interosseous  muscle,  where  the 
interval  allows  the  passage  of  the  communicating 
branch  of  the  dorsalis  pedis  artery.  The  first 
Dorsal  interosseous  muscle  is  inserted  into  the 
inner  side  of  the  second  toe ;  the  other  three  are 
inserted  into  the  outer  sides  of  the  second,  third, 
and  fourth  toes.  They  are  all  abductors  from  the 
middle  line  of  the  second  toe. 

The  Plantar  Interossei,  three  in  number,  lie 
beneath,  rather  than  between,  the  metatarsal 
bones.  They  are  single  muscles,  and  are  each 
connected  with  but  one  metatarsal  bone.  They 
arise  from  the  base  and  inner  sides  of  the  shaft 
of  the  third,  fourth,  and  fifth  metatarsal  bones, 
and  are  inserted  into  the  inner  sides  of  the  bases 
of  the  first  phalanges  of  the  same  toes,  and  into 
the  aponeurosis  of  the  common  extensor  tendon. 
These  muscles  are  all  adductors  towards  the 
middle  line  of  the  second  toe. 

All  the  Interossei  muscles  are  supplied  by  the 
external  plantar  nerve. 
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long  extensor  and  base  of  the  first  phalanx  of  the  corresponding  toe.  The  two 
internal  Lumbricales  muscles  are  supplied  by  the  internal,  and  the  two  external 
by  the  external  plantar  nerve. 

Dissection.    The  flexor  tendons  should  be  divided  at  the  back  part  or  Ihe  foot,  sud  the  Flexor 
'  is  at  its  origin,  and  drawn  forwards,  in  order  to  expose  the  third  layer. 

Third  Layer. 
Flexor  Brevis  Pollicis.  Flexor  Brevis  Minimi  Digiti. 


Adductor  Pollicis. 


Transversus  Pedis. 


Fig.  2 


-Muscles  of  the  Sole  of  the  Foot. 
Third  Layer. 


The  FlexorBrevis  Pollicis  arises,  by  a 
pointed  tendinous  process,  from  the  inner 
border  of  the  cuboid  bone,  from  the  con- 
tiguous portion  of  the  external  cunei- 
form, ana  from  the  prolongation  of  the 
tendon  of  the  Tibialis  posticus,  which  is 
attached  to  that  bone.  The  muscle 
divides,  in  front,  into  two  portions, 
which  are  inserted  into  the  inner  and 
outer  sides  of  the  base  of  the  first  phalanx 
of  the  great  toe,  a  sesamoid  bone  being 
developed  in  each  tendon  at  its  insertion. 
The  inner  portion  of  this  muscle  is 
blended  with  the  Abductor  pollicis  pre- 
vious to  its  insertion,  the  outer  with  the 
Adductor  pollicis,  and  the  tendon  of  the 
Flexor  longus  pollicis  lies  in  a  groove 
between  them. 

Relations.  By  its  superficial  surface, 
with  the  Abductor  pollicis,  the  tendon 
of  the  Flexor  longus  pollices  and  plantar 
fascia.  By  its  deep  surface,  with  the 
tendon  of  the  Peroneus  longus,  and  meta- 
tarsal bone  of  the  great  toe.  By  its 
inner  border,  with  the  Abductor  pollicis. 
By  its  outer  border,  with  the  Adductor 
Pollicis. 

The  Adductor  Pollicis  is  a  large,  thick, 
fleshy  mass,  passing  obliquely  across  the 
foot,  and  occupying  the  hollow  space 
between  the  four  outer  metatarsal  buues. 
It  arises  from  the  tarsal  extremities  of 
the  second,  third,  and  fourth  metatarsal 
bones,  and  from  the  sheath  of  the  teudon 
of  the  Peroneus  longus,  and  is  inserted, 
together  with  the  outer  portion  of  the 
Flexor  brevis  pollicis,  into  the  outer  side" 
of  the  base  of  the  first  phalanx  of  the 
great  toe. 

The  Flexor  Brevis  Minimi  Digiti  lies 
on  the  metatarsal  bone  of  the  little  toe, 
and  much  resembles  one  of  the  Inter- 

ossei.     It  arises  from  the  base  of  the  metatarsal  bone  of  the  little  toe,  and  from 

the  sheath  of  the  Peroneus  longus ;  its  tendon  is  inserted  into  the  base  of  the 

first  phalanx  of  the  little  toe  on  its  outer  side. 

Relations.     By  its  superficial  surface,  with  the  plantar  fascia  and  tendon  of  the 

Abductor  minimi  digiti.    By  its  deep  surface,  with  the  fifth  metatarsal  bone. 
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The  Transversus  Pedis  is  a  narrow,  flat,  muscular  fasciculus,  stretched  trans- 
versely across  the  heads  of  the  metatarsal  bones,  between  them  and  the  flexor 
tendons.  It  arises  from  the  under  surface  of  the  head  of  the  fifth  metatarsal 
bone,  and  from  the  transverse  ligament  of  the  metatarsus ;  and  is  inserted  into 
the  outer  side  of  the  first  phalanx  of  the  great  toe ;  its  fibres  being  blended 
with  the  tendon  of  insertion  of  the  Adductor 
pollicis.  Fig-  2M- 

Nervous  Supply.  The  Flexor  brevis  pollicis  is 
supplied  by  the  internal  plantar  nerve,  and  some- 
times (according  to  Meckel)  receives  a  branch 
from  the  external  plantar.  The  other  three  mus- 
cles of  this  layer  are  supplied  by  the  external 
plantar  nerve. 

Relations.  By  its  under  surface,  with  the  ten- 
dons of  the  long  and  short  Flexors  and  Lumbri- 
cales.     By  its  upper  surface,  with  the  Interossei. 

Fourth  Layer. 
The  Interossei. 

The  Interossei  muscles  in  the  foot  are  similar 
to  those  in  the  hand,  with  this  exception,  that 
they  are  grouped  around  the  middle  line  of  the 
second  toe,  instead  of  the  middle  line  of  the  whole 
member,  as  in  the  hand.  They  are  seven  in 
number,  and  consist  of  two  groups,  dorsal  and 
plantar. 

The  Dorsal  Interossei,  four  in  number,  are 
situated  between  the  metatarsal  bones.  They  are 
bipenniform  muscles,  arising  by  two  heads  from 
the  adjacent  sides  of  the  metatarsal  bones  between 
which  they  are  placed ;  their  tendons  are  inserted 

into  the  bases  of  the  first  phalanges,  and  into  the    pig.295.— The  Plantar  Tnterossei. 
aponeurosis  of  the  common  extensor  tendon.     In  Left  Pout. 

the  angular  interval  left  between  the  heads  of 
each  muscle  at  its  posterior  extremity,  the  per- 
forating arteries  pass  to  the  dorsum  of  the  foot ; 
except  in  the  first  Interosseous  muscle,  where  the 
interval  allows  the  passage  of  the  communicating 
branch  of  the  dorsalis  pedis  artery.  The  first 
Dorsal  interosseous  muscle  is  inserted  into  the 
inner  side  of  the  second  toe  ;  the  other  three  are 
inserted  into  the  outer  sides  of  the  second,  third, 
and  fourth  toes.  They  are  all  abductors  from  the 
middle  line  of  the  second  toe. 

The  Plantar  Interossei,  three  in  number,  lie 
beneath,  rather  than  between,  the  metatarsal 
bones.  They  are  single  muscles,  and  are  each 
connected  with  but  one  metatarsal  bone.  They 
arise  from  the  base  and  inner  sides  of  the  shaft 
of  the  third,  fourth,  and  fifth  metatarsal  bones, 
and  are  inserted  into  the  inner  sides  of  the  bases 
of  the  first  phalanges  of  the  same  toes,  and  into 
the  aponeurosis  of  the  common  extensor  tendon. 
These  muscles  are  all  adductors  towards  the 
middle  line  of  the  second  toe. 

All  the  Interossei  muscles  are  supplied  by  the 
external  plantar  nerve. 
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SUBGICAL  ANATOMY. 

Fig.  296,-Fracture  of  the  Neck  of  the  Femur  within  the  The  student  should  now  coo- 

Capsular  Ligament.  eider  the  effects   produced   by 

the  action  of  the  various  muscles 
in  fractures  of  the  bones  of  the 
lower  extremity.  The  more 
common  forms  or  fracture  ore 
selected  for  illustration  and  de- 
li racture  of  the  neck  of  (he 
femur  internal  to  the  captular 
ligament  (Fiji.  296)  is  a  very 


bone 


frequently   caused    by  indirect 
violence,   such   as   slipping  off 
the  edge  of  the  cnrbstone.  the 
impetus  and  weight  of  the  body 
falling   upon    the   neck  of  the 
bone.     It  usually  occurs  in  fe- 
males, and  seldom    under   fifty 
years  of  age.     At  this  period  of 
lire,  the  cancellous  tissue  of  the 
neck  of   the    bone  not  unfro- 
quently  is  atrophied,  becoming 
soft  and   infiltrated  with   fatly 
matter ;  the  compact  tissue  is 
arlially   absorbed :   hence   the 
one  is  more  brittle,  and  more 
liable  to  fracture.     The  charac- 
teristic marks  of  this  accident 
are  slight  shortening  of  the  limb, 
and  eversion  of  the  foot,  neither 
Fig.  297.— Fracture  of  the  Fe-     of  which  symptoms  ocenrs,  however,  in   some  cases  until  some 
mur  below  the  Trochanters.        time  after  the  injury.     The  eversion  is  caused  by  the  combined 
action  of  the  external  rotator  muscles,  as  well  as  by  the  Psoas 
and  Iliacns,  Pectineus,  Adductors,  and  Glutei  muscles.    The 
shortening  is  produced  by  the  action  of  the  Glutei,  and  by  the 
Rectus  femons  in  front,  and  the  Biceps,   Semilendiuosus,  and 
Semimembranosus  behind. 

Fracture  of  the  femur  Sunt  below  the  trochanter*  (Fig.  297) 
is  an  accident  of  not  iinl'reqtient  occurrence,  and  is  attended 
with  great  displacement,  producing  considerable  deformity. 
The  upper  fragment,  the  portion  chiefly  displaced,  is  tilted  for- 
wards almost  at  right  angles  with  the  pelvis,  by  the  combined 
action  of  the  Psoas  and  lliacus  ;  and,  at  the  same  time,  everted 
and  drawn  outwards  by  the  external  rotuti  r  and  Glutei  muscles, 
causing  a  marked  prominence  at  the  upper  Bnd  outer  side  of  the 
thigh,  and  much  pain  from  the  bruising  and  laceration  of  the 
muscles.  The  limb  is  shortened,  in  consequence  of  the  lower 
fragment  being  drawn  upwards  by  the  Rectus  in  front,  and  the 
Biceps,  Semimembranosus,  and  Ki'milendinosus  behind ;  and,  at 
the  same  time,  everted,  and  the  upper  end  thrown  outwards.  Ihe 
lower  inwards,  by  the  Pectineus  and  Adductor  mnsclcs.  This 
fracture  may  be  reduced  in  two  different  methods:  either  hy 
direct  relaxation  of  all  the  opposing  muscles,  to  effect  which  the 
limb  should  be  placed  on  a  double  inclined  plane;  or  by  over- 
coming the  contraction  of  the  muscles,  by  continued  extension, 
which  may  be  effected  by  means  or  the  long  splint. 

Oblique  fracture  of  the  femur  immediately  abnt-e  the  condyle* 
(Fig.  298)  is  a  formidable  injury,  and  attended  with  considerable 
displacement.    On  examination  or  the  limb,  the  lower  fragment 
'**        may  lie  felt  deep  in  the  popliteal  space,  being  drawn  backwards 
h  by  the  Gastrocnemius  and   Pluntaris  muscles,  and  upwards  by 

the  posterior  Femoml  and  Rectus  muscles.  The  pointed  end  of 
the  upper  fragment  is  drawn  inwards  by  the  Pectineus  snd  Ad. 
duttor  muscles,  and  tilted  forwards  by  the  Psoas  snd  Iliacoa, 
piercing  the  Rectus  muscle,  and  occasionally,  the  integument. 
Relaxation  of  those  muscles  and  direct  approximation  of  the 
broken  fragments  are  effected  by  placing  the  limb  on  a  double 
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inclined  plane.    The  greatest  care  is  requisite  in  keeping  the  pointed  extremity  or  the  upper 
fragment  in  proper  position  ;  otherwise,  after  union  of  the  fracture,  the  power  of  extension  of  the 

Fig.  298.— Fracture  of  the  Femur  above  the  Condyles.         Fig.  1  S3.— Fracture  of  the  Patella. 


limb  is  partially  destroyed,  from  the  Rectos  mnscle  being  held  down  by  the  fractured  end  of  the  bone, 
and  from  the  patella,  when  elevated,  being  drawn  upwards  against  the  projecting  fragment. 

Fracture  of  the  patella  (Fig.  '299)  may  be  produced  by  mus- 
cular action,  or  by  direct  violence.  When  produced  by  mus- 
cular action,  it  occurs  thus:  a  person  in  dunger  of  falling 
forwards  attempts  to  recover  himself  by  throwing  the  body 
backwards,  and  the  violent  action  of  the  Quadriceps  extensor 
upon  the  patella  snaps  that  bone  transversely  across.  The 
upper  fragment  is  drawn  up  the  thigh  by  Hie  Quadriceps  ex- 
tensor, the  lower  fragment  being  retained  in  its  position  by 
the  ligament  am  patellte;  the  extent  of  separation  of  the  two 
fragments  depending  upon  the  degree  of  laceration  of  the 
ligamentous  structures  around  the  bone.  The  patient  is 
totally  unable  to  straighten  the  limb ;  the  prominence  of  the 
patella  is  lost;  and  a  marked  but  varying  interval  can  be  felt 
between  the  fragments.  The  treatment  consists  in  relaxing 
the  opposing  muscles,  which  maybe  effected  by  raising  the 
trunk,  and  slightly  elevating  the  limb,  which  shonld  be  kept 
in  a  straight  position.  Union  is  usually  ligamentous.  In 
fracture  from  direct  violence,  the  bone  is  generally  c 


luted,  or  fractured  obliquely  or  perpendicularly. 
Oblique  fracture  of  the  nhaft  of  the  tibia  (Fig.  300)  usually 


■s  at  the  lower  fourth  of  the  bone,  this  bein 

and  weakest  part,  and  is  usually  accompanied  with  fractnr. 
of  tbe  fibula.  If  the  fracture  has  taken  place  obliquely  from 
above,  downwards,  and  forwards,  the  fragments  ride  over  one 
another,  the  lower  fragments  being  drawn  backwards  and 
upwards  by  the  powerful  action  of  the  muscles  of  the  calf;  the 
pointed  extremity  of  the  upper  fragment  projects  forwards 
immediately  beneath  the  integument,  often  protruding  through 
it,  and  rendering  the  fracture  a  compound  one.  If  the  direc- 
tion of  the  fracture  is  the  reverse  of  that  shown  in  the  figure, 
the  pointed  extremity  of  the  lower  fragment  projects  forwards, 
riding  upon  the  lower  end  of  the  upper  one.  By  bending  the 
knee,  which  relaxes  the  opposing  muscles,  and  making  exten- 
sion from  the  knee  and  ankle,  the  fragments  may  be  brought 
into  apposition.  It  is  often  necessary,  however,  in  compound 
fracture,  to  remove  a  portion  of  the  projecting  bone  with  the 
saw  before  complete  adaptation  can  be  effected. 

Fracture  of  the  fibula  with  displacement  of  the  tibia  (Tig. 
301),  commonly  known  as  "  Pott's  Fracture,'*  is  one  of  the  most  frequent  injuries  of  the  ankle 
joint.    The  end  of  the  tibia  is  displaced  from  the  corresponding  surface  of  the  astragalus  ;  the 
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infernal  lateral  ligament  is  ruptured ;  and  the  inner  malleolus  projects  inwards  beneath  the  in- 
tegument, which  is  tightly  stretched  over  it  and  in  danger  of  bursting.  The  fibula  is  broken, 
usually  from  two  to  three  inches  above  the  ankle,  and  occasionally  that  portion  of  the  tibia  with 
which  it  is  more  directly  connected  below  ;  the  foot  is  everted  by  the  action  of  the  Peronens  Ion- 
Fig.  301.— Fracture  of  tbe  Fibula,  with  Displacement  of  the  Tibia.—"  Pott's  Fracture." 


gns,  its  inner  border  resting  npon  the  ground,  and,  at  the  same  time,  the  heel  is  drawn  up  by  the 
muscles  of  the  calf.  This  injury  may  be  at  once  reduced  by  flexing  the  leg  at  right  angles  with 
the  thigh,  which  relaxes  all  the  opposing  muscles,  and  by  making  slight  extension  from  the  knee 


On  the  Descriptive  Anatomy  of  the  Muscles,  refer  to  Cruveilhier's  "Anatomie  Descriptive ;" 
"Trait6  de  Myologie  et  d'Angeiologie,"  by  F.  O.  Theile,  Bncyclopidie  Anntoraiqco,  Paris, 
1843 ;  and  Ueule's  "  Handbuch  der  Ky  sterna  tiBcheu  Anatomic,"  before  referred  to. 


Of  the  Arteries. 

The  Arteries  are  cylindrical  tubular  vessels,  which  serve  to  convey  blood 
from  both  ventricles  01  the  heart  to  every  part  of  the  body.  These  vessels  were 
named  arteries  (aijp,  air ;  xw*™,  to  contain),  from  the  belief  entertained  by  the 
ancients  that  they  contained  air.  To  Galen  is  due  the  honor  of  refuting  this 
opinion ;  he  showed  that  these  vessels,  though  for  the  most  part  empty  after 
death,  contain  blood  in  the  living  body. 

The  pulmonary  artery,  which  arises  from  the  right  ventricle  of  the  heart, 
carries  venous  blood  directly  into  the  lungs,  whence  it  is  returned  by  the  pulmo-    i 
nary  veins  into  the  left  auricle.     This  constitutes  the  lesser  oi^uJmQnic  circu-    I 
lation.     The  great  artery  which  arises  from  the  left  ventricle,  tne  aorta,  conveys 
arterial  blood  to  the  body  generally ;  whence  it  is  brought  back  to  the  right  side 
of  the  heart  by  means  of  the  veins.     This  constitutes  the  greater  or  systemic    | 
circulation. 

The  distribution  of  the  systemic  arteries  is  like  a  highly  ramified  tree,  the 
common  trunk  of  which,  formed  by  the  aorta,  commences  at  the  left  ventricle  of 
the  heart,  the  smallest  ramifications  corresponding  to  the  circumference  of  the 
body,  and  the  contained  organs.  The  arteries  are  found  in  neftfly  every  part 
of  the  body,  with  the  exception  of  the  hairs,  nails,  epidermis,  cartilages,  and 
cornea ;  and  the  larger  trunks  usually  occupy  the  most  protected  situations,  run- 
ning, in  the  limbs,  along  the  flexor  side,  where  they  are  less  exposed  to  injury. 

There  is  considerable  variation  in  the  niode  of  division  of  the  arteries  :#  occa- 
sionally a  short  trunk  subdivides  into  several  branches  at  the  same  point;  as  we 
observe  in  the  cceliac  and  thyroid  axes ;  or  the  vessel  may  give  off  several  branches 
in  succession,  and  still  continue  as  theTnain  trunk,  as  is  seen  in  the  arteries  of 
the  limbs ;  but  the  usual  division  is  dichotomous,  as,  for  instance,  the  aorta  divid- 
ing into  the  two  common  lliacs;  and  the  common  carotid,  into  the  external  and 
internal. 

The  branches  of  arteries  arise  at  very  variable  angles:  some,  as  the  superior 
intercostal  arteries  from  the  aorfaj  arise  at  an  obtuse  angle ;  others,  as  the  lumbar 
arteries,  at  a  right  angle ;  or,  as  the  spermatic,  at  an  acute  angle.  An  artery 
from  which  a  branch  is  given  oft"  is  smaller  in  size,  but  retains  a  uniform  dia- 
meter until  a  second  branch  is  derived  from  it.  A  branch  of  an  artery  is  smaller 
than  the  trunk  from  which  it  arises  ;  but  if  an  artery  divides  into  two  branches, 
the  combined  area  of  the  two  vessels  is,  in  nearly  every  instance,  somewhat 
greater  than  that  of  the  trunk ;  and  the  combined  area  of  all  the  arterial  branches 
greatly  exceeds  the  area  of  the  aorta ;  so  that  the  arteries  collectively  may  be 
regarded  as  a  cone,  the  apex  of  which  corresponds  to  the  aorta ;  the  base  to  the 
capillary  system. 

The  arteries,  in  their  distribution,  communicate  freely  with  one  another,  form- 
ing what  is  called  an  anastomosis  (iva,  between ;  oro/ia^  mouth),  or  inosculation ; 
and  this  communication  is  very  free  between  the  large  as  well  as  between  the 
smaller  branches.  The  anastomoses  between  trunks  of  equal  size  are  found  where 
great  freedom  and  activity  of  the  circulation  are  requisite,  as  in  the  brain ;  here 
the  two  vertebral  arteries  unite  to  form  the  basilar,  and  the  two  internal  carotid 
arteries  are  connected  by  a  short  communicating  trunk ;  it  is  also  found  in  the 
abdomen,  the  intestinal  arteries  having  very  free  anastomoses  between  their 
larger  branches.  In  the  limbs,  the  anastomoses  are  most  frequent  and  of 
largest  size  around  the  joints ;  the  branches  of  an  artery  above  freely  inoscu- 
lating with  branches  from  the  vessels  below ;  these  anastomoses  are  of  considcr- 
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invested  in  a  tube  of  serous  membrane,  continued  on  to  them  from  the  surface 
of  the  heart. 

Relations.  The  ascending  part  of  the  arch  is  covered  at  its  commencement 
by  the  trunk  of  the  pulmonary  artery  and  the  right  appendix  auricula;,  and, 
higher  up,  is  separated  from  the  sternum  by  the  pericardium,  some  loose  areolar 
tissue,  and  the  remains  of  the  thymus  gland;  behind,  it  rests  upon  the  right 
pulmonary  vessels  and  root  of  the  right  lung.  On  the  riijht  side,  it  is  in  relation 
with  the  superior  vena  cava  and  right  auricle;  on  the  left  side,  with  the  pulmo- 
nary artery. 

Plan  of  the  Relations  of  the  Ascending  Pabt  of  the  Arch. 

In  Front. 
Pulmonary  artery. 

Right  appendix  auriculc 
Pericardium. 

Remains  of  thymus  gland. 

Right  tide.  I  \  Left  si 

Superior  cava.  FAicemiinB  * )  Pulmonary  artery. 

Right  auricle.  "    "'  ~ 

Behind. 

Right  pulmonary  vessels. 
Root  of  right  lung. 

Transverse  Part  of  tfie  Arch. 

TV  second  or  transverse  portion  of  the  arch  commences  at  the  upper  border 
of"  :V  ftxviul  chondro-stcrnal  articulation  of  the  right  side  in  front,  and  passes 
:-.v.i  rsjtht  to  left,  and  from  before  backwards,  to  the  left  side  of  the  third  dorsal 
*■,'-:■.•  *'n»  behind.'  Its  upper  border  is  usually  about  an  inch  below  the  upper 
a*.*-;'",  of  the  sternum. 

JC  ■•  '-'it.  Its  anterior  surface  is  covered  by  the  left  pleura  and  lung,  and 
a*  sswi  towards  the  left  side  by  the  left  pneumogastric  and  phrenic  nerves,  and 

V<  *f«-ife  live  portion  of  the  dorsal  spine  with  which  the  transverse  part  of  the  arch  of  the 
a— a  >  u  .-.ii-iv't.  I  am  indebted  to  Mr.  Bennett,  late  Demonstrator  of  Anatomy  at  Si.  Oeorge'i 
i   ~-   a.,   i  r  :'*e  fi.uli>wiog  observation  : — 

;  -*•■■•••»  st>^vts  examined  successively  iu  the  port-mortem  room  of  the  Hospital,  in  whom 
«i  --!««  >  »-y  Wn'tby.  the  following  was  the  result  as  regards  the  highest  point  on  the  verle- 
m»  ■  mu  \<io]ol  by  the  arch  of  the  aorta.  In  nine  it  was  opposite  some  part  of  the  third 
~ic  third  and  fourth,  in  one  opposite  the  disk 
e  second  dorsal  vertebra." 
•lationa  and  extent  of  the  arch  of  the  aorta, 
?cts,  fourteen  male  and  eighteen  female,  in 
I  column  from  top  to  bottom  had  been  made. 

ilal  plane  drawn  through  the  centra  of  the 
■a  the  third  and  fourth  rib-cartilages,  sod 
spinous  process.  The  highest  point  of  tbe 
uch  from  the  posterior  surface  of  the  second 
to  the  inner  side  of  the  joint  between  tbe 
iroaches  the  lower  bolder  of  the  left  side  of 
<  usually  about  the  intervertebral  substance 
issume8  a  more  vertical  direction,  and  lies 
I  vertebra,  which  is,  in  fact,  tbe  uppermost 
listening  produced  by  contact  with  the  sorts 
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cardiac  branches  of  the  sympathetic.  Its  posterior  surface  lies  on  the  trachea, 
just  above  its  bifurcation,  on  the  great,  or  deep,  cardiac  plexus,  the  oesophagus, 
thoracic  duct,  and  left  recurrent  laryngeal  nerve.  Its  upper  border  is  in  relation 
with  the  left  innominate  vein;  and  from  its  upper  part  are  given  off  the  innomi- 
nate, left  common  carotid,  and  left  subclavian  arteries.  Its  lower  border  is  in 
relation  with  the  bifurcation  of  the  pulmonary  artery,  and  the  remains  of  the 
ductus  arteriosus,  which  is  connected  with  the  left  division  of  that  vessel;  the 
left  recurrent  laryngeal  nerve  winds  round  it  from  before  backwards,  whilst  the 
left  bronchus  passes  below  it. 

Plan  of  the  Relations  op  the  Transverse  Part  of  the  Arch. 

Above. 

Left  innominate  vein. 
Arteria  innominate. 
Left  carotid. 
Left  subclavian. 


In  Front. 

Left  pleura  and  lung. 
Left  pneumogoBtric  nerve. 
Left  phrenic  nerve. 
Cardiac  nerves. 


/Arch  of  Aorta.  1 

Trans  verse 

Portion. 


Behind. 

Trachea. 

Deep  cardiac  plexus. 

(Esophagus. 

Thoracic  duct. 

Left  recurrent  nerve. 


Below. 

Bifurcation  of  pulmonary  artery. 
Remains  of  ductus  arteriosus. 
Left  recurrent  nerve. 
Left  bronchus. 

Descending  Part  of  the  Arch. 

The  descending  portion  of  the  arch  has  a  straight  direction,  inclining  down- 
wards on  the  left  side  of  the  body  of  the  fourth  dorsal  vertebra,  at  the  lower 
border  of  which  it  takes  the  name  of  thoracic  aorta. 

Relations.  Its  anterior  surface  is  covered  by  the  pleura  and  root  of  the  left 
lung;  behind,  it  lies  on  the  left  side  of  the  body  of  the  fourth  dorsal  vertebra. 
On  its  right  side  are  the  oesophagus  and  thoracic  duct ;  on  its  left  side  it  is 
covered  by  the  pleura. 

Plan  of  the  Relations  of  the  Descending  Part  of  the  Arch. 

In  Front. 

Pleura. 

Root  of  left  lung. 


Right  side. 

(Esophagus. 
Thoracic  duct. 


[Arch  of  Aorta. 

Descending 

Portion. 


Left  side. 
Pleura. 


Behind. 
Left  side  of  body  of  fourth  dorsal  vertebra. 


The  ascending,  transverse,  and  descending  portions  of  the  arch  vary  in  position 
according  to  the  movements  of  respiration,  being  lowered,  together  with  the 
trachea,  bronchi,  and  pulmonary  vessels,  during  inspiration  by  the  descent  of  the 
Diaphragm,  and  elevated  during  expiration,  when  the  Diaphragm  ascends. 
These  movements  are  greater  in  the  ascending  than  the  transverse,  and  in  the 
latter  than  the  descending  part. 
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In  the  neck,  the  two  common  carotids  resemble  each  other  so  closely,  that 
one  description  will  apply  to  both.  Each  vessel  passes  obliquely  upwards,  from 
behind  the  sterao-clavicular  articulation,  to  a  level  withthe  upper  border  of  tin- 
thyroid  cartilage,  where  it  divides  into  the  eiternaTand "internal  carotid ;  these 
names  being  derived  from  the  distribution  of  the  arteries  to  the  external  i«ans 
of  the  head  and  face,  and  to  the  internal  parts  of  the  cranium  respectively. 
The  course  of  the  common  carotid  is  indicated  by  a  line  drawn  from  the  sternal 
end  of  the  clavicle  below,  to  a  point  midway  between  tho  angle  of  the  jaw  and 
the  mastoid  process  above. 

Fig.  304.— Surgical  Anatomy  of  tbe  Arteries  of  the  Neck.    Right  Side. 


At  the  lower  part  of  tho  neck  the  two  common  carotid  arteries  are  separated 
from  each  other  by  a  very  small  interval,  which  contains  the  trachea;  but  at 
the  upper  part,  the  thyroid  body,  the  larynx  and  pharynx  project  forwards 
between  the  two  vessels,  and  give  the  appearance  of  their  being  placed  further 
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Peculiarities.  Position  of  the  Branches.  The  branches,  instead  of  arising  from  the  highest 
part  of  the  arch  (their  usual  positiou),  may  be  moved  more  to  the  right,  arising  from  the  com- 
mencement of  the  transverse  or  upper  part  of  the  ascending  portion ;  or  the  distance  from  one 
another  at  their  origin  may  be  increased  or  diminished,  the  most  frequent  change  in  this  respect 
being  the  approximation  of  the  left  carotid  towards  the  innominate  artery. 

The  Number  of  the  primary  branches  may  be  reduced  to  two :  the  left  carotid  arising  from  the 
innominate  artery ;  or  (more  rarely),  the  carotid  and  subclavian  arteries  of  the  left  side  arising 
from  a  left  innominate  artery.  But  the  number  may  be  increased  to  four,  from  the  right  carotid 
and  subclavian  arteries  arising  directly  from  the  aorta,  the  innominate  being  absent.  In  most  of 
these  latter  cases,  the  right  subclavian  has  been  found  to  arise  from  the  left  end  of  the  arch ;  in 
other  cases,  it  was  the  second  or  third  branch  given  off  instead  of  the  first.  Lastly,  the  number 
of  trunks  from  the  arch  may  be  increased  to  five  or  six;  in  these  instances,  the  external  and 
internal  carotids  arise  separately  from  the  arch,  the  common  carotid  being  absent  on  one  or  both 
sides. 

Number  usual,  Arrangement  different.  When  the  aorta  arches  over  to  the  right  side,  the 
three  branches  have  an  arrangement  the  reverse  of  what  is  usual,  the  innominate  supplying  the 
left  side,  and  the  carotid  and  subclavian  (which  arises  separately)  the  right  side.  In  other  cases, 
where  the  aorta  takes  its  usual  course,  the  two  carotids  may  be  joined  in  a  common  trunk,  and 
the  subclavians  arise  separately  from  the  arch,  the  right  subclavian  generally  arising  from  the 
left  end  of  the  arch. 

Secondary  Branches  sometimes  arise  from  the  arch ;  most  commonly  such  a  secondary  branch 
is  the  left  vertebral,  which  usually  takes  origin  between  the  left  carotid  and  left  subclavian,  or 
beyond  them.  Sometimes,  a  thyroid  branch  is  derived  from  the  arch,  or  the  right  internal  mam- 
mary, or  right  vertebral,  or,  more  rarely,  both  vertebrals.1 

The  Coronary  Arteries. 

The  Coronary  Arteries  supply  the  heart ;  they  are  two  in  number,  right  and 
left,  arising  near  the  commencement  of  the  aorta  immediately  above  the  free 
margin  of  the  semilunar  valves. 

The  Right  Coronary  Artery,  about  the  size  of  a  crow's  quill,  arises  from  the 
aorta  immediately  above  the  free  margin  of  the  right  semilunar  valve,  between 
the  pulmonary  artery  and  the  right  appendix  auriculae.  It  passes  forwards  to 
the  right  side,  in  the  groove  between  the  right  auricle  and  ventricle,  and  curving 
around  the  right  border  of  the  heart,  runs  along  its  posterior  surface  as  far  as 
the  posterior  interventricular  groove,  where  it  divides  into  two  branches,  one  of 
which  continues  onwards  in  the  groove  between  the  left  auricle  and  ventricle, 
and  anastomoses  with  the  left  coronary ;  the  other  descends  along  the  posterior 
interventricular  farrow,  supplying  branches  to  both  ventricles  and  to  the  septum, 
and  anastomosing  at  the  apex  of  the  heart  with  the  descending  branch  of  the 
left  coronary. 

This  vessel  sends  a  large  branch  along  the  thin  margin  of  the  right  ventricle 
to  the  apex,  and  numerous  small  branches  to  the  right  auricle  and  ventricle,  and 
the  commencement  of  the  pulmonary  artery. 

The  Left  Coronary,  smaller  than  the  former,  arises  immediately  above  the  free 
edge  of  the  left  semilunar  valve,  a  little  higher  than  the  right;  it  passes  forwards 
between  the  pulmonary  artery  and  the  left  appendix  auriculae,  and  descends 
obliquely  towards  the  anterior  interventricular  groove,  where  it  divides  into  two 
branches.  Of  these,  one  passes  transversely  outwards  in  the  left  auriculo- ventri- 
cular groove,  and  winds  around  the  left  border  of  the  heart  to  its  posterior  sur- 
face, where  it  anastomoses  with  the  superior  branch  of  the  right  coronary ;  the 
other  descends  along  the  anterior  interventricular  groove  to  the  apex  of  the 
heart,  where  it  anastomoses  with  the  descending  branch  of  the  right  coronary. 
The  left  coronary  supplies  the  left  auricle  and  its  appendix,  both  ventricles,  and 
numerous  small  branches  to  the  pulmonary  artery,  and  commencement  of  the 
aorta. 

Peculiarities.  These  vessels  occasionally  arise  by  a  common  trunk,  or  their  number  may  be 
increased  to  three ;  the  additional  branch  being  of  small  size.  More  rarely,  there  are  two  addi- 
tional branches. 

1  The  anomalies  of  the  aorta  and  its  branches  are  minutely  described  by  Krause  in  Henle'a 
"Anatomy"  (Brunswick,  1868),  vol.  iii.  p.  203  et  seq. 
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whom  the  operation  was  first  performed,  lived  nearly  four  weeks,  and  Graefe's,  more  than  two 
months.  The  main  obstacles  to  the  operation  are,  as  the  student  will  perceive  from  his  dissection 
of  this  vessel,  the  deep  situation  of  the  artery  behind  and  beneath  the  sternum,  and  the  number 
of  important  structures  which  surround  it  in  every  part. 

In  order  to  apply  a  ligature  to  this  vessel,  the  patient  is  to  be  placed  upon  his  back,  with  the 
shoulders  raisea,  and  the  head  bent  a  little  backwards,  so  as  to  draw  out  the  artery  from  behind 
the  sternum  into  the  neck.  An  incision  two  inches  long  is  then  made  along  the  anterior  border 
of  the  Sterno-mastoid  muscle,  terminating  at  the  sternal  end  of  the  clavicle.  From  this  point,  a 
second  incision  is  carried  about  the  same  length  along  the  upper  border  of  the  clavicle.  The 
skin  is  then  dissected  back,  and  the  Platysma  divided  ou  a  director:  the  sternal  end  of  the  Sterno- 
mastoid  is  now  brought  into  view,  and  a  director  being  passed  beneath  it,  and  close  to  its  under 
surface,  so  as  to  avoid  any  small  vessels,  the  muscle  is  to  be  divided  transversely  throughout  the 
greater  part  of  its  attachment.  By  pressing  aside  any  loose  cellular  tissue  or  vessels  that  may 
now  appear,  the  Sterno-hyoid  and  Sterno-thyroid  muscles  will  be  exposed,  and  must  be  divided, 
a  director  being  previously  passed  beneath  them.  The  inferior  thyroid  veins  may  come  into  view, 
and  mast  be  carefully  drawn  either  upwards  or  downwards,  by  means  of  a  blunt  hook.  On  no 
account  should  these  vessels  be  divided,  as  it  would  add  much  to  the  difficulty  of  the  operation, 
and  endanger  its  ultimate  success.  After  tearing  through  a  strong  fibro-cellular  lamina,  the  right 
carotid  is  brought  into  view,  and  being  traced  downwards,  the  arteria  vena  innominate  is  arrived 
at.  The  left  vena  innominata  should  now  be  depressed,  the  right  vena  innominata,  the  internal 
jugular  vein,  and  pneumogastric  nerve  drawn  to  the  right  side ;  and  a  curved  aneurism  needle 
may  then  be  passea  around  the  vessel,  close  to  its  surface,  and  in  a  directiou  from  below  upwards 
and  inwards ;  care  being  taken  to  avoid  the  right  pleural  sac,  the  trachea,  and  cardiac  nerves. 
The  ligature  should  be  applied  to  the  artery  aB  high  as  possible,  in  order  to  allow  room  between 
it  and  the  aorta  for  the  formation  of  a  coagulum.  The  importance  of  avoiding  the  thyroid  plexus 
of  veins  during  the  primary  steps  of  the  operation,  and  the  pleural  sac  whilst  including  the  vessel 
iu  the  ligature,  should  be  most  carefully  borne  in  mind,  since  secondary  hemorrhage  or  pleurisy 
has  been  the  cause  of  death  in  all  the  fatal  cases  hitherto  recorded. 

Common  Carotid  Arteries. 

The  Common  Carotid  Arteries,  although  occupying  a  nearly  similar  position 
in  the  neck,  differ  in  position,  and,  consequently,  in  their  relations  at  their 
origin.  The  right  carotid  arises  from  the  arteria  innominata,  behind  the  right 
sterno-clavicular  articulation;  the  left  from  the  highest  part  of  the  arch  of  the 
aorta.  The  left  carotid  is,  consequently,  longer  and  placed  more  deeply  in  the 
thorax.  It  will,  therefore,  be  more  convenient  to  describe  first  the  course  and 
relations  of  that  portion  of  the  left  carotid  which  intervenes  between  the  arch 
of  the  aorta  and  the  left  sterno-clavicular  articulation  (see  Fig.  302). 

The  left  carotid  within  the  thorax  ascends  obliquely  outwards  from  the  arch 
of  the  aorta  to  the  root  of  the  neck.  In  front  it  is  separated  from  the  first  piece 
of  the  sternum  by  the  Sterno-hyoid  and  Sterno-thyroid  muscles,  the  left  innomi- 
nate vein,  and  the  remains  of  the  thymus  gland;  behind,  it  lies  on  the  trachea, 
oesophagus,  and  thoracic  duct.  Internally,  it  is  in  relation  with  the  arteria 
innominata;  externally,  with  the  left  pneumogastric  nerve,  and  left  subclavian 
artery. 

Plan  of  the  Eelations  of  the  Left  Common  Carotid. 
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invested  in  a  tube  of  serous  membrane,  continued  on  to  them  from  the  surface 
of  the  heart. 

Relations.  The  ascending  part  of  the  arch  is  covered  at  its  commencement 
by  the  trunk  of  the  pulmonary  artery  and  the  right  appendix  auriculae,  and, 
higher  up,  is  separated  from  the  sternum  by  the  pericardium,  some  loose  areolar 
tissue,  and  the  remains  of  the  thymus  gland;  behind,  it  rests  upon  the  right 
pulmonary  vessels  and  root  of  the  right  lung.  On  the  right  side,  it  is  in  relation 
with  the  superior  vena  cava  and  right  auricle;  on  the  left  side,  with  the  pulmo- 
nary artery. 

Plan  op  the  Relations  of  the  Ascending  Pakt  of  the  Arch. 
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Transverse  Part  of  the  Arch. 

The  second  or  transverse  portion  of  the  arch  commences  at  the  upper  border 
of  the  second  chondro-sternal  articulation  of  the  right  side  in  front,  and  passes 
from  right  to  left,  and  from  before  backwards,  to  the  left  side  of  the  third  dorsal 
vertebra  behind.1  Its  upper  border  is  usually  about  an  inch  below  the  upper 
margin  of  the  sternum. 

Relations.  Its  anterior  surface  is  covered  by  the  left  pleura  and  lung,  and 
crossed  towards  the  left  side  by  the  left  pneumogastric  ana  phrenic  nerves,  and 

1  As  regards  the  portion  of  the  dorsal  spine  with  which  the  transverse  part  of  the  arch  of  the 
aorta  is  in  contact,  t  am  indebted  to  Mr.  Bennett,  late  Demonstrator  of  Auatomy  at  St.  George's 
Hospital,  for  the  following  observation  : — 

"  In  twelve  subjects  examined  successively  in  the  post-mortem  room  of  the  Hospital,  in  whom 
the  vessels  were  healthy,  the  following  was  the  result  as  regards  the  highest  point  on  the  verte- 
bral column  touched  by  the  arch  of  the  aorta.  In  nine  it  was  opposite  some  part  of  the  third 
dorsal  vertebra :  in  one  opposite  the  disk  between  the  third  and  ronrth,  in  one  opposite  the  disk 
between  the  second  and  third,  and  in  one  opposite  the  second  dorsal  vertebra." 

Mr.  J.  Wood  gives  the  following  account  of  the  relations  and  extent  of  the  arch  of  the  aorta, 
as  the  result  of  his  observations  on  thirty-two  subjects,  fourteen  male  and  eighteen  female,  in 
whom  an  anteroposterior  vertical  section  of  the  6pinal  column  from  top  to  bottom  bad  been  made, 
with  the  viscera  in  situ. 

The  cardiac  opening  of  the  aorta  lies  in  a  horizontal  plane  drawn  through  the  centre  of  the 
third  bone  of  the  sternum,  passing  midway  between  the  third  and  fourth  rib-cartilages,  and 
emerging  behind  about  the  tip  of  the  sixth  dorsal  spinous  process.  The  highest  point  of  the 
aortic  arch  lies  from  three-quarters  of  an  inch  to  an  inch  from  the  posterior  surface  of  the  second 
bone  of  the  sternum,  close  to  its  right  border,  and  to  the  inner  side  of  the  joint  between  the 
second  right  rib-cartilage  and  the  sternum.  It  approaches  the  lower  border  of  the  left  side  of 
the  fourth  dorsal  vertebra,  and  first  touches  the  spine  usually  about  the  intervertebral  substance 
between  the  fourth  and  fifth  vertebrae.  It  then  assumes  a  more  vertical  direction,  and  lies 
against  the  left  side  of  the  body  of  the  fifth  dorsal  vertebra,  which  is,  in  fact,  the  uppermost 
vertebra  which  shows  on  its  body  the  impression  or  flattening  produced  by  contact  with  the  aorta 
(Journ.  of  Anat.  and  Phys.,  vol.  iii.). 

This  anatomist  accordingly  puts  the  lower  two  portions  of  the  arch  one  vertebra  lower  than 
the  account  in  the  text,  and  he  supports  his  observations  by  those  of  Pirogoflf. 
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cardiac  branches  of  the  sympathetic.  Its  posterior  surface  lies  on  the  trachea, 
just  above  its  bifurcation,  on  the  great,  or  deep,  cardiac  plexus,  the  oesophagus, 
thoracic  duct,  and  left  recurrent  laryngeal  nerve.  Its  upper  border  is  in  relation 
with  the  left  innominate  vein;  and  from  its  upper  part  are  given  off  the  innomi- 
nate, left  common  carotid,  and  left  subclavian  arteries.  Its  lower  border  is  in 
relation  with  the  bifurcation  of  the  pulmonary  artery,  and  the  remains  of  the 
ductus  arteriosus,  which  is  connected  with  the  left  division  of  that  vessel;  the 
left  recurrent  laryngeal  nerve  winds  round  it  from  before  backwards,  whilst  the 
left  bronchus  passes  below  it. 

Plan  of  the  Relations  of  the  Transverse  Part  of  the  Arch. 
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Descending  Part  of  the  Arch. 

The  descending  portion  of  the  arch  has  a  straight  direction,  inclining  down- 
wards on  the  left  side  of  the  body  of  the  fourth  dorsal  vertebra,  at  the  lower 
border  of  which  it  takes  the  name  of  thoracic  aorta. 

Relations.  Its  anterior  surface  is  covered  by  the  pleura  and  root  of  the  left 
lung;  behind,  it  lies  on  the  left  side  of  the  body  of  the  fourth  dorsal  vertebra. 
On  its  right  side  are  the  oesophagus  and  thoracic  duct ;  on  its  left  side  it  is 
covered  by  the  pleura. 

Plan  of  the  Relations  of  the  Descending  Part  of  the  Arch. 
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The  ascending,  transverse,  and  descending  portions  of  the  arch  vary  in  position 
according  to  the  movements  of  respiration,  being  lowered,  together  with  the 
trachea,  bronchi,  and  pulmonary  vessels,  during  inspiration  by  the  descent  of  the 
Diaphragm,  and  elevated  during  expiration,  when  the  Diaphragm  ascends. 
These  movements  are  greater  in  the  ascending  than  the  transverse,  and  in  the 
latter  than  the  descending  part. 
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Peculiarities.  The  height  to  which  the  aorta  rises  in  the  chest  is  usually  about  an  inch  below 
the  upper  border  of  the  sternum ;  but  it  may  ascend  nearly  to  the  top  of  that  bone.  Occasion- 
ally, it  is  found  an  inch  and  a  half,  more  rarely  three  inches  below  this  point. 

In  direction.  Sometimes  the  aorta  arches  over  the  root  of  the  right  instead  of  the  left  lung, 
as  in  birds,  and  passes  down  on  the  right  side  of  the  spine.  In  such  cases  all  the  viscera  of  the 
thoracic  and  abdominal  cavities  are  transposed.  Less  frequently,  the  aorta,  after  arching  over 
the  root  of  the  right  lung,  is  directed  to  its  usual  position  on  the  left  side  of  the  spine,  this  pecu- 
liarity not  being  accompanied  by  any  transposition  of  the  viscera. 

In  conformation.  The  aorta  occasionally  divides,  as  in  some  quadrupeds,  into  an  ascending 
and  a  descending  trunk,  the  former  of  which  is  directed  vertically  upwards,  and  subdivides  into 
three  branches,  to  supply  the  head  and  upper  extremities.  Sometimes  the  aorta  subdivides  soon 
after  its  origin  into  two  branches,  which  soon  reunite.  In  one  of  these  cases,  the  oesophagus 
and  trachea  were  found  to  pass  through  the  interval  left  by  their  division ;  this  is  the  normal 
condition  of  the  vessel  in  the  reptilia. 

Surgical  Anatomy.  Of  all  the  vessels  of  the  arterial  system,  the  aorta,  and  more  especially 
its  arch,  is  most  frequently  the  seat  of  disease ;  hence  it  is  important  to  consider  some  of  the 
consequences  that  may  ensue  from  aneurism  of  this  part. 

It  will  be  remembered,  that  the  ascending  part  of  the  arch  is  contained  in  the  pericardium, 
just  behind  the  sternum,  being  crossed  at  its  commencement  by  the  pulmonary  artery  and  right 
auricular  appendix,  and  having  the  root  of  the  right  lung  behind,  the  vena  cava  on  the  right  side, 
and  the  pulmonary  artery  and  left  auricle  on  the  left  side. 

Aneurism  of  the  ascending  aorta,  in  the  situation  of  the  aortic  sinuses,  in  the  great  majority 
of  case 8,  affects  the  right  coronary  sinus ;  this  is  mainly  owing  to  the  fact  that  the  regurgitation 
of  blood  upon  the  sinuses  takes  place  chiefly  on  the  right  anterior  aspect  of  the  vessel.  As  the 
aneurismat  sac  eularges.  it  may  compress  any  or  all  of  the  structures  in  immediate  proximity  with 
it,  but  chiefly  projects  towards  the  right  anterior  side;  and,  consequently,  interferes  mainly  with 
those  structures  that  have  a  corresponding  relation  with  the  vessel.  In  the  majority  of  cases,  it 
bursts  into  the  cavity  of  the  pericardium,  the  patient  suddenly  drops  down  dead,  and,  upon  a  post- 
mortem examination,  the  pericardial  sac  is  found  full  of  blood :  or  it  may  compress  the  right 
auricle,  or  the  pulmonary  artery,  and  adjoining  part  of  the  right  ventricle,  aud  open  into  one  or 
the  other  of  these  parts,  or  may  press  upon  the  superior  cava. 

Aneurism  of  the  ascending  aorta,  originating  above  the  sinuses,  most  frequently  implicates  the 
right  anterior  wall  of  the  vessel ;  this  is  probably  mainly  owing  to  the  blood  being  impelled 
against  this  part.  The  direction  of  the  aneurism  is  also  chiefly  towards  the  right  of  the  median 
line.  If  it  attains  a  large  size  and  projects  forwards,  it  may  absorb  the  sternum  and  the  carti- 
lages of  the  ribs,  usually  on  the  right  side,  and  appear  as  a  pulsating  tumor  on  the  front  of  the 
chest,  just  below  the  manubrium ;  or  it  may  burst  into  the  pericardium,  or  may  compress,  or 
open  into  the  right  lung,  the  trachea,  bronchi,  or  oesophagus. 

Regarding  the  transverse  part  of  the  arch,  the  student  is  reminded  that  the  vessel  lies  on  the 
trachea,  the  oesophagus,  and  thoracic  duct ;  that  the  recurrent  laryngeal  nerve  winds  around  it ; 
and  that  from  its  upper  part  are  given  off  three  large  trunks,  which  supply  the  head,  neck,  and 
upper  extremities.  Now  an  aneurismal  tumor  taking  origin  from  the  posterior  part  or  right 
aspect  of  the  vessel,  its  most  usual  site,  may  press  upon  the  trachea,  impede  the  breathing,  or 
produce  cough,  haemoptysis,  or  stridulous  breathing,  or  it  may  ultimately  burst  into  that  tube, 
producing  fatal  hemorrhage.  Again,  its  pressure  on  the  laryngeal  nerves  may  give  rise  to  symp- 
toms which  so  accurately  resemble  those  of  laryngitis,  that  the  operation  of  tracheotomy  has  in 
some  cases  been  resorted  to,  from  the  supposition  that  disease  existed  in  the  larynx;  or  it  may 
press  upon  the  thoracic  duct,  and  destroy  life  by  inanition ;  or  it  may  involve  the  oesophagus, 
producing  dysphagia;  or  may  burst  into  the  oesophagus,  when  fatal  hemorrhage  will  occur. 
Again,  the  innominate  artery,  or  the  left  carotid,  or  subclavian,  may  be  so  obstructed  by  clots, 
as  to  produce  a  weakness,  or  even  a  disappearance,  of  the  pulse  in  one  or  the  other  wrist ;  or  the 
tumor  may  present  itself  at  or  above  the  manubrium,  generally  either  in  the  median  line,  or  to 
the  right  of  the  sternum,  and  may  simulate  an  aneurism  of  one  of  the  arteries  of  the  neck. 

Aneurism  affecting  the  descending  part  of  the  arch  is  usually  directed  backwards  and  to  the 
left  side,  causing  absorption  of  the  vertebrae  and  corresponding  ribs ;  or  it  may  press  upon  the 
trachea,  left  bronchus,  oesophagus,  and  the  right  and  left  lungs,  generally  the  latter.  When 
rupture  of  the  sac  occurs,  it  usually  takes  place  into  the  left  pleural  cavity ;  less  frequently  into 
the  left  bronchus,  the  right  pleura,  or  into  the  substance  of  the  lungs  or  trachea.  In  this  form 
of  aneurism,  pain  is  almost  a  constant  and  characteristic  symptom,  referred  to  either  the  back  or 
chest,  and  usually  radiating  from  the  spine  around  the  left  side.  This  symptom  depeuds  upon 
the  aneurismal  sac  compressing  the  intercostal  nerves  against  the  bone. 

Branches  of  tiie  Arch  of  the  Aorta.    (Fig3.  302,  303v 

The  branches  given  off  from  the  arch  of  the  aorta  are  five  in  number :  two  of 
small  size  from  the  ascending  portion,  the  right  and  left  coronary,  and  three  of 
large  size  from  the  transverse  portion,  the  innominate  artery,  the  left  common 
carotid,  and  the  left  subclavian. 
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Peculiarities.  Position  of  the  Branches.  The  branches,  instead  of  arising  from  the  highest 
part  of  the  arch  (their  usual  position),  may  be  moved  more  to  the  right,  arising  from  the  com- 
mencement of  the  transverse  or  upper  part  of  the  ascending  portion ;  or  the  distance  from  one 
another  at  their  origin  may  be  increased  or  diminished,  the  most  frequent  change  in  this  respect 
being  the  approximation  of  the  left  carotid  towards  the  innominate  artery. 

The  Number  of  the  primary  branches  may  be  reduced  to  two :  the  left  carotid  arising  from  the 
innominate  artery ;  or  (more  rarely),  the  carotid  and  subclavian  arteries  of  the  left  side  arising 
from  a  left  innominate  artery.  But  the  number  may  be  increased  to  four,  from  the  right  carotid 
and  subclavian  arteries  arising  directly  from  the  aorta,  the  innominate  being  absent.  In  most  of 
these  latter  cases,  the  right  subclavian  has  been  found  to  arise  from  the  left  end  of  the  arch ;  in 
other  cases,  it  was  the  second  or  third  branch  given  off  instead  of  the  first.  Lastly,  the  number 
of  trunks  from  the  arch  may  be  increased  to  five  or  six ;  in  these  instances,  the  external  and 
internal  carotids  arise  separately  from  the  arch,  the  coromou  carotid  being  absent  on  one  or  both 
sides. 

Number  usual,  Arrangement  different.  When  the  aorta  arches  over  to  the  right  Bide,  the 
three  branches  have  an  arrangement  the  reverse  of  what  is  usual,  the  innominate  supplying  the 
left  side,  and  the  carotid  and  subclavian  (which  arises  separately)  the  right  side.  In  other  cases, 
where  the  aorta  takes  its  usual  course,  the  two  carotids  may  be  joined  in  a  common  trunk,  and 
the  subclavians  arise  separately  from  the  arch,  the  right  subclavian  generally  arising  from  the 
left  end  of  the  arch. 

Secondary  Branches  sometimes  arise  from  the  arch ;  most  commonly  such  a  secondary  branch 
is  the  left  vertebral,  which  usually  takes  origin  between  the  left  carotid  and  left  subclavian,  or 
beyond  them.  Sometimes,  a  thyroid  branch  is  derived  from  the  arch,  or  the  right  internal  mam- 
mary, or  right  vertebral,  or,  more  rarely,  both  vertcbrals.1 

The  Coronary  Arteries. 

The  Coronary  Arteries  supply  the  heart ;  they  are  two  in  number,  right  and 
left,  arising  near  the  commencement  of  the  aorta  immediately  above  the  free 
margin  of  the  semilunar  valves. 

The  Right  Coronary  Artery^  about  the  size  of  a  crow's  quill,  arises  from  the 
aorta  immediately  above  the  free  margin  of  the  right  semilunar  valve,  between 
the  pulmonary  artery  and  the  right  appendix  auriculae.  It  passes  forwards  to 
the  right  side,  in  the  groove  between  the  right  auricle  and  ventricle,  and  curving 
around  the  right  border  of  the  heart,  runs  along  its  posterior  surface  as  far  as 
the  posterior  interventricular  groove,  where  it  divides  into  two  branches,  one  of 
which  continues  onwards  in  the  groove  between  the  left  auricle  and  ventricle, 
and  anastomoses  with  the  left  coronary ;  the  other  descends  along  the  posterior 
interventricular  furrow,  supplying  branches  to  both  ventricles  and  to  the  septum, 
and  anastomosing  at  the  apex  of  the  heart  with  the  descending  branch  of  the 
left  coronary. 

This  vessel  sends  a  large  branch  along  the  thin  margin  of  the  right  ventricle 
to  the  apex,  and  numerous  small  branches  to  the  right  auricle  and  ventricle,  and 
the  commencement  of  the  pulmonary  artery. 

The  Left  Coronary ,  smaller  than  the  former,  arises  immediately  above  the  free 
edge  of  the  left  semilunar  valve,  a  little  higher  than  the  right;  it  passes  forwards 
between  the  pulmonary  artery  and  the  left  appendix  auriculae,  and  descends 
obliquely  towards  the  anterior  interventricular  groove,  where  it  divides  into  two 
branches.  Of  these,  one  passes  transversely  outwards  in  the  left  auriculo- ventri- 
cular groove,  and  winds  around  the  left  border  of  the  heart  to  its  posterior  sur- 
face, where  it  anastomoses  with  the  superior  branch  of  the  right  coronary ;  the 
other  descends  along  the  anterior  interventricular  groove  to  the  apex  of  the 
heart,  where  it  anastomoses  with  the  descending  branch  of  the  right  coronary. 
The  left  coronary  supplies  the  left  auricle  and  its  appendix,  both  ventricles,  and 
numerous  small  branches  to  the  pulmonary  artery,  and  commencement  of  the 
aorta. 

Peculiarities.  These  vessels  occasionally  arise  by  a  common  trunk,  or  their  number  may  be 
increased  to  three ;  the  additional  branch  being  of  small  size.  More  rarely,  there  are  two  addi- 
tional branches. 

1  The  anomalies  of  the  aorta  and  its  branches  are  minutely  described  by  Krause  in  Henle's 
"Anatomy"  (Brunswick,  1868),  vol.  iii.  p.  203  et  seq. 
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Arteria  Innominata. 

The  Innominate  Artery  is  the  largest  branch  given  off  from  the  arch  of  the 
aorta.  It  arises  from  the  commencement  of  the  transverse  portion  in  front  of 
the  left  carotid,  and,  ascending  obliquely  to  the  upper  border  of  the  right  sterno- 
clavicular articulation,  divides  into  the  .right  common  carotid  and  right  subcla- 
vian arteries.   This  vessel  varies  from  an  inch  and  a  half  to  two  inches  in  length. 

Relations.  In  front,  it  is  separated  from  the  first  bone  of  the  sternum  by  the 
Sterno-hyoid  and  Sterno-thyroid  muscles,  the  remains  of  the  thymus  gland,  and 
the  left  innominate  and  right  inferior  thyroid  veins  which  cross  its  root.  Behind, 
it  lies  upon  the  trachea,  which  it  crosses  obliquely.  On  the  right  side,  is  the  right 
vena  innominata,  right  pneumogastric  nerve,  and  the  pleura ;  and  on  the  left 
side,  the  remains  of  the  thymus  gland,  and  origin  of  the  left  carotid  artery. 

Plan  of  the  Relations  of  the  Innominate  Artery. 

In  Front. 

Stem  am. 

Sterno-hyoid  and  Sternothyroid  muscles. 

Remains  of  thymus  gland. 

Left  innominate  and  right  inferior  thyroid  veins. 

Inferior  cervical  cardiac  branch  from  right  pneumogastric  nerve. 

Right  side.  f  n.  Left  side. 

Right  vena  innominata.  /  innominate  |  Remains  of  thymus. 

Right  pneumogastric  nerve.  \     Artery.     J  Left  Carotid. 

Pleura. 


Behind. 
Trachea. 

Peculiarities  in  point  of  division.  When  the  bifurcation  of  the  innominate  artery  varies 
from  the  point  above  mentioned,  it  sometimes  ascends  a  considerable  distance  above  the  sternal 
end  of  the  clavicle ;  less  frequently  it  divides  below  it.  In  the  former  class  of  cases,  its  length 
may  exceed  two  inches;  ana,  in  the  latter,  be  reduced  to  an  inch  or  less.  These  are  points  of 
considerable  interest  for  the  surgeon  to  remember  in  connection  with  the  operation  of  tying  this 

vessel. 

Branches.  The  arteria  innominata  occasionally  supplies  a  thyroid  branch  (middle  thyroid 
artery),  which  ascends  along  the  front  of  the  trachea  to  the  thyroid  gland ;  and  sometimes  a 
thymic  or  bronchial  branch.  The  left  carotid  is  frequently  joined  with  the  innominate  artery  at 
its  origin.  Sometimes,  there  is  no  innominate  artery,  the  right  subclavian  arising  directly  from 
the  arch  of  the  aorta. 

Position.  When  the  aorta  arches  over  to  the  right  side,  the  innominate  is  directed  to  the  left 
side  of  the  neck  instead  of  the  right. 

Collateral  Circulation.  Allan  Burns  demonstrated,  on  the  dead  subject,  the  possibility  of  the 
establishment  of  the  collateral  circulation  after  ligature  of  the  innominate  artery,  by  lying  and 
dividing  that  artery,  after  which,  he  says:  "Even  coarse  injection  impelled  into  the  aorta,  passed 
freely  by  the  anastomosing  branches  into  the  arteries  of  the  right  arm,  filling  them  and  all  the 
vessels  of  the  head  completely."  (Surgical  Anatomy  of  the  Head  and  Neck,  p.  62.)  The 
branches  by  which  this  circulation  would  be  carried  on  are  very  numerous ;  thus,  all  the  commu- 
nications across  the  middle  line  between  the  branches  of  the  carotid  arteries  of  opposite  sides 
would  be  available  for  the  supply  of  blood  to  the  right  side  of  the  head  and  neck ;  while  the 
anastomosis  between  the  superior  intercostal  of  the  subclavian  and  the  first  aortic  intercostal  (see 
infra  on  the  collateral  circulation  after  obliteration  of  the  thoracic  aorta),  would  bring  the  blood, 
by  a  free  and  direct  course,  into  the  right  subclavian  :  the  numerous  connections,  also,  between 
the  lower  intercostal  arteries  and  the  branches  of  the  axillary  and  internal  mammary  arteries 
would,  doubtless,  assist  in  the  supply  of  blood  to  the  right  arm,  while  the  epigastric,  from  the 
external  iliac,  would,  by  means  of  its  anastomosis  with  the  internal  mammary,  compensate  for  any 
deficiency  in  the  vascularity  of  the  wall  of  the  chest. 

Surqical  Anatomy.  Although  the  operation  of  tying  the  innominate  artery  has  been  per- 
formed by  several  Burgeons,  for  aneurism  of  the  right  subclavian  extending  inwards  as  far  as  the 
Scalenus,  in  only  one  instance  has  it  been  attended  with  success.1     Mott's  patient,  however,  on 

1  The  operation  was  performed  bv  Pr.  Smvth  of  New  Orleans.  See  the  New  Sydenham 
Society's  "Biennial  Retrospect/9  for  1865-6,  p.* 346. 
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whom  the  operation  was  first  performed,  lived  nearly  four  weeks,  and  Graefe's,  more  than  two 
months.  The  main  obstacles  to  the  operation  are,  as  the  student  will  perceive  from  his  dissection 
of  this  vessel,  the  deep  situation  of  the  artery  behind  and  beneath  the  sternum,  and  the  number 
of  important  structures  which  surround  it  iu  every  part. 

In  order  to  apply  a  ligature  to  this  vessel,  the  patient  is  to  be  placed  upon  his  back,  with  the 
shoulders  raised,  and  the  head  bent  a  little  backwards,  so  as  to  draw  out  the  artery  from  behind 
the  sternum  into  the  neck.  An  incision  two  inches  long  is  then  made  along  the  anterior  border 
of  the  Sterno-mastoid  muscle,  terminating  at  the  sternal  end  of  the  clavicle.  From  this  point,  a 
second  incision  is  carried  about  the  same  length  along  the  upper  border  of  the  clavicle.  The 
skin  is  then  dissected  back,  and  the  Platysma  divided  ou  a  director:  the  sternal  end  of  the  Sterno- 
mastoid  is  now  brought  into  view,  and  a  director  being  passed  beneath  it,  and  close  to  its  under 
surface,  so  as  to  avoid  any  small  vessels,  the  muscle  is  to  be  divided  transversely  throughout  the 


being  previously  passed  beneath  them.  The  inferior  thyroid  veins  may 
and  must  be  carefully  drawn  either  upwards  or  downwards,  by  means  of  a  blunt  hook.  On  no 
account  should  these  vessels  be  divided,  as  it  would  add  much  to  the  difficulty  of  the  operation, 
and  endanger  its  ultimate  success.  After  tearing  through  a  strong  fibro-cellular  lamina,  the  right 
carotid  is  brought  into  view,  and  being  traced  downwards,  the  arteria  vena  innominata  is  arrived 
at.  The  left  vena  innominata  should  now  be  depressed,  the  right  vena  innominata,  the  internal 
jugular  vein,  and  pneumogastric  nerve  drawn  to  the  right  side ;  and  a  curved  aneurism  needle 
may  then  be  passed  around  the  vessel,  close  to  its  surface,  and  in  a  directiou  from  below  upwards 
and  inwards;  care  being  taken  to  avoid  the  right  pleural  sac,  the  trachea,  and  cardiac  nerves. 
The  ligature  should  be  applied  to  the  artery  as  high  as  possible,  in  order  to  allow  room  between 
it  and  the  aorta  for  the  formation  of  a  coagulum.  The  importance  of  avoiding  the  thyroid  plexus 
of  veins  during  the  primary  steps  of  the  operation,  and  the  pleural  sac  whilst  including  the  vessel 
in  the  ligature,  should  be  most  carefully  borne  in  mind,  since  secondary  hemorrhage  or  pleurisy 
has  been  the  cause  of  death  in  all  the  fatal  cases  hitherto  recorded. 

Common  Carotid  Arteries. 

The  Common  Carotid  Arteries,  although  occupying  a  nearly  similar  position 
in  the  neck,  differ  in  position,  and,  consequently,  in  their  relations  at  their 
origin.  The  right  carotid  arises  from  the  arteria  innominata,  behind  the  right 
sterno-clavicular  articulation;  the  left  from  the  highest  part  of  the  arch  of  the 
aorta.  The  left  carotid  is,  consequently,  longer  and  placed  more  deeply  in  the 
thorax.  It  will,  therefore,  be  more  convenient  to  describe  first  the  course  and 
relations  of  that  portion  of  the  left  carotid  which  intervenes  between  the  arch 
of  the  aorta  and  the  left  sterno-clavicular  articulation  (see  Fig.  302). 

The  left  carotid  within  the  thorax  ascends  obliquely  outwards  from  the  arch 
of  the  aorta  to  the  root  of  the  neck.  In  front  it  is  separated  from  the  first  piece 
of  the  sternum  by  the  Sterno-hyoid  and  Sterno- thyroid  muscles,  the  left  innomi- 
nate vein,  and  the  remains  of  the  thymus  gland ;  behind,  it  lies  on  the  trachea, 
oesophagus,  and  thoracic  duct.  Internally,  it  is  in  relation  with  the  arteria 
innominata;  externally,  with  the  left  pneumogastric  nerve,  and  left  subclavian 
artery. 

Plan  op  the  Relations  of  the  Left  Common  Carotid. 

Thoracic  Portion. 

In  Front. 
Sternum. 

Sterno-hyoid  and  Sterno-thyroid  muscles. 
Left  innominate  vein. 
Remains  of  thymus  gland. 


Internally.  /Lftoommo^  T   ,     Externally. 

Arteria  innominata.  (     Carotid.     I  Left  pneumogastric  nerve. 

Portioi0  /  ****  8UDclavian  artery. 


Behind. 
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Thoracic  duct. 


472  ARTERIES. 

In  the  neck,  the  two  common  carotids  resemble  each  other  so  closely,  that 
one  description  will  apply  to  both.  Each  vessel  passes  obliquely  upwards,  from 
behind  the  sterno-clavicular  articulation,  to  a  level  withthe  upper  border  of  the 
thyroid  cartilage,  where  it  divides  into  the  extemal"and  internal  carotid ;  these 
names  being  derived  from  the  distribution  of  the  arteries  to  the  external  parts 
of  the  head  and  face,  and  to  the  internal  parts  of  the  cranium  respectively. 
The  course  of  the  common  carotid  is  indicated  by  a  line  drawn  from  the  sternal 
end  of  the  clavicle  below,  to  a  point  midway  between  the  angle  of  the  jaw  and 
the  mastoid  process  above. 

Fig.  304.-  Surgical  Anatomy  of  the  Arteries  of  the  Neck.    Right  Side. 


At  the  lower  part  of  the  neck  the  two  common  carotid  arteries  are  separated 
from  each  other  by  a  very  small  interval,  which  contains  the  trachea ;  but  at 
the  upper  part,  the  thyroid  body,  the  larynx  and  pharynx  project  forwards 
between  the  two  vessels,  and  give  the  appearance  of  their  being  placed  further 
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back  in  that  situation.  The  common  carotid  artery  is  contained  in  a  sheath 
derived  from  the  deep  cervical  fascia,  which  also  incloses  the  internal  jugular 
vein  and  pneumogastric  nerve,  the  vein  lying  on  the  outer  side  of  the  artery, 
and  the  nerve  between  the  artery  and  vein,  on  a  plane  posterior  to  both.  On 
opening  the  sheath,  these  three  structures  are  seen  to  be  separated  from  one 
another,  each  being  inclosed  in  a  separate  fibrous  investment. 

Relations.  At  the  lower  part  of  the  neck  the  common  carotid  artery  is  very 
deeply  seated,  being  covered  by  the  superficial  fascia,  Platysma,  and  deep  fascia, 
the  Sterno-mastoid,  Sterno-hyoid,  and  Sterno-thyroid  muscles,  and  by  the  Omo- 
hyoid opposite  the  cricoid  cartilage;  but  in  the  upper  part  of  its  course,  near  its 
termination,  it  is  more  superficial,  being  covered  merely  by  the  integument,  the 
superficial  fascia,  Platysma,  deep  fascia,  and  inner  margin  of  the  Sterno-mastoid, 
and  is  contained  in  a  triangular  space,  bounded  behind  by  the  Sterno-mastoid, 
above  by  the  posterior  belly  of  the  Digastric,  and  below  by  the  anterior  belly 
of  the  Omo-hyoid.  This  part  of  the  artery  is  crossed  obliquely  from  within 
outwards  by  tne  sterno-mastoid  artery ;  it  is  crossed  also  by  the  facial,  lingual, 
and  superior  thyroid  veins,  which  terminate  in  the  internal  jugular,  and  descend- 
ing on  its  sheath  in  front,  is  seen  the  descendens  noni  nerve,  this  filament  being 
joined  by  one  or  two  branches  from  the  cervical  nerves,  which  cross  the  vessel 
from  without  inwards.  Sometimes  the  descendens  noni  is  contained  within  the 
sheath.  The  middle  thyroid  vein  crosses  the  artery  about  its  middle,  and  the 
anterior  jugular  vein  below.  Behind,  the  artery  lies  in  front  of  the  cervical 
portion  of  tne  spine,  resting  first  on  the  Longus  colli  muscle,  then  on  the  Eectus 
capitis  anticus  major,  from  which  it  is  separated  by  the  sympathetic  nerve. 
The  recurrent  laryngeal  nerve  and  inferior  thyroid  artery  cross  behind  the  vessel 
at  its  lower  part.  Internally,  it  is  in  relation  with  tne  trachea  and  thyroid 
gland,  the  inferior  thyroid  artery  and  recurrent  laryngeal  nerve  being  inter- 
posed: higher  up,  with  the  larynx  and  pharynx.  On  its  outer  side  are  placed 
the  internal  jugular  vein  and  pneumogastric  nerve. 

At  the  lower  part  of  the  neck,  the  internal  jugular  vein  on  the  right  side 
diverges  from  the  artery,  but  on  the  left  side  it  approaches  it,  and  often  crosses 
its  lower  part.  This  is  an  important  fact  to  bear  in  mind  during  the  per- 
formance of  any  operation  on  the  lower  part  of  the  left  common  carotid  artery. 

Plan  of  the  Relations  of  the  Common  Carotid  Artery. 

In  Front. 

Integument  and  fascia.  Omohyoid. 

Platysma.  Descendens  noni  nerve. 

Sterno-mastoid.  Sterno-mastoid  artery. 

Sterno-hyoid.  '         Superior  thyroid,  lingual,  and  facial  veins. 

Sterno-thyroid.  Anterior  jugular  vein. 

Internally. 
Externally.  f  \  Trachea. 


Internal  jugular  vein.  gS^ff     ]  Thyroid  gland. 

Pneumogastric  nerve.  V  J  Becurrent  laryngeal  nerve. 

°  V  /  Inferior  thyroid  artery. 

^^__^S  Larynx. 

Pharynx. 

Behind. 
Longns  colli.  Sympathetic  nerve. 

Rectus  capitis  anticus  major.  Inferior  thyroid  artery. 

Recurrent  laryngeal  nerve. 

Peculiarities  as  to  Origin.  The  right  common  carotid  may  arise  above  or  below  its  usual 
point,  the  upper  border  of  the  sterno-clavicular  articulation.  This  variation  occurs  in  one  out 
of  about  eight  cases  and  a  half,  and  the  origin  is  more  frequently  above  than  below  the  usual 
point;  or  the  artery  may  arise  as  a  separate  branch  from  the  arch  of  the  aorta,  or  in  conjunction 
with  the  left  carotid.  The  left  common  carotid  varies  more  frequently  in  its  origin  than  the 
right.  In  the  majority  of  abnormal  cases  it  arises  with  the  innominate  artery,  or  if  the  innomi- 
nate artery  is  absent,  the  two  carotids  arise  usually  by  a  single  trunk.    The  left  carotid  has  a 
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tendency  towards  the  right  side  of  the  arch  of  the  aorta,  being  occasionally  the  first  branch  given 
off  from  the  transverse  portion.  It  rarely  joins  with  the  left  subclavian,  except  in  cases  of  trans- 
position of  the  arch. 

Peculiarities  as  to  Point  of  Division,  The  most  important  peculiarities  of  this  vessel,  in  a 
surgical  point  of  view,  relate  to  its  place  of  division  in  the  neck.  In  the  majority  of  abnormal 
cases,  this  occurs  higher  than  usual,  the  artery  dividing  into  two  branches  opposite  the  hyoid 
bone,  or  even  higher ;  more  rarely,  it  occurs  below  its  usual  place  opposite  the  middle  of  the 
larynx,  or  the  lower  border  of  the  cricoid  cartilage ;  and  one  case  is  related  by  Morgagni,  where 
the  common  carotid,  only  an  inch  and  a  half  in  length,  divided  at  the  root  of  the  neck.  Very 
rarely,  the  common  carotid  ascends  in  the  neck  without  any  subdivision,  the  internal  carotid 
being  wanting ;  and  in  two  cases,  the  common  carotid  has  been  found  to  be  absent,  the  external 
and  internal  carotids  arising  directly  from  the  arch  of  the  aorta.  This  peculiarity  existed  on 
both  sides  in  one  subject,  on  one  side  in  the  other. 

Occasional  Branches.  The  common  carotid  usually  gives  off  no  branches ;  but  it  occasionally 
gives  origin  to  the  superior  thyroid,  or  a  laryngeal  branch,  the  inferior  thyroid,  or,  more  rarely, 
the  vertebral  artery. 

Surgical  Anatomy.  The  operation  of  tying  the  common  carotid  artery  may  be  necessary  in  a 
wound  of  that  vessel  or  its  branches,  in  an  aneurism,  or  in  a  case  of  pulsating  tumor  of  the  orbit 
or  skull.  If  the  wound  involves  the  trunk  of  the  common  carotid,  it  will  be  necessary  to  tie  the 
artery  above  and  below  the  wounded  part.  But  in  cases  of  aneurism,  or  where  one  of  the  branches 
of  the  common  carotid  is  wounded  in  an  inaccessible  situation,  it  may  be  judged  necessary  to  tie 
the  trunk.  In  such  cases,  the  whole  of  the  artery  is  accessible,  and  any  part  may  be  tied,  except 
close  to  either  end.  When  the  case  is  such  as  to  allow  of  a  choice  being  made,  the  lower  part  of 
the  carotid  should  never  be  selected  as  the  spot  upon  which  to  place  a  ligature,  for  not  only  is 
the  artery  in  this  situation  placed  very  deeply  in  the  neck,  but  it  is  covered  by  three  layers  of 
muscles,  and  on  the  left  side  the  jugular  vein,  in  the  great  majority  of  cases,  passes  obliquely  in 
front  of  it.  Neither  should  the  upper  end  be  selected,  for  here  the  superior  thyroid,  lingual,  and 
facial  veins  would  give  rise  to  very  considerable  difficulty  in  the  application  of  a  ligature.  The 
point  most  favorable  for  the  operation  is  opposite  the  lower  part  of  the  larynx,  and  here  a  liga- 
ture may  be  applied  on  the  vessel,  either  above  or  below  the  point  where  it  is  crossed  by  the 
Omo-hyoid  muscle.  In  the  former  situation  the  artery  is  most  accessible,  and  it  may  be  tied 
there  in  cases  of  wounds,  or  aneurism  of  any  of  the  large  branches  of  the  carotid ;  whilst  in  cases 
of  aneurism  of  the  upper  part  of  the  carotid,  that  part  of  the  vessel  may  be  selected  which  is 
below  the  Omo-hyoid.  It  occasionally  happens  that  the  carotid  artery  bifurcates  below  its  usual 
position :  if  the  artery  be  exposed  at  its  point  of  bifurcation,  both  divisions  of  the  vessel  should 
be  tied  near  their  origin,  in  preference  to  tying  the  trunk  of  the  artery  near  its  termination ;  and 
if,  in  consequence  of  the  entire  absence  of  the  common  carotid,  or  from  its  early  division,  two 
arteries,  the  external  and  internal  carotids,  are  met  with,  the  ligature  should  be  placed  on  that 
vessel  which  is  found  on  compression  to  be  connected  with  the  disease. 

In  this  operation,  the  direction  of  the  vessel  and  the  inner  margin  of  the  Sterno-mastoid  are 
the  chief  guides  to  its  performance. 

To  tie  the  Common  Carotid  above  the  Omo-hyoid.  The  patient  should  be  placed  on  his  back 
with  the  head  thrown  back :  an  incision  is  to  be  made,  three  inches  long,  in  trie  direction  of  the 
anterior  border  of  the  Sterno-mastoid,  from  a  little  below  the  angle  of  the  jaw  to  a  level  with  the 
cricoid  cartilage :  after  dividing  the  integument,  superficial  fascia,  and  Platysma,  the  deep  fascia 
must  be  cut  through  on  a  director,  so  as  to  avoid  wounding  numerous  small  veins  that  are 
usually  fonnd  beneath.  The  head  may  now  be  brought  forwards  so  as  to  relax  the  parts  some- 
what, and  the  margins  of  the  wound  held  asunder  by  copper  spatulie.  The  descendens  noni  nerve 
is  now  exposed,  and  must  be  avoided,  and  the  sheath  of  the  vessel  having  been  raised  by  forceps, 
is  to  be  opened  over  the  artery  to  a  small  extent  at  its  inner  side.  The  internal  jugular  vein 
may  now  present  itself  alternately  distended  and  relaxed ;  this  should  be  compressed  both  above 
and  below,  and  drawn  outwards,  in  order  to  facilitate  the  operation.  The  aneurism  needle  is  now 
passed  from  the  outside,  care  being  taken  to  keep  the  needle  in  close  contact  with  the  artery,  and 
thus  avoid  the  risk  of  injuring  the  jugular  vein,  or  including  the  vagus  nerve.  Before  the  liga- 
ture is  tied,  it  should  be  ascertained  that  nothing  but  the  artery  is  included  in  it. 

To  tie  the  Common  Carotid,  below  the  Omo-hyoid.  The  patient  should  be  placed  in  the 
same  position  as  above  mentioned.  An  incision  about  three  inches  in  length  is  to  be  made, 
parallel  with  the  inner  edge  of  the  Sterno-mastoid,  commencing  on  a  level  with  the  cricoid  carti- 
lage. The  inner  border  of  the  Sterno-mastoid  having  been  exposed,  the  sterno-mastoid  artery 
and  a  large  vein,  the  middle  thvroid,  will  be  seen,  and  must  be  carefully  avoided ;  the  Sterno- 
mastoid  is  to  be  drawn  outwards,  and  the  Sterno-hyoid  and  thyroid  muscles  inwards.  The  deep 
fascia  muBt  now  be  divided  below  the  Omo-hyoid  muscle,  and  the  sheath  having  been  exposed, 
must  be  opened,  care  being  taken  to  avoid  the  descendens  noni,  which  here  runs  on  the  inner  or 
tracheal  side.  The  jugular  vein  and  vagus  nerve  being  then  pressed  to  the  outer  side,  the  needle 
must  be  passed  round  the  artery  from  without  inwards,  great  care  being  taken  to  avoid  the  infe- 
rior thyroid  artery,  the  recurrent  laryngeal,  and  sympathetic  nerves  which  lie  behind  it. 

Collateral  Circulation.  After  ligature  of  the  common  carotid,  the  collateral  circulation  can 
be  perfectly  established,  by  the  free  communication  which  exists  between  the  carotid  arteries  of 
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opposite  sides,  both  without  and  within  the  cranium — and  by  enlargement  of  the  branches  of  the 
subclavian  artery  on  the  side  corresponding  to  that  on  which  the  vessel  has  been  tied,  the  chief 
communication  outside  the  skull  taking  place  between  the  superior  and  inferior  thyroid  arteries, 
and  the  profunda  cervicis,  and  anterior  princeps  cervicis  of  tne  occipital ;  the  vertebral  taking 
the  place  of  the  internal  carotid  within  the  cranium. 

Sir  A.  Cooper  had  an  opportunity  of  dissecting,  thirteen  years  after  the  operation,  the  case  in 
which  he  first  successfully  tied  the  common  carotid  (the  second  case  in  which  he  performed  the 
operation).  Guy's  Hospital  Beports,  i.  56.  The  injection,  however,  does  not  seem  to  have  been 
a  successful  one.  It  showed  merely  that  the  arteries  at  the  base  of  the  brain  (circle  of  Willis) 
were  much  enlarged  on  the  side  of  the  tied  artery,  and  that  the  anastomosis  between  the  branches 
of  the  external  carotid  on  the  affected  side  and  those  of  the  same  artery  on  the  sound  side  was 
free,  so  that  the  external  carotid  was  pervious  throughout. 

External  Carotid  Artery. 

The  External  Carotid  Artery  (Fig.  304)  arises  opposite  the  upper  border  of  / 
the  thyroid  cartilage,  and  taking  a  slightly  curved  course,  ascends  upwards  and  ' 
forwards,  and  then  inclines  backwards,  to  the  space  between  the  neck  of  the 
condyle  of  the  lower  jaw,  and  the  external  meatus,  where  it  divides  into  the 
temporal  and  internal  maxillary  arteries.  It  rapidly  diminishes  in  size  in  its 
course  up  the  neck,  owing  to  the  number  and  large  size  of  the  branches  given 
off  from  it.  In  the  child,  it  is  somewhat  smaller  than  the  internal  carotid  •  but 
in  the  adult,  the  two  vessels  are  of  nearly  equal  size.  At  its  commencement 
this  artery  is  more  superficial,  and  placed  nearer  the  middle  line  than  the 
internal  carotid,  and  is  contained  in  the  triangular  space  bounded  by  the  Sterno- 
mastoid  behind,  the  Omo-hyoid  below,  and  the  posterior  belly  of  the  Digastric 
and  Stylo-hyoid  above;  it  is  covered  by  the  skin,  Platysma,  deep  fascia,  and 
anterior  margin  of  the  Sterno-mastoid,  crossed  by  the  hypoglossal  nerve  and 
by  the  lingual  and  facial  veins;  it  is  afterwards  crossed  by  the  Digastric  and 
Stylo-hyoid  muscles,  and  higher  up  passes  deeply  into  the  substance  of  the 
parotid  gland,  where  it  lies  beneath  tne  facial  nerve  and  the  junction  of  the 
temporal  and  internal  maxillary  veins. 

Internally  is  the  hyoid  bone,  the  wall  of  the  pharynx,  and  the  ramus  of  the 
jaw,  from  which  it  is  separated  by  a  portion  of  the  parotid  gland. 

Behind  it,  near  its  origin,  is  the  superior  laryngeal  nerve ;  and  higher  up,  it 
is  separated  from  the  internal  carotid  by  the  Stylo-glossus  and  St3'lo-pharyngeus 
muscles,  the  glossopharyngeal  nerve,  and  part  of  the  parotid  gland. 

Plan  or  the  Kelations  of  the  External  Carotid. 


In  Front, 

Integument,  superficial  fascia. 

Platysma  and  deep  fascia. 

Hypoglossal  nerve. 

Lingual  and  facial  veins. 

Digastric  and  Stylo-hyoid  muscles. 

Parotid  gland  with  facial  nerve  and 
temporo-maxillary  vein  in  its  sab- 
stance. 


Behind. 

Superior  laryngeal  nerve. 
Stylo-glossus. 
Stylo-pharyngeus. 
Glossopharyngeal  nerve. 
Parotid  gland. 


Internally. 

Hyoid  bone. 
Pharynx. 
Parotid  gland. 
Ramus  of  jaw. 

Surgical  Anatomy.  The  application  of  a  ligature  to  the  external  carotid  may  be  required  in 
cases  of  wounds  of  this  vessel,  or  of  its  branches  when  these  cannot  be  tied,  and  in  some  cases  of 
pulsating  tumor  of  the  scalp  or  face ;  the  operation,  however,  is  very  rarely  performed,  ligature 
of  the  common  carotid  being  preferable,  on  account  of  the  number  of  branches  given  off  from  the 
external.  To  tie  this  vessel  near  its  origin,  below  the  point  where  it  is  crossed  by  the  Digastric, 
an  incision  about  three^  inches  in  length  should  be  made  along  the  margin  of  the  Sterno-mastoid, 
from  the  jpgle  of  the  jaw  to  the  cricoid  cartilage,  as  in  the  operation  for  tying  the  common 
carotid.  To  tie  the  vessel  above  the  Digastric,  between  it  and  the  parotid  gland,  an  incision 
should  be  made,  from  the  lobe  of  the  ear  to  the  great  cornu  of  the  os  hyoides,  dividing  successively 
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the  skin,  Platysma,  and  fascia.  By  separating  the  posterior  belly  of  the  Digastric  and  Stylo- 
hyoid muscles  which  are  seen  at  the  lower  part  of  the  wound,  from  the  parotid  gland,  the  vessel 
will  be  exposed,  and  a  ligature  may  be  applied  to  it.  The  circulation  is  at  once  re-established 
by  the  free  communication  between  most  of  the  large  branches  of  the  .artery  (facial,  lingual, 
superior  thyroid,  occipital)  and  the  corresponding  arteries  of  the  opposite  side,  and  by  the  free 
anastomosis  of  the  facial  with  branches  from  the  internal  carotid,  ot  the  occipital  with  branches 
of  the  subclavian,  etc. 

Branches.  The  external  carotid  artery  gives  off  eight  branches,  which,  for 
convenience  of  description,  may  be  divided  into  four  sets.  (See  Fig.  305,  Plan 
of  the  Branches.) 

Anterior.  Posterior.  Ascending.  Terminal. 

Superior  Thyroid.     Occipital.  Ascending  Pha-     Temporal. 

Lingual.  Posterior  Auricular.        ryngeal.  Internal  Maxillary. 

Facial. 

The  student  is  here  reminded  that  many  variations  are  met  with  in  the  number, 
origin,  and  course  of  these  branches  in  different  subjects ;  but  the  above  arrange- 
ment is  that  which  is  found  in  the  great  majority  of  cases. 

The  Superior  Thyroid  Artery  (Figs.  304  and  309)  is  the  first  branch  given 
off  from  the  external  carotid,  being  derived  from  that  vessel  just  below  the 
great  cornu  of  the  hyoid  bone.  At  its  commencement,  it  is  quite  superficial, 
being  covered  by  the  integument,  fascia,  and  Platysma,  and  is  contained  in  the 
triangular  space  bounded  by  the  Sterno-mastoid,  Digastric,  and  Omo-hyoid 
muscles.  After  running  upwards  and  inwards  for  a  short  distance,  it  curves 
downwards  and  forwards,  in  an  arched  and  tortuous  manner,  to  the  upper  part 
of  the  thyroid  gland,  passing  beneath  the  Omo-hyoid,  Sterno-hyoid,  and  Sterno- 
thyroid muscles;  and  distributes  numerous  branches  to  the  anterior  surface  of 
the  gland,  anastomosing  with  its  fellow  of  the  opposite  side,  and  with  the  inferior 
thyroid  arteries.  Besides  the  arteries  distributed  to  the  muscles  and  the  sub- 
stance of  the  gland,  the  branches  of  the  superior  thyroid  are  the  following: 

Hyoid.  Superior  Laryngeal. 

Superficial  descending  branch  (Sterno-mastoid).  Crico-thyroid. 

The  hyoid  is  a  small  branch  which  runs  along  the  lower  border  of  the  os 
hyoides,  beneath  the  thyro-hyoid  muscle ;  after  supplying  the  muscles  connected 
to  that  bone,  it  forms  an  arcn,  by  anastomosing  with  the  vessel  of  the  opposite 
side. 

The  superficial  descending  branch  runs  downwards  and  outwards  across  the 
sheath  of  the  common  carotid  artery,  and  supplies  the  Sterno-mastoid  and 
neighboring  muscles  and  integument.  It  is  of  importance  that  the  situation  of 
this  vessel  be  remembered,  in  the  operation  for  tying  the  common  carotid 
artery.  There  is  often  a  distinct  branch  from  the  external  carotid  distributed 
to  the  Sterno-mastoid  muscle. 

The  superior  laryngeal,  larger  than  either  of  the  preceding,  accompanies  the 
superior  laryngeal  nerve,  beneath  the  Thyro-hyoid  muscle ;  it  pierces  the  thyro- 
hyoid membrane,  and  supplies  the  muscles,  mucous  membrane,  and  glands  of 
the  larynx  and  epiglottis,  anastomosing  with  the  branch  from  the  opposite  side. 

The  crico-thyroid  (inferior  laryngeal)  is  a  small  branch  which  runs  transversely 
across  the  crico-thyroid  membrane,  communicating  with  the  artery  of  the  opposite 
side.  The  position  of  this  vessel  should  be  remembered,  as  it  may  prove  the 
source  of  troublesome  hemorrhage  during  the  operation  of  laryngotomy. 

Surgical  Anatomy.  The  superior  thyroid,  or  some  of  its  branches,  is  often  divided  in  cases 
of  cut  throat,  giving1  rise  to  considerable  hemorrhage.  In  such  cases,  the  artery  should  be  secured, 
the  wound  being  enlarged  for  that  purpose,  if  necessary.  The  operation  may  be  easily  performed, 
the  position  of  the  artery  being  very  superficial,  and  the  only  structures  of  importance  covering 
it  being  a  few  small  veins.  The  operation  of  tying  the  superior  thyroid  artery,  in  bronchocele, 
has  been  performed  in  numerous  instances  with  partial  or  temporary  success.  Wheji,  however, 
the  collateral  circulation  between  this  vessel  and  the  artery  of  the  opposite  side,  and  the  inferior 
thyroid,  is  completely  re-established,  the  tumor  usually  regains  its  former  size. 
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The  Lingual  Aktery  (Fig.  309)  arises  from  the  external  carotid  between  the 
superior  thyroid  and  facial;  it  runs  obliquely  upwards  and  inwards  to  the 
great  cornu  of  the  hyoid  bone,  then  passes  horizontally  forwards  parallel  with 
the  great  cornu,  and,  ascending  perpendicularly  to  the  under  surface  of  the 
tongue,  turns  forwards  on  its  under  surface  as  far  as  the  tip  of  that  organ,  under 
the  name  of  the  ranine  artery. 

Relations.  Its  first,  or  oblique  portion,  is  superficial,  being  contained  in  the 
triangular  space  already  described,  resting  upon  the  middle  constrictor  of  the 
pharynx,  and  covered  by  the  Platysma,  and  fascia  of  the  neck.  Its  second,  or 
horizontal  portion,  also  lies  upon  the  Middle  constrictor,  being  covered  at  first 
by  the  tendon  of  the  Digastric  and  the  Stylo-hyoid  muscle,  and  afterwards  by 
the  Hyo-glossus,  the  latter  muscle  separating  it  from  the  hypoglossal  nerve.  Its 
third,  or  ascending  portion,  lies  between  the  Hyo-glossus  and  Genio-hyo-glossus 
muscles.  The  fourth,  or  terminal  part,  under  the  name  of  the  ranine,  runs  along 
the  under  surface  of  the  tongue  to  its  tip :  it  is  very  superficial,  being  covered 
only  by  the  mucous  membrane,  and  rests  on  the  Lingualis  on  the  outer  side  of 
the  Genio-hyo-glossus.  The  hypoglossal  nerve  lies  nearly  parallel  with  the 
lingual  artery,  separated  from  it,  in  the  second  part  of  its  course,  by  the  Hyo- 
glossus  muscle. 

The  branches  of  the  lingual  artery  are,  the 

Hyoid.  Sublingual. 

Dorsalis  Linguae.  Baninc. 

The  hyoid  branch  runs  along  the  upper  border  of  the  hyoid  bone,  supplying 
the  muscles  attached  to  it  and  anastomosing  with  its  fellow  of  the  opposite  side. 

The  dorsalis  linguae  (Fig.  309)  arises  from  the  lingual  artery  beneath  the  Hyo- 
glossus  muscle  (which,  in  the  figure,  has  been  partly  cut  away,  to  show  the 
vessel);  ascending  to  the  dorsum  of  the  tongue,  it  supplies  the  mucous  mem- 
brane, the  tonsil,  soft  palate,  and  epiglottis ;  anastomosing  with  its  fellow  from 
the  opposite  side. 

The  sublingual,  which  may  be  described  as  a  branch  of  bifurcation  of  the 
lingual  artery,  arises  at  the  anterior  margin  of  the  Hyo-glossus  muscle,  and, 
running  forwards  and  outwards  beneath1  the  Mylo-hyoid  to  the  sublingual  gland, 
supplies  its  substance,  giving  branches  to  the  Mylo-hyoid  and  neighboring 
muscles,  the  mucous  membrane  of  the  mouth  and  gums. 

The  ranine  may  be  regarded  as  the  other  branch  of  bifurcation,  or,  as  is  more 
usual,  as  the  continuation  of  the  lingual  artery ;  it  runs  along  the  under  surface 
of  the  tongue,  resting  on  the  Lingualis,  and  covered  by  the  mucous  membrane 
of  the  mouth ;  it  lies  on  the  outer  side  of  the  Genio-hyo-glossus,  and  is  covered 
by  the  Hyo-glossus  and  Stylo-glossus,  accompanied  by  the  gustatory  nerve.  On 
arriving  at  the  tip  of  the  tongue,  it  anastomoses  with  the  artery  of  the  opposite 
side.     These  vessels  in  the  mouth  are  placed  one  on  each  side  of  the  fraenum. 

Surgical  Anatomy.  The  lingual  artery  may  be  divided  near  its  origin  in  cases  of  cut  throat, 
a  complication  that  not  unfrequently  happens  in  this  class  of  wounds,  or  severe  hemorrhage  which 
cannot  be  restrained  by  ordinary  means,  may  ensue  from  a  wound,  or  deep  ulcer,  of  the  tongue. 
In  the  former  case,  the  primary  wound  may  be  enlarged  if  necessary,  and  the  bleeding  vessel 
secured.  In  the  latter  case,  it  has  been  suggested  that  the  lingual  artery  should  be  tied  near  its 
origin.  Ligature  of  the  lingual  artery  is  also  occasionally  practised,  as  a  palliative  measure,  in 
cases  of  tumor  of  the  tongue,  in  order  to  check  the  progress  of  the  disease.  The  operation  is  a 
difficult  one,  on  account  of  the  depth  of  the  artery,  the  number  of  important  parts  by  which  it  is 
surrounded,  the  loose  and  yielding  nature  of  the  parts  upon  which  it  is  supported,  and  its  occa- 
sional irregularity  of  origin.  An  incision  is  to  be  made,  about  two  and  a  half  inches  in  length, 
running  obliquely  downwards  and  backwards,  and  having  its  centre  opposite  the  point  of  the  great 
cornu  of  the  hyoid  bone,  which  is  the  guide  to  the  artery.  The  parts  being  gradually  dissected, 
the  hypoglossal  nerve  will  come  first  into  view,  and  then  the  artery  must  be  carefully  sought  for 
among  the  loose  tissue  at  the  bottom  of  the  wound,  care  being  taken  not  to  open  the  pharynx. 
Large  veins,  the  internal  jugular  or  some  of  its  branches,  may  be  met  with,  and  prove  a  source  of 
embarrassment. 


1  That  is  to  say.  it  is  deeper  than  the  muscle  in  dissecting  from  the  surface.    In  the  natural 
position  of  the  body,  the  artery  lies  above  the  muscle. 


Troublesome  hemorrhage  may  occur  in  the  division  of  the  frsnnm  in  children,  if  the  ratline 
artery,  which  lies  on  each  side  of  it,  is  cat  through.  The  student  should  remember  that  the  ope- 
ration is  always  to  be  performed  with  a  pair  of  blunt-pointed  scissors,  and  the  mucous  membrane 
only  is  to  be  divided  by  a  very  superficial  cnt,  which  cannot  endanger  any  vessel.  The  scissors, 
also,  should  be  directed  away  from  the  tongue.  Any  further  liberation  of  the  tongue,  which  may 
be  necessary,  can  be  effected  by  tearing. 

The  Facial  Abtery  (Fig.  306)  arises  a  little  above  the  lingual,  and  ascends 
obliquely  forwards  and  upwards,  beneath,  the  body  of  the  lower  jaw,  to  the  sub- 
maxillary gland,  in  which  it  lies  imbedded  in  a  groove  on  its  posterior  and  upper 

Fig.  306.— The  Arteries  of  the  Face  and  Scalp.1 


border ;  this  may  be  called  the  cervical  part  of  the  artery.  It  then  curves  up- 
wards over-  the  body  of  the  jaw  at  the  anterior  inferior  angle  of  the  Masseter 
muscle,  ascends  forwards  and  upwards  across  the  check  to  the  angle  of  the 
mouth,  passes  up  along  the  side  of  the  nose,  and  terminates  at  the  inner  canthus 
of  the  eye,  under  the  name  of  the  angular  artery.  This  vessel,  both  in  the 
neck,  and  on  the  face,  is  remarkably  tortuous ;  in  the  former  situation,  to  accom- 
modate itself  to  the  movement  of  the  pharynx  in  deglutition ;  and  in  the  latter, 
to  the  movements  of  the  jaw,  and  the  lips  and  cheeks. 

Relations.  In  the  neck,  its  origin  is  superficial,  being  covered  by  the  integu- 
ment, Platysma,  and  fascia ;  it  then  passes  beneath  the  Digastric  and  Stylo-hyoid 
muscles,  and  the  submaxillary  gland.    On  the/ace,  where  it  passes  over  the  body 

1  The  muscular  tissue  of  the  line  must  be  supposed  to  have  been  cut  away,  in  order  to  show  the 
coarse  of  the  coronary  arteries. 
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of  the  lower  jaw,  it  is  comparatively  superficial,  lying  immediately  beneath  the 
Platysma.  In  this  situation,  its  pulsation  may  be  distinctly  felt  and  compression 
of  the  vessel  effectually  made  against  the  bone.  In  its  course  over  the  face,  it 
is  covered  by  the  integument,  the  fat  of  the  cheek,  and,  near  the  angle  of  the 
mouth,  by  tne  Platysma  and  Zygomatic  muscles.  It  rests  on  the  Buccinator, 
the  Levator  anguli  oris,  and  the  Levator  labii  superioris.  It  is  accompanied  by 
the  facial  vein  throughout  its  entire  course ;  the  vein  is  not  tortuous  like  the 
artery,  and,  on  the  face,  is  separated  from  that  vessel  by  a  considerable  interval, 
lying  to  its  outer  side.  The  branches  of  the  facial  nerve  cross  the  artery,  and 
the  infra-orbital  nerve  lies  beneath  it. 

The  branches  of  this  vessel  may  be  divided  into  two  sets,  those  given  off  below 
the  jaw  (cervical),  and  those  on  the  face  (facial) : — 

Cervical  Branches.  Facial  Branches. 

Inferior  or  Ascending  Palatine.  Muscular. 

Tonsillar.  Inferior  Labial. 

Submaxillary.  Inferior  Coronary. 

Submental.  Superior  Coronary. 

Lateralis  Nasi. 

Angular. 

The  inferior  or  ascending  palatine  (Fig.  309)  passes  up  between  the  Stylo- 
glossus and  Stylo-pharyngeus  to  the  outer  side  of  the  pharynx.  After  supplying 
these  muscles,  the  tonsil,  and  Eustachian  tube,  it  divides,  near  the  Levator 
palati,  into  two  branches ;  one  follows  the  course  of  the  Tensor  palati,  and  sup- 
plies the  soft  palate  and  the  palatine  glands ;  the  other  passes  to  the  tonsil, 
which  it  supplies,  anastomosing  with  the  tonsillar  artery.  These  vessels  inos- 
culate with  the  posterior  palatine  branch  of  the  internal  maxillary  artery. 

The  tonsillar  branch  (Fig.  309)  passes  up  along  the  side  of  the  pharynx,  and, 
perforating  the  Superior  constrictor,  ramifies  in  the  substance  of  the  tonsil  and 
root  of  the  tongue. 

The  submaxillary  consist  of  three  or  four  large  branches,  which  supply  the 
submaxillary  gland,  some  being  prolonged  to  the  neighboring  muscles,  lymphatic 
glands,  and  integument.  ^ 

The  submental,  the  largest  of  the  cervical  branches,  is  given  off  from  the  facial 
artery,  just  as  that  vessel  quits  the  submaxillary  gland ;  it  runs  forwards  upon 
the  Mylo-hyoid  muscle,  just  below  the  body  of  the  jaw,  and  beneath  the  Digas- 
tric; after  supplying  the  muscles  attached  to  the  jaw,  and  anastomosing  with 
the  sub-lingual  artery,  it  arrives  at  the  symphysis  of  the  chin,  where  it  divides 
into  a  superficial  and  deep  branch;  the  former  turns  round  the  chin,  and,  pass- 
ing between  the  integument  and  Depressor  labii  inferioris,  supplies  both,  and 
anastomoses  with  the  inferior  labial.  The  deep  branch  passes  beneath  the  latter 
muscle  and  the  bone,  supplies  the  lip,  and  anostomoses  with  the  inferior  labial 
and  mental  arteries. 

The  muscular  branches  are  distributed  to  the  internal  Pterygoid,  Masseter, 
and  Buccinator. 

The  inferior  labial  passes  beneath  the  Depressor  anguli  oris,  to  supply  the 
muscles  and  integument  of  the  lower  lip,  anastomosing  with  the  inferior  coronary, 
and  submental  branches  of  the  facial,  and  with  the  mental  branch  of  the  inferior 
dental  artery. 

The  inferior  coronary  is  derived  from  tUe  facial  artery,  near  the  angle  of  the 
mouth ;  it  passes  upwards  and  inwards  beneath  the  Depressor  anguli  oris,  and, 
penetrating  the  Orbicularis  muscle,  runs  in  a  tortuous  course  along  the  edge  of 
the  lower  lip  between  this  muscle  and  the  mucous  membrane,  inosculating  with 
the  artery  of  the  opposite  side.  This  artery  supplies  the  labial  glands,  the 
mucous  membrane,  and  muscles  of  the  lower  lip;  and  anastomoses  with  the 
inferior  labial,  and  mental  branch  of  the  inferior  dental  artery. 
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The  superior  coronary  is  larger,  and  more  tortuous  in  its  course  than  the  pre- 
ceding. It  follows  the  same  course  along  the  edge  of  the  upper  lip,  lying 
between  the  mucous  membrane  and  the  Orbicularis,  and  anastomoses  with  the 
artery  of  the  opposite  side.  It  supplies  the  textures  of  the  upper  lip,  and  gives 
off  in  its  course  two  or  three  vessels  which  ascend  to  the  nose.  One,  named  the 
artery  of  the  septum,  ramifies  on  the  septum  of  the  nares  as  far  as  the  point  of 
the  nose ;  another  supplies  the  ala  of  the  nose. 

The  lateralis  nasi  is  derived  from  the  facial,  as  that  vessel  is  ascending  along 
the  side  of  the  nose ;  it  supplies  the  ala  and  dorsum  of  the  nose,  anastomosing 
with  its  fellow,  the  nasal  branch  of  the  ophthalmic,  the  artery  of  the  septum,  and 
the  infra-orbital. 

The  angular  artery  is  the  termination  of  the  trunk  of  the  facial ;  it  ascends  to 
the  inner  angle  of  the  orbit,  accompanied  by  a  large  vein,  the  angular ;  it  dis- 
tributes some  branches  on  the  cheek  which  anastomose  with  the  infra-orbital, 
and,  after  supplying  the  lachrymal  sac,  and  Orbicularis  muscle,  terminates  by 
anastomosing  with  the  nasal  branch  of  the  ophthalmic  artery. 

The  anastomoses  of  the  facial  artery  are  very  numerous,  not  only  with  the 
vessel  of  the  opposite  side,  but  with  otner  vessels  from  different  sources,  viz., 
with  the  sublingual  branch  of  the  lingual,  with  the  mental  branch  of  the  inferior 
dental  as  it  emerges  from  the  mental  foramen,  with  the  ascending  pharyngeal 
and  posterior  palatine,  and  with  the  ophthalmic,  a  branch  of  the  internal  carotid; 
it  also  inosculates  with  the  transverse  facial,  and  with  the  infra-orbital. 

PectUiarities.  The  facial  artery  not  un frequently  arises  by  a  common  trunk  with  the  lingual. 
This  vessel  also  is  subject  to  some  variations  in  its  size,  and  in  the  extent  to  which  it  supplies 
the  face.  It  occasionally  terminates  as  the  submental,  and  not  unfrequently  supplies  the  face 
only  as  high  as  the  angle  of  the  mouth  or  nose.  The  deficiency  is  then  supplied  by  enlargement 
of  one  of  the  neighboring  arteries. 

Surgical  Anatomy.  The  passage  of  the  facial  artery  over  the  body  of  the  jaw  would  appear 
to  afford  a  favorable  position  for  the  application  of  pressure  in  cases  of  hemorrhage  from  the  lips, 
the  result  either  of  an  accidental  wound,  or  from  an  operation  ;  but  its  application  is  useless, 
except  for  a  very  short  time,  on  account  of  the  free  communication  of  this  vessel  with  its  fellow, 
and  with  numerous  branches  from  different  sources.  In  a  wound  involving  the  lip,  it  is  better  to 
6eize  the  part  between  the  fingers,  and  evert  it,  when  the  bleeding  vessel  may  be  at  once  secured 
with  a  tenaculum.  In  order  to  prevent  hemorrhage  in  cases  of  excision,  or  in  the  removal  of 
diseased  growths  from  the  part,  the  lip  should  be  compressed  on  each  side  between  the  finger 
and  thumb,  whilst  the  surgeon  excises  the  diseased  part.  In  order  to  stop  hemorrhage  where  the 
lip  has  been  divided  in  an  operation,  it  is  necessary,  in  uniting  the  edges  of  the  wound,  to  pass 
the  sutures  through  the  cut  edges,  almost  as  deep  as  its  mucous  surface  ;  by  these  means,  not 
only  are  the  cut  surfaces  more  neatly  and  securely  adapted  to  each  other,  but  the  possibility  t>f 
hemorrhage  is  prevented  by  including  in  the  suture  the  divided  artery.  If  the  suture  is,  on 
the  contrary,  passed  through  merely  the  cutaneous  portion  of  the  wound,  hemorrhage  occurs  into 
the  cavity  of  the  mouth.  The  student  should,  lastly,  observe  the  relation  of  the  angular  artery 
to  the  lachrymal  sac,  and  it  will  be  6een  that,  as  the  vessel  passes  up  along  the  inner  margin  of 
the  orbit,  it  ascends  on  its  nasal  side.  In  operating  for  fistula  lachrymalis,  the  sac  should  always 
be  opened  on  its  outer  side,  in  order  that  this  vessel  may  be  avoided. 

The  Occipital  Artery  (Fig.  306)  arises  from  the  posterior  part  of  the  exter- 
nal carotid,  opposite  the  facial,  near  the  lower  margin  of  the  Digastric  muscle. 
At  its  origin,  it  is  covered  by  the  posterior  belly  of  the  Digastric  and  Stylo- 
hyoid muscles,  and  part  of  tlie  parotid  gland,  the  hypoglossal  nerve  winding 
around  it  from  behind  forwards ;  higher  up,  it  passes  across  the  internal  carotid 
artery,  the  internal  jugular  vein,  and  the  pneumogastric  and  spinal  accessory 
nerves ;  it  then  ascends  to  the  interval  between  the  transverse  process  of  the 
atlas,  and  the  mastoid  process  of  the  temporal  bone,  and  passes  horizontally 
backwards,  grooving  the  surface  of  the  latter  bone,  being  covered  by  the  Sterno- 
mastoid,  Splenius,  Digastric,  and  Trachelo-mastoid  muscles,  and  resting  upon 
the  Complcxus,  Superior  oblique,  and  Rectus  capitis  posticus  major  muscles : 
it  then  ascends  vertically  upwards,  piercing  the  cranial  attachment  of  the  Tra- 
pezius, and  passes  in  a  tortuous  course  ovefr  the  occiput,  as  high  as  the  vertex, 
where  it  divides  into  numerous  branches. 
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The  branches  given  off  from  this  vessel  are, 

Muscular.  Meningeal. 

Auricular.  Arteria  Princeps  Cervicis. 

The  muscular  branches  supply  the  Digastric,  Stylo-hyoid,  Sterno-mastoid, 
Splenius,  and  Trachelo-mastoid  muscles.  The  branch  distributed  to  the  Sterno- 
mastoid  is  of  large  size. 

The  auricular  branch  supplies  the  back  part  of  the  concha. 

The  meningeal  branch  ascends  with  the  internal  jugular  vein,  and  enters  the 
skull  through  the  foramen  lacerum  posterius,  to  supply  the  dura  mater  in  the 
posterior  fossa. 

The  arteria  princeps  cervicis  (Fig.  309)  is  a  large  branch  which  descends  along 
the  back  part  of  the  neck,  and  divides  into  a  superficial  and  deep  branch.  The 
former  runs  beneath  the  Splenius,  giving  off  branches  which  perforate  that 
muscle  to  supply  the  Trapezius,  anastomosing  with  the  superficial  cervical  artery: 
the  latter  passes  beneath  the  Complexus,  between  it  ana  the  Semispinalis  colli, 
and  anastomoses  with  the  vertebral  and  deep  cervical  branch  of  the  superior 
intercostal.  The  anastomosis  between  these  vessels  serves  mainly  to  establish 
the  collateral  circulation  after  ligature  of  the  carotid  or  subclavian  artery. 

The  cranial  branches  of  the  occipital  artery  are  distributed  upon  the  occiput ; 
they  are  very  tortuous,  and  lie  between  the  integument  and  Occipito-frontalis, 
anastomosing  with  the  artery  of  the  opposite  side,  the  posterior  auricular,  and 
temporal  arteries.  They  supply  the  back  part  of  the  Occipito-frontalis  muscle, 
the  integument  and  pericranium,  and  one  or  two  branches  occasionally  pass 
through  the  parietal  or  mastoid  foramina,  to  supply  the  dura  mater. 

The  Posterior  Auricular  Artery  (Fig.  306)  is  a  small  vessel  which  arises 
from  the  external  carotid,  above  the  Digastric  and  Stylo-hyoid  muscles,  opposite 
the  apex  of  the  styloid  process.  It  ascends,  under  cover  of  the  parotid  gland,  to 
the  groove  between  the  cartilage  of  the  ear  and  the  mastoid  process,  immediately 
above  which  it  divides  into  two  branches,  an  anterior,  passing  forwards  to  anas- 
tomose with  the  posterior  division  of  the  temporal ;  and  a  posterior,  communi- 
cating with  the  occipital.  Just  before  arriving  at  the  mastoid  process,  this  artery 
is  crossed  by  the  portio  dura,  and  has  beneath  it  the  spinal  accessory  nerve. 

Besides  several  small  branches  to  the  Digastric,  Stylo-hyoid,  and  Sterno-mas- 
toid muscles,  and  to  the  parotid  gland,  this  vessel  gives  off  two  branches: — 

Stylo-mastoid.  Auricular. 

The  stylo-mastoid  branch  enters  the  stylo-mastoid  foramen,  and  supplies  the 
tympanum,  mastoid  cells,  and  semicircular  canals.  In  the  young  subject  a 
branch  from  this  vessel  forms,  with  the  tympanic  branch  from  the  internal  maxil- 
lary, a  vascular  circle,  which  surrounds  the  auditory  meatus,  and  from  which 
delicate  vessels  ramify  on  the  merabrana  tympani. 

The  auricular  branch  is  distributed  to  the  back  part  of  the  cartilage  of  the  ear, 
upon  which  it  ramifies  minutely,  some  branches  curving  round  the  margin  of 
the  fibro-cartilage,  others  perforating  it,  to  supply  its  anterior  surface. 

The  Ascending  Pharyngeal  Artery  (Fig.  309),  the  smallest  branch  of  the 
external  carotid,  is  a  long  slender  vessel,  deeply  seated  in  the  neck,  beneath  the 
other  branches  of  the  external  carotid  and  the  Stylo-pharyngeus  muscle.  It 
arises  from  the  back  part  of  the  external  carotid,  near  the  commencement  of  that 
vessel,  and  ascends  vertically  between  the  internal  carotid  and  the  side  of  the 
pharynx,  to  the  under  surface  of  the  base  of  the  skull,  lying  on  the  Rectus  capi- 
tis anticus  major.  Its  branches  may  be  subdivided  into  three  sets :  1.  Those 
directed  outwards  to  supply  muscles  and  nerves.  2.  Those  directed  inwards  to 
the  pharynx.     3.  Meningeal  branches. 

The  external  branches  are  numerous  small  vessels,  which  supply  the  Recti  capi- 
tis antici  muscles,  the  sympathetic,  hypoglossal,  and  pneumogastric  nerves,  and 
31 
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the  lymphatic  glands  of  the  neck,  anastomosing  with  the  ascending  cervical 
artery. 

The  pharyngeal  branches  are  three  or  four  in  number.  Two  of  these  descend 
to  supply  the  middle  and  inferior  Constrictors  and  the  Stylo-pharyngeus,  rami- 
fying in  their  substance  and  in  the  mucous  membrane  lining  them.  The  largest 
of  the  pharyngeal  branches  passes  inwards,  running  upon  the  Superior  constrictor, 
and  sends  ramifications  to  the  soft  palate,  Eustachian  tube,  and  tonsil,  which  take 
the  place  of  the  ascending  palatine  branch  of  the  facial  artery,  when  that  vessel 
is  of  small  size. 

The  meningeal  branches  consist  of  several  small  vessels,  which  pass  through 
foramina  in  the  base  of  the  skull,  to  supply  the  dura  mater.  One,  the  posterior 
meningeal,  enters  the  cranium  through  the  foramen  lacerum  posterius,  with  the 
internal  jugular  vein.  A  second  passes  through  the  foramen  lacerum  medium  ; 
and  occasionally  a  third  through  the  anterior  condyloid  foramen.  They  are  all 
distributed  to  the  dura  mater. 

The*TEMPORAL  Artery  (Fig.  306),  the  smaller  of  the  two  terminal  branches 
of  the  external  carotid,  appears,  from  its  direction,  to  be  the  continuation  of  that 
vessel.  It  commences  in  the  substance  of  the  parotid  gland,  in  the  interspace 
between  the  neck  of  the  condyle  of  the  lower  jaw  and  the  external  meatus,  crosses 
over  the  root  of  the  zygoma,  immediately  beneath  the  integument,  and  divides 
about  two  inches  above  the  zygomatic  arch  into  two  branches,  an  anterior  and 
a  posterior. 

The  anterior  temporal  inclines  forwards  over  the  forehead,  supplying  the  mus- 
cles, integument,  and  pericranium  in  this  region,  and  anastomoses  with  the  supra- 
orbital and  frontal  arteries,  its  branches  being  directed  from  before  backwards. 

The  posterior  temporal,  larger  than  the  anterior,  curves  upwards  and  back- 
wards along  the  side  of  the  head,  lying  above  the  temporal  fascia,  and  inoscu- 
lates with  its  fellow  of  the  opposite  side,  and  with  the  posterior  auricular  and 
occipital  arteries. 

The  temporal  artery,  as  it  crosses  the  zygoma,  is  covered  by  the  Atrahens 
aurem  muscle,  and  by  a  dense  fascia  given  off  from  the  parotid  gland;  it  is  also 
usually  crossed  by  one  or  two  veins,  and  accompanied  by  branches  of  the  facial 
and  auriculo-temporal  nerves.  Besides  some  twigs  to  the  parotid  gland,  the 
articulation  of  the  jaw,  and  the  Masseter  muscle,  its  branches  are  the 

Transverse  Facial.  Middle  Temporal. 

Anterior  Auricular. 

The  transverse  facial  is  given  off  from  the  temporal  before  that  vessel  quits 
the  parotid  gland ;  running  forwards  through  its  substance,  it  passes  transversely 
across  the  face,  between  Steno's  duct  and  the  lower  border  of  the  zygoma,  and 
divides  on  the  side  of  the  face  into  numerous  branches,  which  supply  the  parotid 
gland,  the  Masseter  muscle,  and  the  integument,  anastomosing  with  the  facial 
and  infraorbital  arteries.  This  vessel  rests  on  the  Masseter,  and  is  accompanied 
by  one  or  two  branches  of  the  facial  nerve.  It  is  sometimes  a  branch  of  the 
external  carotid. 

The  middle  temporal  artery  arises  immediately  above  the  zygomatic  arch,  and 
perforating  the  temporal  fascia,  supplies  the  Temporal  muscle,  anastomosing  with 
the  deep  temporal  branches  of  the  internal  maxillary.  It  occasionally  gives  off 
an  orbital  branch,  which  runs  along  the  upper  border  of  the  zygoma,  between 
the  two  layers  of  the  temporal  fascia,  to  the  outer  angle  of  the  orbit.  This 
branch  supplies  the  Orbicularis  palpebrarum,  and  anastomoses  with  the  lach- 
rymal and  palpebral  branches  of  the  ophthalmic  artery. 

The  anterior  auricular  branches  are  distributed  to  the  anterior  portion  of  the 
pinna,  the  lobule,  and  part  of  the  external  meatus,  anastomosing  with  branches 
of  the  posterior  auricular. 

Surgical  Anatomy.  It  occasionally  happens  that  the  surgeon  is  called  npon  to  perform  the 
operation  of  arteriotomy  upon  this  vessel  in  cases  of  inflammation  of  the  eye  or  brain.     Under 
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these  circumstances,  the  anterior  branch  is  the  one  usually  selected.  If  the  student  will  consider 
the  relations  of  the  trunk  of  this  Teasel,  as  it  crosses  the  zygomatic  arch,  with  the  surrounding 
structures,  he  will  observe  that  it  is  covered  by  a  thick  and  dense  fascia,  crossed  by  one  or  two 
veins,  and  accompanied  by  branches  of  the  facial  and  auriculo-temporal  nerves.  Bleeding  should 
not  be  performed  in  this  sitaation,  as  much  difficulty  may  arise  from  the  dense  fascia  over  the 
vessel  preventing  a  free  flow  of  blood,  and  considerable  pressure  is  requisite  afterwards  to  repress 
the  hemorrhage.  Again,  a  varicose  aneurism  may  be  formed  by  the  accidental  opening  of  one  of 
the  veins  jn  front  of  the  artery ;  or  severe  neuralgic  pain  may  arise  from  the  operation  implicating 
one  of  the  nervous  filaments  in  the  neighborhood. 

The  anterior  branch  is,  on  the  contrary,  subcutaneous,  is  a  large  vessel,  and  as  readily  com- 
pressed as  any  other  portion  of  the  artery ;  it  should  consequently  always  be  selected  for  the 

The  Internal  Maxillary  (Fig.  307),  the  larger  of  the  two  terminal  branches 
of  the  external  carotid,  passes  inwards,  at  right  angles  from  that  vessel,  to  the 

Fig.  307.— The  Internal  Maxillary  Artery,  and  its  Branches. 
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inner  side  of  the  neck  of  the  condyle  of  the  lower  jaw,  to  supply  the  deep  struc- 
tures of  the  face.  At  its  origin,  it  is  imbedded  in  the  substance  of  the  parotid 
gland,  being  on  a  level  with  the  lower  extremity  of  the  lobe  of  the  ear. 

In  the  first  part  of  its  course  (maxillary  portion),  the  artery  passes  horizontally 
forwards  and  inwards,  between  the  ramus  of  the  jaw  and  the  internal  lateral 
ligament.  The  artery  here  lies  parallel  with  the  auriculo-temporal  nerve ;  it 
crosses  the  inferior  dental  nerve,  and  lies  beneath  the  narrow  portion  of  the 
External  pterygoid  muscle. 

In  the  second  part  of  its  course  (pterygoid  portion),  it  runs  obliquely  for- 
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wards  and  upwards  upon  the  outer  surface  of  the  External  pterygoid  muscle, 
being  covered  by  the  ramus  of  the  lower  jaw,  and  lower  part  of  the  Temporal 
muscle. 

In  the  third  part  of  its  course  (spheno-maxillary  portion),  it  approaches  the 
superior  maxillary  bone,  and  enters  the  spheno-maxillary  fossa,  in  the  interval 
between  the  processes  of  origin  of  the  External  pterygoid,  where  it  lies  in  rela- 
tion with  Meckel's  ganglion,  and  gives  off  its  terminal  branches. 

Peculiarities.  Occasionally,  this  artery  passes  between  the  two  Pterygoid  muscles.  The  vessel 
in  this  case  passes  forwards  to  the  interval  between  the  processes  of  origin  of  the  External  ptery- 
goid, in  order  to  reach  the  superior  maxillary  bone.  Sometimes  the  vessel  escapes  from  beneath 
the  External  pterygoid  by  perforating  the  middle  of  that  muscle. 

The  branches  of  this  vessel  may  be  divided  into  three  groups,  corresponding 
with  its  three  divisions. 

Branches  from  the  Maxillary  Portion  (Fig.  308). 

Tympanic  (anterior).  Small  Meningeal. 

Middle  Meningeal.  Inferior  Dental. 

The  tympanic  branch  passes  upwards  behind  the  articulation  of  the  lower  jaw, 
enters  the  tympanum  through  the  fissure  of  Glaser,  supplies  the  Laxator  tym- 
pani,  and  ramifies  upon  the  membrana  tympani,  anastomosing  with  the  stylo- 
mastoid, Vidian,  and  tympanic  branch  from  the  internal  carotid. 

The  middle  meningeal  is  the  largest  of  the  branches  which  supply  the  dura 
mater.  It  arises  from  the  internal  maxillary  between  the  internal  lateral  liga- 
ment and  the  neck  of  the  jaw,  and  passes  vertically  upwards  to  the  foramen 
spinosum  of  the  sphenoid  bone.  On  entering  the  cranium,  it  divides  into  two 
branches,  anterior  and  posterior.  The  anterior  branch,  the  larger,  crosses  the 
great  ala  of  the  sphenoid,  and  reaches  the  groove,  or  canal,  in  the  anterior  infe- 
rior angle  of  the  parietal  bone :  it  then  divides  into  branches,  which  spread  out 
between  the  dura  mater  and  internal  surface  of  the  cranium,  some  passing  up- 
wards over  the  parietal  bone  as  far  as  the  vertex,  and  others  backwards  to  the 
occipital  bone.  The  posterior  branch  crosses  the  squamous  portion  of  the  tem- 
poral, and  on  the  inner  surface  of  the  parietal  bone  divides  into  branches  which 
supply  the  posterior  part  of  the  dura  mater  and  cranium.  The  branches  of  this 
vessel  are  distributed  partly  to  the  dura  mater,  but  chiefly  to  the  bones ;  they 
anastomose  with  the  arteries  of  the  opposite  side,  and  with  the  anterior  and 
posterior  meningeal. 

The  middle  meningeal,  on  entering  the  cranium,  gives  off  the  following  colla- 
teral branches :  1.  Numerous  small  vessels  to  the  ganglion  of  the  fifth  nerve, 
and  to  the  dura  mater  in  this  situation.  2.  A  branch  to  the  facial  nerve,  which 
enters  the  hiatus  Fallopii,  supplies  the  facial  nerve,  and  anastomoses  with  the 
stylo-mastoid  branch  of  the  posterior  auricular  artery.  3.  Orbital  branches, 
which  pass  through  the  sphenoidal  fissure,  or  through  separate  canals  in  the 
great  wing  of  the  sphenoid  to  anastomose  with  the  lachrymal  or  other  branches 
of  the  ophthalmic  artery.  4.  Temporal  branches,  which  pass  through  foramina 
in  the  great  wing  of  the  sphenoid,  and  anastomose  in  the  temporal  fossa  with 
the  deep  temporal  arteries. 

The  small  meningeal  is  sometimes  derived  from  the  preceding.  It  enters  the 
skull  through  the  foramen  ovale,  and  supplies  the  Casserian  ganglion  and  dura 
mater.  Before  entering  the  cranium,  it  gives  off  a  branch  to  the  nasal  fossa  and 
soft  palate. 

The  inferior  dental  descends  with  the  dental  nerve-,  to  the  foramen  on  the  inner 
side  of  the  ramus  of  the  jaw.  It  runs  along  the  dental  canal  in  the  substance 
of  the  bone,  accompanied  by  the  nerve,  and  opposite  the  first  bicuspid  tooth 
divides  into  two  branches,  incisor  and  mental ;  the  former  is  continued  forwards 
beneath  the  incisor  teeth  as  far  as  the  symphysis,  where  it  anastomoses  with  the 
artery  of  the  opposite  side ;  the  mental  branch  escapes  with  the  nerve  at  the 
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mental  foramen,  supplies  the  structures  composing  the  chin,  and  anastomoses 
with  the  submental,  inferior  labial,  and  inferior  coronary  arteries.  As  the 
dental  artery  enters  the  foramen,  it  gives  off  a  mylo-hyoid  branch,  which  runs 
in  the  Mylo-hyoid  groove,  and  ramifies  on  the  under  surface  of  the  Mylo-hyoid 
muscle.  The  dental  and  incisor  arteries  during  their  course  through  the  sub- 
stance of  the  bone  give  off  a  few  twigs  which  are  lost  in  the  cancellous  tissue, 
and  a  series  of  branches  which  correspond  in  number  to  the  roots  of  the  teeth : 
these  enter  the  minute  apertures  at  the  extremities  of  the  fangs,  and  supply  the 
pulp  of  the  teeth. 

Branches  of  the  Second,  or  Pterygoid  Portion. 

Deep  Temporal.  Masseteric. 

Pterygoid.  Buccal. 

These  branches  are  distributed,  as  their  names  imply,  to  the  muscles  in  the 
maxillary  region. 

The  deep  temporal  branches,  two  in  number,  anterior  and  posterior,  each  occupy 
that  part  of  the  temporal  fossa  indicated  by  its  name.  Ascending  between  the 
temporal  muscle  and  pericranium,  they  supply  that  muscle,  and  anastomose 
with  the  other  temporal  arteries;  the  anterior  branch  communicating  with  the 
lachrymal  through  small  branches  which  perforate  the  malar  bone,  and  great 
wing  of  the  sphenoid. 

The  pterygoid  branches^  irregular  in  their  number  and  origin,  supply  the 
Pterygoid  muscles. 

The  masseteric  is  a  small  branch  which  passes  outwards  above  the  sigmoid 
notch  of  the  lower  jaw,  to  the  deep  surface  of  the  Masseter.  It  supplies  that 
muscle,  and  anastomoses  with  the  masseteric  branches  of  the  facial  and  with  the 
transverse  facial  artery. 

The  buccal  is  a  small  branch  which  runs  obliquely  forwards  between  the 
Internal  pterygoid  and  the  ramus  of  the  jaw,  to  the  outer  surface  of  the  Bucci- 
nator, to  which  it  is  distributed,  anastomosing  with  branches  of  the  facial  artery. 

Branches  op  the  Third,  or  Sphenomaxillary  Portion. 

Alveolar.  Vidian. 

Infraorbital.  Pterygo-palatine. 

Posterior  or  Descending  Palatine.  Nasal  or  Spheno-palatine. 

The  alveolar  is  given  off  from  the  internal  maxillary  by  a  common  branch 
with  the  infraorbital,  and  just  as  the  trunk  of  the  vesssef  is  passing  into  the 
spheno-maxillary  fossa.  Descending  upon  the  tuberosity  of  the  superior  maxil- 
lary bone,  it  divides  into  numerous  branches;  one,  the  superior  dental,  larger 
than  the  rest,  supplies  the  molar  and  bicuspid  teeth,  its  branches  entering  the 
foramina  in  the  alveolar  process;  some  branches  pierce  the  bone  to  supply  the 
lining  of  the  antrum,  and  others  are  continued  forwards  on  the  alveolar  process 
to  supply  the  gums. 

The  infraorbital  appears,  from  its  direction,  to  be  the  continuation  of  the 
trunk  of  the  internal  maxillary.  It  arises  from  that  vessel  by  a  common  trunk 
with  the  preceding  branch,  and  runs  along  the  infraorbital  canal  with  the 
superior  maxillary  nerve,  emerging  upon  the  face  at  the  infraorbital  foramen, 
beneath  the  Levator  labii,  superioris.  Whilst  contained  in  the  canal,  it  gives 
off  branches  which  ascend  into  the  orbit,  and  supply  the  Inferior  rectus  and 
Inferior  oblique  muscles,  and  the  lachrymal  gland.  Other  branches  descend 
through  canals  in  the  bone,  to  supply  the  mucous  membrane  of  the  antrum, 
and  the  front  teeth  of  the  upper  jaw.  On  the  face,  it  supplies  the  lachrymal 
sac,  and  inner  angle  of  the  orbit,  anastomosing  with  the  facial  artery  and  nasal 
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branch  of  the  ophthalmic;  and  other  branches  descend  beneath  the  Levator 
labii  superioris,  and  anastomose  with  the  transverse  facial  and  buccal  branches. 

The  four  remaining  branches  arise  from  that  portion  of  the  internal  maxillary 
which  is  contained  in  the  spheno-maxillary  fossa. 

The  descending  palatine  passes  down  along  the  posterior  palatine  canal  with 
the  posterior  palatine  branches  of  Meckel's  ganglion,  and  emerging  from  the 
posterior  palatine  foramen,  runs  forwards  in  a  groove  on  the  inner  side  of  the 
alveolar  border  of  the  hard  palate  to  be  distributed  to  the  gums,  the  mucous 
membrane  of  the  hard  palate,  and  palatine  glands.  Whilst  it  is  contained  in 
the  palatine  canal,  it  gives  off  branches,  which  descend  in  the  accessory  palatine 
canals  to  supply  the  soft  palate,  anastomosing  with  the  ascending  palatine  artery ; 
and  anteriorly  it  terminates  in  a  small  vessel,  which  ascends  m  the  anterior 
palatine  canal,  and  anastomoses  with  the  artery  of  the  septum,  a  branch  of  the 
spheno-palatine. 

The  Vidian  branch  passes  backwards  along  the  Vidian  canal  with  the  Vidian 
nerve.  It  is  distributed  to  the  upper  part  of  the  pharynx  and  Eustachian  tube, 
sending  a  small  branch  into  the  tympanum. 

The  ptery go-palatine  is  also  a  very  small  branch,  which  passes  backwards 
through  the  pterygopalatine  canal  with  the  pharyngeal  nerve,  and  is  distri- 
buted to  the  upper  part  of  the  pharynx  and  Eustachian  tube. 

The  nasal  or  spheno-palatine  passes  through  the  spheno-palatine  foramen  into 
the  cavity  of  the  nose,  at  the  back  part  of  the  superior  meatus,  and  divides  into 
two  branches;  one  internal,  the  artery  of  the  septum,  passes  obliquely  downwards 
and  forwards  along  the  septum  nasi,  supplies  the  mucous  membrane,  and  anasto- 
moses in  front  with  the  ascending  branch  of  the  descending  palatine.  The  ex- 
ternal branches,  two  or  three  in  number,  supply  the  mucous  membrane  covering 
the  lateral  wall  of  the  nose,  the  antrum,  and  the  ethmoid  and  sphenoid  cells. 

Surgical  Anatomy  of  the  Triangles  of  the  Neck. 

The  student  having  considered  the  relative  anatomy  of  the  large  arteries  of 
the  neck  and  their  branches,  and  the  relations  they  bear  to  the  veins  and  nerves, 
should  now  examine  these  structures  collectively,  as  they  present  themselves  in 
certain  regions  of  the  neck,  in  each  of  which  important  operations  are  being 
constantly  performed. 

For  this  purpose,  the  Sterno-mastoid,  or  any  other  muscles  that  have  been 
divided  in  the  dissection  of  the  vessels,  should  be  replaced  in  their  normal 
position ;  the  head  should  be  supported  by  placing  a  block  at  the  back  of  the 
neck,  and  the  face  turned  to  the  side  opposite  to  that  which  is  being  examined. 

The  side  of  the  neck  presents  a  somewnat  quadrilateral  outline,  limited,  above, 
by  the  lower  border  of  the  body  of  the  jaw,  and  an  imaginary  line  extending 
from  the  angle  of  the  jaw  to  the  mastoid  process ;  below,  by  the  prominent 
upper  border  of  the  clavicle ;  in  front,  by  the  median  line  of  the  neck ;  behind, 
by  the  anterior  margin  of  the  Trapezius  muscle.  This  space  is  subdivided  into 
two  large  triangles  by  the  Sterno-mastoid  muscle,  which  passes  obliquely  across 
the  neck,  from  the  sternum  and  clavicle,  below,  to  the  mastoid  process,  above. 
The  triangular  space  in  front  of  this  muscle  is  called  the  anterior  triangle;  and 
that  behind  it,  the  posterior  triangle. 

Anterior  Triangular  Space. 

The  Anterior  Triangle  is  limited,  in  front,  by  a  line  extending  from  the  chin 
to  the  sternum;  behind,  by  the  anterior  margin  of  the  Sterno-mastoid;  its  base, 
directed  upwards,  is  formed  by  the  lower  border  of  the  body  of  the  jaw,  and  a 
line  extending  from  the  angle  of  the  jaw  to  the  mastoid  process;  its  apex  is 
below,  at  the  sternum.  The  space  is  covered  by  the  integument,  superficial 
fascia,  Platysma,  and  deep  fascia ;  it  is  crossed  by  branches  of  the  facial  and 
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superficial  cervical  nerves,  and  is  subdivided  into  three  smaller  triangles  by  the 
Digastric  muscle,  above,  and  the  anterior  belly  of  the  Omo-hyoid,  below.  These 
smaller  triangles  are  named  from  below  upwards,  the  inferior  carotid,  the  supe- 
rior carotid,  and  the  submaxillary  triangle. 

The  Inferior  Carotid  Triangle  is  limited,  in  front,  by  the  median  line  of  the 
neck ;  behind,  by  the  anterior  margin  of  the  Sterno-mastoid ;  above,  by  the 
anterior  belly  of  the  Omo-hyoid ;  and  is  covered  by  the  integument,  superficial 
fascia,  Platysma,  and  deep  fascia;  ramifying  between  which  is  seen  the  descending 
branch  of  the  superficialis  colli  nerve.  Beneath  these  superficial  structures,  are 
the  Sterno-hyoia  and  Sternothyroid  muscles,  which,  together  with  the  anterior 
margin  of  the  Sterno-mastoid,  conceal  the  lower  part  of  the  common  carotid 
artery.1 

This  vessel  is  inclosed  within  its  sheath,  together  with  the  internal  jugular 
vein,  and  pneumogastric  nerve ;  the  vein  lying  on  the  outer  side  of  the  artery 
on  the  right  side  of  the  neck,  but  overlapping  it,  or  passing  directly  across  it  on 
the  left  side;  the  nerve  lying  between  the  artery  and  vein,  on  a  plane  posterior 
to  both.  In  front  of  the  sheath  are  a  few  filaments  descending  from  the  loop  of 
communication  between  the  descendens  and  communicans  noni;  behind  the 
sheath  are  seen  the  inferior  thyroid  artery,  the  recurrent  laryngeal  nerve,  and 
the  sympathetic  nerve ;  and  on  its  inner  side,  the  trachea,  the  thyroid  gland, 
much  more  prominent  in  the  female  than  in  the  male,  and  the  lower  part  of  the 
larynx.  By  cutting  into  the  upper  part  of  this  space,  and  slightly  displacing 
the  Sterno-mastoid  muscle,  the  common  carotid  artery  may  be  tied  below  the 
Omo-hyoid  muscle. 

The  floor  of  the  inferior  carotid  triangle  is  formed  by  the  Longus  colli  muscle 
below,  and  by  the  Scalenus  anticus  above  (see  Fig.  255,  p.  371),  between  which 
muscles  the  vertebral  artery  and  vein  will  be  found  passing  into  the  foramen 
in  the  sixth  transverse  process ;  a  small  portion  of  the  origin  of  the  Rectus  capi- 
tis anticus  major  may  also  be  seen  in  the  floor  of  the  space. 

The  Superior  Carotid  Triangle  is  bounded,  behind,  by  the  Sterno-mastoid ; 
below  by  the  anterior  belly  of  the  Omo-hyoid  ;  and  above,  by  the  posterior  belly 
of  the  Digastric  muscle.  Its  floor  is  formed  by  parts  of  the  Thyro-hyoid,  Ilyo- 
glossus,  and  the  inferior  and  middle  Constrictor  muscles  of  the  pharynx;  and  it 
is  covered  by  the  integument,  superficial  fascia,  Platysma,  and  deep  fascia ;  rami- 
fying between  which,  are  branches  of  the  facial  and  superficialis  colli  nerves. 
This  space  contains  the  upper  part  of  the  common  carotid  artery,  which  bifur- 
cates opposite  the  upper  border  of  the  thyroid  cartilage  into  the  external  and 
internal  carotid.  These  vessels  are  occasionally  somewhat  concealed  from  view 
by  the  anterior  margin  of  the  Sterno-mastoid  muscle,  which  overlaps  them.  The 
external  and  internal  carotids  lie  side  by  side,  the  external  being  the  more  ante- 
rior of  the  two.  The  following  branches  of  the  external  carotid  are  also  met 
with  in  this  space:  the  superior  thyroid,  running  forwards  and  downwards;  the 
lingual  directly  forwards ;  the  facial,  forwards  and  upwards ;  the  occipital,  back- 
wards; and  the  ascending  pharyngeal  directly  upwards  on  the  inner  side  of  the 
internal  carotid.  The  veins  met  with  are:  the  internal  jugular,  which  lies  on 
the  outer  side  of  the  common  and  internal  carotid  arteries ;  and  veins  corre- 
sponding to  the  above-mentioned  branches  of  the  external  carotid,  viz.,  the  supe- 
rior thyroid,  the  lingual,  facial,  ascending  pharyngeal,  and  sometimes  the  occi- 
pital ;  all  of  which  accompany  their  corresponding  arteries,  and  terminate  in  the 
internal  jugular.  The  nerves  in  this  space  are  the  following :  In  front  of  the 
sheath  of  the  common  carotid  is  the  descendens  noni.     The  hypoglossal  nerve 

1  Therefore  the  carotid  artery  and  jugular  vein  are  not.  strictly  speaking,  contained  in  this 
triangle,  since  they  are  covered  by  the  Sterno-mastoid  muscle,  that  is  to  say,  lie  behind  the  ante- 
rior border  of  that  muscle,  which  forms  the  posterior  border  of  the  triangle.  But  as  they  lie 
very  close  to  the  structures  which  are  really  contained  in  the  triangle,  and  whose  position  it  is 
essential  to  remember  in  operating  on  this  part  of  the  artery,  it  has  seemed  expedient  to  study 
the  relations  of  all  these  parts  together. 
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crosses  both  carotids  above,  curving  round  the  occipital  artery  at  its  origin. 
Within  the  sheath,  between  the  artery  and  vein,  and  behind  both,  is  the  pneumo- 
gastric  nerve ;  behind  the  sheath,  the  sympathetic.  On  the  outer  side  of  the 
vessels  the  spinal  accessory  nerve  runs  for  a  short  distance  before  it  pierces 
the  Sterno- mastoid  muscle;  and  on  the  inner  side  of  the  internal  carotid,  just 
below  the  hyoid  bone,  may  be  seen  the  superior  laryngeal  nerve ;  and  still  more 
inferiorly,  the  external  laryngeal  nerve.  The  upper  part  of  the  larynx  and 
lower  part  of  the  pharynx  are  also  found  in  the  front  part  of  this  space. 

The  Submaxillary  Triangle  corresponds  to  the  part  of  the  neck  immediately 
beneath  the  body  of  the  jaw.  It  is  bounded,  above,  by  the  lower  border  of  the 
body  of  the  jaw,  the  parotid  gland  and  the  mastoid  process ;  below,  by  the  poste- 
rior belly  of  the  Digastric  and  Stylo-hyoid  muscles;  in  front,  by  the  middle  line 
of  the  neck.  The  floor  of  this  space  is  formed  by  the  anterior  belly  of  the  Digas- 
tric, the  Mylo-hyoid,  and  Hyo-glossus  muscles;  and  it  is  covered  by  the  integu- 
ment, superficial  fascia,  Platysma,  and  deep  fascia ;  ramifying  between  which  are 
branches  of  the  facial  and  ascending  filaments  of  the  superficial  cervical  nerve. 
This  space  contains,  in  front,  the  submaxillary  gland,  imbedded  in  the  substance 
of  which  are  the  facial  artery  and  vein,  and  their  glandular  branches;  beneath 
this  gland,  on  the  surface  of  the  Mylo-hyoid  muscle,  are  the  submental  artery, 
and  the  mylo-hyoid  artery  and  nerve.  The  back  part  of  this  space  is  separated 
from  the  front  part  by  the  stylo-maxillary  ligament;  it  contains  the  external  caro- 
tid artery  ascending  deeply  in  the  substance  of  the  parotid  gland;  this  vessel  here 
lies  in  front  ofj  and  superficial  to,  the  internal  carotid,  being  crossed  by  the  facial 
nerve,  and  gives  off  in  its  course  the  posterior  auricular,  temporal,  and  internal 
maxillary  branches ;  more  deeply  is  the  internal  carotid,  the  internal  jugular  vein, 
and  the  pneumogastric  nerve,  separated  from  the  external  carotid  by  the  Stylo- 
glossus and  Stylo-pharyngcus  muscles,  and  the  glosso-pharyngeal  nerve.1 

Posterior  Triangular  Space. 

The  Posterior  Triangular  Space  is  bounded,  in  front  by  the  Sterno-mastoid 
muscle;  behind,  by  the  anterior  margin  of  the  trapezius;  its  base  corresponds 
to  the  upper  border  of  the  clavicle ;  its  apex,  to  the  occiput.  The  space  is 
crossed  about  an  inch  above  the  clavicle,  by  the  posterior  belly  of  the  Omo-hyoid, 
which  divides  it  unequally  into  two,  an  upper  or  occipital,  and  a  lower  or  sub- 
clavian triangle. 

The  Occipital,  the  larger  of  the  two  posterior  triangles,  is  bounded,  in  front, 
by  the  Sterno-mastoid ;  behind,  by  the  Trapezius ;  below,  by  the  Omo-hyoid.  Its 
floor  is  formed  from  above  downwards  by  the  Splenius,  Levator  anguli  scapulae, 
and  the  middle  and  posterior  Scaleni  muscles.  It  is  covered  by  the  integument, 
the  Platysma  below,  the  superficial  and  deep  fasciae;  and  crossed,  above,  by  the 
ascending  branches  of  the  cervical  plexus ;  the  spinal  accessory  nerve  is  directed 
obliquely  across  the  space  from  the  Sterno-mastoid,  which  it  pierces,  to  the  under 
surface  of  the  Trapezius ;  below,  the  descending  branches  of  the  cervical  plexus 
and  the  transversalis  colli  artery  and  transversalis  cervicis  vein  cross  the  space. 
A  chain  of  lymphatic  glands  is  also  found  running  along  the  posterior  border  of 
the  Sterno-mastoid,  from  the  mastoid  process  to  the  root  of  the  neck. 

The  Sutelavian,  the  smaller  of  the  two  posterior  triangles,  is  bounded,  above 
by  the  posterior  belly  of  the  Omo-hyoid;  below,  by  the  clavicle ;  its  base,  directed 
forwards,  being  formed  by  the  Sterno-mastoid.  The  size  of  this  space  varies 
according  to  the  extent  of  attachment  of  the  clavicular  portion  of  the  Sterno- 
mastoid  and  Trapezius  muscles,  and  also  according  to  the  height  at  which  the 

1  The  BRme  remark  will  apply  to  this  triangle  as  was  made  about  the  inferior  carotid  triangle. 
The  structures  enumerated,  as  contained  in  the  back  part  of  the  space,  lie.  strictly  speaking, 
beneath  the  muscles  which  form  the  posterior  boundary  of  the  triangle ;  but  as  it  is  very  impor- 
tant to  bear  in  mind  their  close  relation  to  the  parotid  gland  and  its  boundaries  (on  account  of 
the  frequency  of  surgical  operations  on  this  gland),  all  these  parts  are  spoken  of  together. 
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Omohyoid  crosses  the  neck  above  the  clavicle.  The  height  also  of  this  space 
varies  much,  according  to  the  position  of  the  arm,  being  much  diminished  by 
raising  the  limb,  on  account  of  the  ascent  of  the  clavicle,  and  increased  by  drawing 
the  arm  downwards,  when  that  bone  is  depressed.  This  space  is  covered  by 
the  integument,  superficial  and  deep  fascia:  and  crossed  by  the  descending 
branches  of  the  cervical  plexus.  Just  above  the  level  of  the  clavicle,  the  third 
portion  of  the  subclavian  artery  curves  outwards  and  downwards  from  the  outer 
margin  of  the  Scalenus  anticus,  across  the  first  rib  to  the  axilla.  Sometimes 
this  vessel  rises  as  high  as  an  inch  and  a  half  above  the  clavicle,  or  to  any  point 
intermediate  between  this  and  its  usual  level.  Occasionally,  it  passes  in  front 
of  the  Scalenus  anticus,  or  pierces  the  fibres  of  that  muscle.  Tne  subclavian 
vein  lies  behind  the  clavicle,  and  is  usually  not  seen  in  this  space ;  but  it  occa- 
sionally rises  as  high  up  as  the  artery,  and  has  even  been  seen  to  pass  with  that 
vessel  behind  the  Scalenus  anticus.  The  brachial  plexus  of  nerves  lies  above 
the  artery  and  in  close  contact  with  it.  Passing  transversely  across  the  clavicu- 
lar margin  of  the  space,  are  the  suprascapular  vessels ;  and  traversing  its  upper 
angle  in  the  same  direction,  the  transverse  cervical  vessels.  The  external  jugu- 
lar vein  runs  vertically  downwards  behind  the  posterior  border  of  the  Sterno- 
mastoid,  to  terminate  in  the  Subclavian  vein ;  it  receives  the  transverse  cervical 
and  suprascapular  veins,  which  occasionally  form  a  plexus  in  front  of  the  artery, 
and  a  small  vein  which  crosses  the  clavicle  from  the  cephalic.  The  small  nerve 
to  the  subclavius  also  crosses  this  triangle  about  its  middle.  A  lymphatic  gland 
is  also  found  in  the  space. 

Internal  Carotid  Artery. 

The  Internal  Carotid  Artery  commences  at  the  bifurcation  of  the  common 
carotid,  opposite  the  upper  border  of  the  thyroid  cartilage,  and  runs  perpen- 
dicularly upwards,  in  front  of  the  transverse  processes  of  the  three  upper  cervi- 
cal vertebrae,  to  the  carotid  foramen  in  the  petrous  portion  of  the  temporal  bone. 
After  ascending  in  it  for  a  short  distance,  it  passes  forwards  and  inwards  through 
the  carotid  canal,  and,  again  ascending  a  little  by  the  side  of  the  sella  Turcica, 
curves  upwards  by  the  anterior  clinoid  process,  where  it  pierces  the  dura  mater, 
and  divides  into  its  terminal  branches. 

This  vessel  supplies  the  anterior  part  of  the  brain,  the  eye,  and  its  appen- 
dages. Its  size,  in  the  adult,  is  equal  to  that  of  the  external  carotid.  In  the 
child,  it  is  larger  than  that  vessel.  It  is  remarkable  for  the  number  of  curva- 
tures that  it  presents  in  different  parts  of  its  course.  In  its  cervical  portion  it 
occasionally  presents  one  or  two  flexures  near  the  base  of  the  skull,  whilst 
through  the  rest  of  its  extent  it  describes  a  double  curvature  which  resembles 
the  italic  letter  8  placed  horizontally  v*.  These  curvatures  most  probably 
diminish  the  velocity  of  the  current  of  blood,  by  increasing  the  extent  of  surface 
over  which  it  moves,  and  adding  to  the  amount  of  impediment  produced  from 
friction.  In  considering  the  course  and  relations  of  this  vessel,  it  may  be  con- 
veniently divided  into  four  portions:  a  cervical,  petrous,  cavernous,  and 
cerebral. 

Cervical  Portion.  This  portion  of  the  internal  carotid  is  superficial  at  its 
commencement,  being  contained  in  the  superior  carotid  triangle,  and  lying  on 
the  same  level  as  the  external  carotid,  but  behind  that  artery,  overlapped  by  the 
Sterno-mastoid,  and  covered  by  the  Platysma,  deep  fascia,  and  integument: 
it  then  passes  beneath  the  parotid  gland,  being  crossed  by  the  hypoglossal  nerve, 
the  Digastric  and  Stylo-hyoid  muscles,  and  the  external  carotid  and  occipital 
arteries.  Higher  up,  it  is  separated  from  the  external  carotid  by  the  Stylo- 
glossus and  Stylo-pharyngeus  muscles,  the  glossopharyngeal  nerve,  and  pharyn- 
geal branch  of  the  pneumogastric.  It  is  in  relation,  behind,  with  the  Rectus 
capitis  anticus  major,  the  superior  cervical  ganglion  of  the  sympathetic,  and 
superior  laryngeal  nerve ;  externally,  with  the  internal  jugular  vein,  and  pneumo- 
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gastric  nerve;  internally,  with  the  pharynx,  tonsil,  and  ascending  pharyngeal 
artery. 

Petrous  Portion.  When  the  internal  carotid  artery  enters  the  canal  in  the 
petrous  portion  of  the  temporal  bone,  it  first  ascends  a  short  distance,  then 
curves  forwards  and  inwards,  and  again  ascends  as  it  leaves  the  canal  to  enter 
the  cavity  of  the  skull     In  this  canal,  the  artery  lies  at  first  anterior  to  the 

Fig.  309.— The  Internal  Carotid  and  Vertebral  Arteries.    Right  Side. 


tympanum,  from  which  it  is  separated  by  a  thin  bony  lamella,  which  is  cribri- 
form in  the  young  subject,  and  often  absorbed  in  old  age.  It  is  separated  from 
the  bonv  wall  of  the  carotid  canal  by  a  prolongation  of  dura  mater,  and  is 
surrounded  by  filaments  of  the  carotid  plexus. 
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Cavernous  Portion.  The  internal  carotid  artery,  in  this  part  of  its  course,  at 
first  ascends  to  the  posterior  clinoid  process,  then  passes  forwards  by  the  side 
of  the  body  of  the  sphenoid  bone,  being  situated  on  the  inner  wall  of  the  caver- 
nous sinus,  in  relation,  externally,  with  the  sixth  nerve,  and  covered  by  the 
lining  membrane  of  the  sinus.  The  third,  fourth,  and  ophthalmic  nerves  are 
placed  on  the  outer  wall  of  the  sinus,  being  separated  from  its  cavity  by  the 
lining  membrane. 

Cerebral  Portion.  On  the  inner  side  of  the  anterior  clinoid  process  the  internal 
carotid  curves  upwards,  perforates  the  dura  mater  bounding  the  sinus,  and  is 
received  into  a  sheath  of  the  arachnoid.  This  portion  of  the  artery  is  on  the 
outer  side  of  the  optic  nerve ;  it  lies  at  the  inner  extremity  of  the  fissure  of 
Sylvius,  having  the  third  nerve  externally. 

Plan  of  the  Relations  of  the  Internal  Carotid  Artery  in  the  Neck. 

In  Front. 
Skin,  superficial  and  deep  fasciae. 
Parotid  gland. 

Styloglossus  and  Stylo-pharyngeus  muscles. 
Glosso-pharyngeal  nerve. 

f  n.  Internally. 

Externally.  f   Intemal   \  Pharynx. 

Internal  jugular  vein.  I     o»~tid      1  Ascending  pharyngeal  artery. 

Pneumogastric  nerve.  V  /  Tonsil. 

Behind. 

Rectus  capitis  anticns  major. 

Sympathetic. 

Superior  laryngeal  nerve. 

Peculiarities.  The  length  of  the  internal  carotid  varies  according  to  the  length  of  the  neck, 
and  also  according  to  the  point  of  bifurcation  of  the  common  carotid.  Its  origin  sometimes  takes 
place  from  the  arch  of  the  aorta ;  in  such  rare  instances,  this  vessel  has  been  found  to  be  placed 
nearer  the  middle  line  of  the  neck  than  the  external  carotid,  as  far  upwards  as  the  larynx,  when 
the  latter  vessel  crossed  the  internal  carotid.  The  course  of  the  vessel,  instead  of  being  straight, 
may  be  very  tortuous.  A  few  instances  are  recorded  in  which  this  vessel  was  altogether  absent : 
in  one  of  these  the  common  carotid  passed  up  the  neck,  and  gave  off  the  usual  branches  of  the 
external  carotid  :  the  cranial  portion  of  the  internal  carotid  being  replaced  by  two  branches  of 
the  internal  maxillary,  which  entered  the  skull  through  the  foramen  rotundum  and  ovale,  and 
joined  to  form  a  single  vessel. 

Surgical  Anatomy.  The  cervical  part  of  the  internal  carotid  is  sometimes  wounded  by  a  stab 
or  gun-shot  wound  in  the  neck,  or  even  occasionally  by  a  stab  from  within  the  mouth,  as  when  a 
person  receives  a  thrust  from  the  end  of  a  parasol,  or  falls  down  with  a  tobacco-pipe  in  his  mouth. 
Id  such  cases  a  ligature  should  be  applied  to  the  common  carotid.  The  relation  of  the  internal 
carotid  with  the  tonsil  should  be  especially  remembered,  as  instances  have  occurred  in  which  the 
artery  has  been  wounded  during  the  operation  of  scarifying  the  tonsil,  and  fatal  hemorrhage  has 
supervened. 

The  branches  given  off  from  the  internal  carotid  are : 

From  the  Petrous  Portion    .     Tympanic  (internal  or  deep). 

!Arteriae  Receptaculi. 
Anterior  Meningeal. 
Ophthalmic, 
f  Anterior  Cerebral. 

tp        *i    n    -l    7  r>    a-        i  Middle  Cerebral. 

From  the  Cerebral  Portion.   A  Po§terior  Communicating. 

Anterior  Choroid. 

The  cervical  portion  of  the  internal  carotid  gives  off  no  branches. 

The  tympanic  is  a  small  branch  which  enters  the  cavity  of  the  tympanum, 
through  a  minute  foramen  in  the  carotid  canal,  and  anastomoses  with  the  tym- 
panic branch  of  the  internal  maxillary,  and  with  the  stylo-mastoid  artery. 
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The  arterite  receptaculi  are  numerous  small  vessels,  derived  from  the  internal 
carotid  in  the  cavernous  sinus;  they  supply  the  pituitary  body,  the  Casserian 
ganglion,  and  the  walls  of  the  cavernous  ana  inferior  petrosal  sinuses.  One  of 
these  branches,  distributed  to  the  dura  mater,  is  called  the  anterior  meningeal; 
it  anastomoses  with  the  middle  meningeal. 

The  Ophthalmic  Abtery  arises  from  the  internal  carotid,  just  as  that  vessel 
is  emerging  from  the  cavernous  siuus,  on  the  inner  side  of  the  anterior  clinoid 
process,  and  enters  the  orbit  through  the  optic  foramen,  below  and  on  the  outer 
side  of  the  optic  nerve.  It  then  passes  across  the  nerve,  to  the  inner  wall  of  the 
orbit,  and  thence  horizontally  forwards,  beneath  the  lower  border  of  the  Superior 
oblique  muscle  to  the  inner  angle  of  the  eye,  where  it  divides  into  two  terminal 
branches,  the  frontal,  and  nasal. 

Branches.     The  branches  of  this  vessel  may  be  divided  into  an  orbital  group, 
which  are  distributed  to  the  orbit  and  surrounding  parts ;  and  an  ocular  group, 
which  supply  the  muscles  and  globe  of  the  eye- 
Fig.  310.— The  OpMlmlm 


Orbital  Group.  Ocular  Group. 

Lachrymal.  Muscular. 

Supraorbital.  Anterior  Ciliary. 

Posterior  Ethmoidal.  Short  Ciliary. 

Anterior  Ethmoidal.  Long  Ciliary. 

Palpebral.  Artcria  Centralis  Retinse. 

Frontal. 

Nasal. 
The  lachrymal  ia  the  first,  and  one  of  the  largest  branches,  derived  from  the 
ophthalmic,  arising  close  to  the  optic  foramen :  not  unfrequently  it  is  given  off 
from  the  artery  before  it  enters  the  orbit.     It  accompanies  the  lachrymal  nerve 
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along  the  upper  border  of  the  External  rectus  muscle,  and  is  distributed  to  the 
lachrymal  gland.  Its  terminal  branches,  escaping  from  the  gland,  are  distributed 
to  the  upper  eyelid  and  conjunctiva,  anastomosing  with  the  palpebral  arteries. 
The  lachrymal  artery  gives  off  one  or  two  malar  branches ;  one  of  which  passes 
through  a  foramen  in  the  malar  bone,  to  reach  the  temporal  fossa,  and  anasto- 
moses with  the  deep  temporal  arteries.  The  other  appears  on  the  cheek,  and 
anastomoses  with  the  transverse  facial.  A  branch  is  also  sent  backwards  through 
the  sphenoidal  fissure,  to  the  dura  mater,  which  anastomoses  with  a  branch  of 
the  middle  meningeal  artery. 

Peculiarities.  The  lachrymal  artery  is  sometimes  derived  from  one  of  the  anterior  branches 
of  the  middle  meningeal  artery. 

The  supraorbital  artery ',  the  largest  branch  of  the  ophthalmic,  arises  from  that 
vessel  above  the  optic  nerve.  Ascending  so  as  to  rise  above  all  the  muscles  of 
the  orbit,  it  passes  forwards,  with  the  frontal  nerve,  between  the  periosteum  and 
Levator  palpebrae ;  and  passing  through  the  supraorbital  foramen,  divides  into  a 
superficial  and  deep  branch,  which  supply  the  muscles  and  integument  of  the 
forehead  and  pericranium,  anastomosing  with  the  temporal,  the  angular  branch 
of  the  facial,  and  the  artery  of  the  opposite  side.  This  artery  in  the  orbit  sup- 
plies the  Superior  rectus  and  the  Levator  palpebrae,  sends  a  branch  inwards, 
across  the  pulley  of  the  Superior  oblique  muscle,  to  supply  the  parts  at  the  inner 
canthus,  and,  at  the  supraorbital  foramen,  frequently  transmits  a  branch  to  the 
diploe. 

The  ethmoidal  branches  are  two  in  number;  posterior  and  anterior.  The 
former,  which  is  the  smaller,  passes  through  the  posterior  ethmoidal  foramen, 
supplies  the  posterior  ethmoidal  cells,  and,  entering  the  cranium,  gives  off  a 
meningeal  branch,  which  supplies  the  adjacent  dura. mater,  and  nasal  branches, 
which  descend  into  the  nose  through  apertures  in  the  cribriform  plate,  anasto- 
mosing with  branches  of  the  spheno-palatine.  The  anterior  ethmoidal  artery 
accompanies  the  nasal  nerve  through  the  anterior  ethmoidal  foramen,  supplies 
the  anterior  ethmoidal  cells  and  frontal  sinuses,  and,  entering  the  cranium, 
divides  into  a  meningeal  branch,  which  supplies  the  adjacent  dura  mater,  and  a 
nasal  branch  which  descends  into  the  nose,  through  an  aperture  in  the  cribriform 
plate. 

The  palpebral  arteries,  two  in  number,  superior  and  inferior,  arise  from  the 
ophthalmic,  opposite  the  pulley  of  the  Superior  oblique  muscle ;  they  encircle 
the  eyelids  near  their  free  margin,  forming  a  superior  and  an  inferior  arch, 
which  lie  between  the  orbicularis  muscle  and  tarsal  cartilages ;  the  superior 
palpebral  inosculating  at  the  outer  angle  of  the  orbit  with  the  orbital  branch  of 
the  temporal  artery,  the  inferior  palpebral  with  the  orbital  branch  of  the  infra- 
orbital artery,  at  the  inner  side  of  the  lid.  From  this  anastomosis,  a  branch 
passes  to  the  nasal  duct,  ramifying  in  its  mucous  membrane,  as  far  as  the  inferior 
meatus. 

The  frontal  artery,  one  of  the  terminal  branches  of  the  ophthalmic,  passes  from 
the  orbit  at  its  inner  angle,  and  ascending  on  the  forehead,  supplies  the  muscles, 
integument,  and  pericranium,  anastomosing  with  the  supraorbital  artery. 

The  nasal  artery,  the  other  terminal  branch  of  the  ophthalmic,  emerges  from 
the  orbit  above  the  tendo  oculi,  and,  after  giving  a  branch  to  the  lachrvmal  sac, 
divides  into  two,  one  of  which  anastomoses  with  the  angular  artery,  the  other 
branch,  the  dorsalis  nasi,  runs  along  the  dorsum  of  the  nose,  supplies  its  entire 
surface,  and  anastomoses  with  the  artery  of  the  opposite  side. 

The  ciliary  arteries  are  divisible  into  three  groups,  the  short,  long,  and  ante- 
rior. The  short  ciliary  arteries,  from  twelve  to  fifteen  in  number,  arise  from  the 
ophthalmic,  or  some  of  its  branches ;  they  surround  the  optic  nerve  as  they  pass 
forwards  to  the  posterior  part  of  the  eyeoall,  pierce  the  sclerotic  coat  around  the 
entrance  of  the  nerve,  ana  supply  the  choroid  coat  and  ciliary  processes.  The 
long  ciliary  arteries,  two  in  number,  also  pierce  the  posterior  part  of  the  sclerotic, 
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and  run  forwards,  along  each  side  of  the  eyeball,  between  the  sclerotic  and 
choroid,  to  the  ciliary  ligament,  where  they  divide  into  two  branches ;  these 
form  an  arterial  circle  around  the  circumference  of  the  iris,  from  which  nume- 
rous radiating  branches  pass  forwards,  in  its  substance,  to  its  free  margin,  where 


they  form  a  second  arterial  circle  around  its  pupillary  margin.  The  anterior 
ciliary  arteries  are  derived  from  the  muscular  branches ;  they  pierce  the  sclerotic 
a  short  distance  from  the  cornea,  and  terminate  in  the  great  arterial  circle  of 

the  iris. 
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The  arteria  centralis  retinae  is  one  of  the  smallest  branches  of  the  ophthalmic 
artery.  It  arises  near  the  optic  foramen,  pierces  the  optic  nerve  obliquely,  and 
runs  forwards,  in  the  centre  of  its  substance,  to  the  retina,  in  which  its  branches 
are  distributed  as  far  forwards  as  the  ciliary  processes.  In  the  human  foetus,  a 
small  vessel  passes  forwards,  through  the  vitreous  humor,  to  the  posterior  sur- 
face of  the  capsule  of  the  lens. 

The  muscular  branches,  two  in  number,  superior  and  inferior,  supply  the 
muscles  of  the  eyeball.  The  superior,  the  smaller,  often  wanting,  supplies  the 
Levator  palpebraa,  Superior  rectus,  and  Superior  oblique.  The  inferior,  more 
constant  in  its  existence,  passes  forwards,  between  the  optic  nerve  and  Inferior 
rectus,  and  is  distributed  to  the  External  and  Inferior  recti,  and  Inferior  oblique. 
This  vessel  gives  off'  most  of  the  anterior  ciliary  arteries. 

The  Cerebral  branches  of  the  internal  carotid  are:  the  anterior  cerebral,  the 
middle  cerebral,  the  posterior  communicating,  and  the  anterior  choroid. 

The  anterior  cerebral  arises  from  the  internal  carotid,  at  the  inner  extremity 
of  the  fissure  of  Sylvius.  It  passes  forwards  in  the  great  longitudinal  fissure 
between  the  two  anterior  lobes  of  the  brain,  being  connected,  soon  after  its  origin, 
with  the  vessel  of  the  opposite  side  by  a  short  anastomosing  trunk,  about  two 
lines  in  length,  the  anterior  communicating.  The  two  anterior  cerebral  arteries, 
lying  side  by  side,  curve  round  the  anteiior  border  of  the  corpus  callosum,  and 
run  along  its  upper  surface  to  its  posterior  part,  where  they  terminate  by 
anastomosing  with  the  posterior  cerebral  arteries.  They  supply  the  olfactory 
and  optic  nerves,  the  under  surface  of  the  anterior  lobes,  the  third  ventricle,  the 
anterior  perforated  space,  the  corpus  callosum,  and  the  inferior  surface  of  the 
hemispheres. 

The  anterior  communicating  artery  is  a  short  branch,  about  two  lines  in  length, 
but  of  moderate  size,  connecting  together  the  two  anterior  cerebral  arteries 
across  the  longitudinal  fissure.  Sometimes  this  vessel  is  wanting,  the  two 
arteries  joining  together  to  form  a  single  trunk,  which  afterwards  subdivides. 
Or  the  vessel  may  be  wholly,  or  partially  subdivided  into  two ;  frequently,  it  is 
longer  and  smaller  than  usual. 

The  middle  cerebral  artery,  the  largest  branch  of  the  internal  carotid,  passes 
obliquely  outwards  along  the  fissure  of  Sylvius,  within  which  it  divides  into 
three  branches :  an  anterior,  which  supplies  the  pia  mater,  investing  the  surface 
of  the  anterior  lobe ;  a  posterior,  whicn  supplies  the  middle  lobe ;  and  a  median 
branch,  which  supplies  the  small  lobe  at  the  outer  extremity  of  the  Sylvian 
fissure.  Near  its  origin,  this  vessel  gives  off  numerous  small  branches  which 
enter  the  locus  perforatus  anticus,  to  be  distributed  to  the  corpus  striatum. 

The  posterior  communicating  artery  arises  from  the  back  part  of  the  internal 
carotid,  runs  directly  backwards,  and  anastomoses  with  the  posterior  cerebral,  a 
branch  of  the  basilar.  This  artery  varies  considerably  in  size,  being  sometimes 
small,  and  occasionally  so  large  that  the  posterior  cerebral  may  be  considered 
as  arising  from  the  internal  carotid  rather  than  from  the  basilar.  It  is  frequently 
larger  on  one  side  than  on  the  other  side. 

The  anterior  choroid  is  a  small  but  constant  branch  which  arises  from  the 
back  part  of  the  internal  carotid,  near  the  posterior  communicating  artery. 
Passing  backwards  and  outwards,  it  enters  the  descending  horn  of  the  lateral 
ventricle,  beneath  the  edge  of  the  middle  lobe  of  the  brain.  It  is  distributed  to 
the  hippocampus  major,  corpus  fimbriatum,  and  choroid  plexus. 

ARTERIES  OF  THE  UPPER  EXTREMITY. 

The  artery  which  supplies  the  upper  extremity  continues  as  a  single  trunk 
from  its  commencement  down  to  tne  elbow ;  but  different  portions  of  it  have 
received  different  names,  according  to  the  region  through  which  it  passes.  That 
part  of  the  vessel  which  extends  from  its  origin  to  the  outer  border  of  the  first 
rib,  is  termed  the  subclavian;  beyond  this  point  to  the  lower  border  of  the 
axilla,  it  is  termed  the  axillary;  and  from  the  lower  margin  of  the  axillary 
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space  to  the  bend  of  the  elbow,  it  is  termed  brachial;  here,  the  single  trunk 
terminates  by  dividing  into  two  branches,  the  radial  and  ulnar,  an  arrangement 
precisely  similar  to  what  occurs  in  the  lower  limb.  ~*^ 

Subclavian  Arteries. 

The  Subclavian  Artery  on  the  right  side  arises  from  the  arteria  innominata 
opposite  the  right  sternoclavicular  articulation ;  on  the  left  side  it  arises  from 
the  arch  of  the  aorta.  It  follows,  therefore,  that  these  two  vessels  must,  in  the 
first  part  of  their  course,  differ  in  their  length,  their  direction,  and  their  relation 
with  neighboring  parts. 

In  order  to  facilitate  the  description  of  these  vessels,  more  especially  in  a  sur- 
gical point  of  view,  each  subclavian  artery  has  been  divided  into  three  parts. 
The  first  portion,  on  t5e  right  side7  ascencls  obliquely  outwards  from  tEe  origin 
of  the\essel  to  the  inner  bonier  of  the  Scalenus  anticus.  On  the  left  side  it 
ascends  vertically  to  gain  the  inner  border  of  that  muscle.  The  second  part 
passes  outwards,  behind  the  Scalenus _  anticus ;  and  the  third  part  passes  from 
tKeTouter  margin  oT~EBat  muscle,"  "beneath  the  clavicle,  to  the  lower  border  of 
the  first  rib,  where  it  becomes  the  axillary  artery.  The  first  portions  of  these 
two  vessels  differ  so  much  in  their  course,  and  in  their  relation  with  neighboring 
parts,  that  they  will  be  described  separately.  The  second  and  third  parts  are 
precisely  alike  on  both  sides. 

First  Part  op  the  Right  Subclavian  Artery.    (Figs.  302,  304.) 

The  right  subclavian  artery  arises  from  the  arteria  innominata,  opposite  the 
right  sterno-clavicular  articulation,  passes  upwards  and  outwards  across  the  root 
of  the  neck,  and  terminates  at  the  inner  margin  of  the  Scalenus  anticus  muscle. 
In  this  part  of  its  course  it  ascends  a  little  above  the  clavicle,  the  extent  to 
which  it  does  so  varying  in  different  cases.  It  is  covered,  in  front,  by  the  integu- 
ment, superficial  fascia,  Platysma,  deep  fascia,  the  clavicular  origin  of  the 
Sterno-mastoid,  the  Sterno-hyoid,  and  Sterno-thyroid  muscles,  and  another  layer 
of  the  deep  fascia.  It  is  crossed  by  the  internal  jugular  and  vertebral  veins,  and 
by  the  pneumogastric,  the  cardiac  branches  of  the  sympathetic,  and  the  phrenic 
nerve.  Beneath,  the  artery  is  invested  by  the  pleura,  and  behind,  it  is  separated 
by  a  cellular  interval  from  the  Longus  colli,  the  transverse  process  of  the  seventh 
cervical  or  first  dorsal  vertebra,  and  the  sympathetic :  the  recurrent  laryngeal 
nerve  winding  around  the  lower  and  back  part  of  the  vessel.  The  subclavian 
vein  lies  below  the  subclavian  artery,  immediately  behind  the  clavicle. 

Plan  of  Relations  of  First  Portion  of  Right  Subclavian  Artery. 

In  front. 

Clavicular  origin  of  Sterno-mastoid. 
Sterno-hyoid  and  Sterno-thyroid. 
Internal  jugular  and  vertebral  veins. 
Pneumogastric,  cardiac,  and  phrenic  nerves. 

Rltht 

Subclavian  \  Beneath. 

Artery. 

iFirst  portion./  Pleura, 


Behind. 

Recurrent  laryngeal  nerve. 

Sympathetic. 

Longus  colli. 

Transverse  process  of  seventh  cervical  or  first  dorsal  vertebra.1 


1  Tn  five  cases  recently  examined  successively  the  artery  was  found  to  lie  on  the  transverse 
process  of  the  first  dorsal. 
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First  Part  of  the  Left  Subclavian  Artery.    (Fig.  302.) 

The  left  subclavian  artery  arises  from  the  end  of  the  transverse  portion  of  the 
arch  of  the  aorta,  opposite  the  third  dorsal  vertebra,  and  ascends  to  the  inner 
margin  of  the  first  rib,  behind  the  insertion  of  the  Scalenus  anticus  muscle. 
This  vessel  is,  therefore,  longer  than  the  right,  situated  more  deeply  in  the 
cavity  of  the  chest,  and  directed  almost  vertically  upwards  instead  of  arching 
outwards  like  the  vessel  of  the  opposite  side. 

It  is  in  relation,  in  front,  with  the  pleura,  the  left  lung,  the  pneumogastric, 
phrenic,  and  cardiac  nerves,  which  lie  paralled  with.it,  the  left  carotid  artery, 
left  internal  jugular  and  innominate  veins,  and  is  covered  by  the  Sterno-thyroid, 
Sterno-hyoid,  and  Sterno-mastoid  muscles;  behind,  it  is  in  relation  with  the 
oesophagus,  thoracic  duct,  inferior  cervical  ganglion  of  the  sympathetic,  Longus 
colli,  and  vertebral  column.  To  its  inner  Me  -are  oesophagus,  trachea  and 
thoracic  duct ;  to  its  outer  side,  the  pleura. 

Plan  of  Relations  of  First  Portion  of  Left  Subclavian  Artery. 

In  Front. 
Pleura  and  left  lung. 

Pneumogastric,  cardiac,  and  phrenic  nerves. 
Left  carotid  artery. 

Left  internal  jugular  and  innominate  veins. 
Sterno-thyroid,  Sternohyoid,  and  Sterno-mastoid  muscles. 


Inner  side. 

(Esophagus. 
Trachea. 
Thoracic  duct 


Left 

Subclavian 
Artery. 
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portion. 


Outer  side. 
Pleura. 


Behind. 

(Esophagus  and  thoracic  duct. 

Inferior  cervical  ganglion  of  sympathetic 

LfOngns  colli  and  vertebral  column. 

Second  and  Third  Parts  of  the  Subclavian  Artery.    (Fig.  304.) 

The  Second  Portion  of  the  Subclavian  Artery  lies  behind  the  Scalenus  anticus 
muscle ;  it  is  very  short,  and  forms  the  highest  part  of  the  arch  described  by 
that  vessel. 

Relations.  It  is  covered,  in  front,  by  the  integument,  Platysma,  Sterno- 
mastoid,  cervical  fascia,  and  by  the  phrenic  nerve,  which  is  separated  from  the 
artery  by  the  Scalenus  anticus  muscle.  Behind,  it  is  in  relation  with  the  Middle 
Scalenus.  Above,  with  the  brachial  plexus  of  nerves.  Below,  with  the  pleura. 
The  subclavian  vein  lies  below  and  in  front  of  the  artery,  separated  from  it  by 
the  Scalenus  anticus. 

Plan  of  Relations  of  Second  Portion  of  Subclavian  Artery. 

In  Front. 

Scalenus  anticus. 
Phrenic  nerve. 
Subclavian  vein. 


Above. 
Brachial  plexus. 
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Below. 
Pleura. 
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Behind. 
Pleura  and  Middle  Scalenus. 
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The  Third  Portion  of  the  Subclavian  Artery  passes  downwards  and  outwards 
from  the  outer  margin  of  the  Scalenus  anticus  to  the  lower  border  of  the  first 
rib,  where  it  becomes  the  axillary  artery.  This  portion  of  the  vessel  is  the 
most  superficial,  and  is  contained  in  a  triangular  space,  the  base  of  which  is 
formed  in  front  by  the  Sterno-mastoid,  and  the  two  sides  by  the  Omo-hyoid 
above  and  the  clavicle  below. 

Relations.  It  is  covered,  in  front,  by  the  integument,  the  superficial  fascia, 
the  Platysma,  deep  fascia;  and  by  the  clavicle,  the  Subclavius  muscle,  and  the 
suprascapular  artery  and  vein;  the  clavicular  descending  branches  of  the  cervical 
plexus  and  the  nerve  to  the  subclavius  pass  vertically  downwards  in  front  of  the 
artery.  The  external  jugular  vein  crosses  it  at  its  inner  side,  and  receives  the 
suprascapular  and  transverse  cervical  veins,  which  occasionally  form  a  plexus 
in  front  of  it.  The  subclavian  vein  is  below  the  artery,  lying  close  behind  the 
clavicle.  Behind,  it  lies  on  the  Middle  Scalenus  muscle.  Above  it,  and  to  its 
outer  side,  is  the  brachial  plexus,  and  Omo-hyoid  muscle.  Below,  it  rests  on 
the  outer  surface  of  the  first  rib. 

Plan  of  Relations  of  Third  Portion  of  Subclavian  Artery. 

In  Front. 
Cervical  fascia. 

External  jugular,  suprascapular,  and  transverse  cervical  veins. 
Descending  branches  of  cervical  plexus. 
Subclavius  muscle,  suprascapular  artery,  and  clavicle. 


Above.  /  Subclavian  \  Below. 

Brachial  plexus.  (      ThXT      )  Firat  rib- 

Omo-hyoid.  V    portion. 


Behind. 
Scalenus  medius. 

Peculiarities.  The  Subclavian  arteries  vary  in  their  origin,  their  course,  and  the  height  to 
which  they  rise  in  the  neck. 

Tlie  origin  of  the  right  subclavian  from  the  innominate  takes  place,  in  some  cases,  above  the 
sterno-clavicular  articulation ;  and  occasionally,  but  less  frequently,  in  the  cavity  of  the  thorax, 
below  that  joint.  Or  the  artery  may  arise  as  a  separate  trunk  from  the  arch  of  the  aorta.  In 
such  cases  it  may  be  either  the  first,  second,  third,  or  even  the  last  branch  derived  from  that 
vessel ;  in  the  majority  of  cases,  it  is  the  first  or  last,  rarely  the  second  or  third.  When  it  is  the 
first  branch,  it  occupies  the  ordinary  position  of  the  innominate  artery  ;  when  the  second  or  third, 
it  gains  its  usual  position  by  passing  behind  the  right  carotid ;  and  when  the  last  branch,  it  arises 
from  the  left  extremity  of  the  arch,  at  its  upper  or  back  part,  and  passes  obliquely  towards  the 
right  side,  usually  behind  the  oesophagus  and  right  carotid,  sometimes  between  the  oesophagus 
and  trachea,  to  the  upper  border  of  the  first  rib,  whence  it  follows  its  ordinary  course.  In  very 
rare  instances,  this  vessel  arises  from  the  thoracic  aorta,  as  low  down  as  the  fourth  dorsal  vertebra. 
Occasionally,  it  perforates  the  anterior  Scalenus;  more  rarely  it  passes  in  front  of  that  muscle: 
sometimes  the  subclavian  vein  passes  with  the  artery  behind  the  Scalenus.  The  artery  sometimes 
ascends  as  high  as  an  inch  and  a  half  above  the  clavicle,  or  any  intermediate  point  between  this 
and  the  upper  border  of  the  bone,  the  right  subclavian  usually  ascending  higher  than  the  left. 

The  left  subclavian  is  occasionally  joined  at  its  origin  with  the  left  carotid. 

Surgical  Anatomy.  The  relations  of  the  subclavian  arteries  of  the  two  sides  having  been 
examined,  the  student  should  direct  his  attention  to  consider  the  best  position  in  which  compres- 
sion of  the  vessel  may  be  effected,  or  in  what  situation  a  ligature  may  be  best  applied  in  cases 
of  aneurism  or  wound. 

Compression  of  the  subclavian  artery  is  required  in  cases  of  operations  about  the  shoulder, 
in  the  axilla,  or  at  the  upper  part  of  the  arm ;  and  the  student  will  observe  that  there  is  only  one 
situation  in  which  it  can  be  effectually  applied,  viz..  where  the  artery  passes  across  the  outer 
surface  of  the  first  rib.  In  order  to  compress  the  vessel  in  this  situation,  the  shoulder  should  be 
depressed,  and  the  surgeon  grasping  the  side  of  the  neck,  may  press  with  his  thumb  in  the  hollow 
behind  the  clavicle  downwards  against  the  rib;  if  from  any  cause  the  shoulder  cannot  be  suffi- 
ciently depressed,  pressure  may  be  made  from  before  backwards,  so  as  to  compress  the  artery 
against  the  middle  Scalenus  and  transverse  process  of  the  seventh  cervical  vertebra.     In  appro- 
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Kriate  cases,  a  preliminary  incision  may  be  made  through  the  cervical  fascia,  and  the  finger  may 
e  pressed  down  directly  upon  the  artery. 

Jagature  of  the  subclavian  artery  may  be  required  in  cases  of  wounds,  or  of  aneurism  in  the 
axilla ;  and  the  third  part  of  the  artery  is  that  which  is  most  favorable  for  an  operation,  ou 
account  of  its  being  comparatively  superficial,  and  most  remote  from  the  origin  of  the  large 
branches.  In  those  cases  where  the  clavicle  is  not  displaced,  this  operation  may  be  performed 
with  comparative  facility ;  but  where  the  clavicle  is  pushed  up  by  a  large  aneurismal  tumor  in 
the  axilla,  the  artery  is  placed  at  a  great  depth  from  the  surface,  which  materially  increases  the 
difficulty  of  the  operation.  Under  these  circumstances,  it  becomes  a  matter  of  importance  to 
consider  the  height  to  which  this  vessel  reaches  above  the  bone.  In  ordinary  cases,  its  arch  is 
about  half  an  inch  above  the  clavicle,  occasionally  as  high  as  an  inch  and  a  half,  and  sometimes 
so  low  as  to  be  on  a  level  with  its  upper  border.  If  the  clavicle  is  displaced,  these  variations 
will  necessarily  make  the  operation  more  or  less  difficult,  according  as  the  vessel  is  more  or  less 
accessible. 

The  chief  points  in  the  operation  of  tying  the  third  portion  of  the  subclavian  artery  are  as 
follows  :  the  patient  being  placed  on  a  table  in  the  horizontal  position,  and  the  shoulder  depressed 
as  much  as  possible,  the  integument  should  be  drawn  downwards  upon  the  clavicle,  and  an  incision 
made  through  it  upon  that  bone  from  the  anterior  border  of  the  Trapezius  to  the  posterior  border 
of  the  Sterno-mastoid,  to  which  may  be  added  a  short  vertical  incision  meeting  the  preceding  in 
its  centre ;  the  Platysma  and  cervical  fascia  should  be  divided  upon  a  director,  and  if  the  interval 
between  the  Trapezius  and  Sterno-mastoid  muscles  be  insufficient  for  the  performance  of  the 
operation,  a  portion  of  one  or  both  may  be  divided.  The  external  jugular  vein  will  now  be  seen 
towards  the  inner  side  of  the  wound :  this  and  the  suprascapular  and  transverse  cervical  veins 
which  terminate  in  it  should  be  held  aside,  and  if  divided,  both  ends  should  be  tied :  the  supra- 
scapular artery  should  be  avoided,  and  the  Omohyoid  muscle  must  now  be  looked  for,  and  held 
aside  if  necessary.  In  the  space  beneath  this  muscle,  careful  search  must  be  made  for  the  vessel ; 
the  deep  fascia  having  been  divided  with  the  finger-nail  or  silver  6calpel.  the  outer  margin  of  the 
Scalenus  muscle  must  be  felt  for,  and  the  finger  being  guided  by  it  to  the  first  rib,  the  pulsation 
of  the  subclavian  artery  will  be  felt  as  it  passes  over  the  rib.  The  aneurism  needle  may  then  be 
passed  around  the  vessel  from  before  backwards,  by  which  means  the  vein  will  be  avoided,  care 
i>eing  taken  not  to  include  a  branch  of  the  brachial  plexus  instead  of  the  artery  in  the  ligature. 
If  the  clavicle  is  so  raised  by  the  tumor  that  the  application  of  the  ligature  cannot  be  effected 
in  this  situation,  the  artery  may  be  tied  above  the  first  rib,  or  even  behind  the  Scalenus  muscle ; 
the  difficulties  of  the  operation  in  such  a  case  will  be  materially  increased,  on  account  of  the 
greater  depth  of  the  artery,  and  the  alteration  in  position  of  the  surrounding  parts. 

The  second  part  of  the  subclavian  artery,  from  being  that  portion  which  rises  highest  in  the 
neck,  has  been  considered  favorable  for  the  application  of  the  ligature,  when  it  is  difficult  to  tie 
the  artery  in  the  third  part  of  its  course.  There  arc,  however,  many  objections  to  the  operation 
in  this  situation.  It  is  necessary  to  divide  the  Scalenus  anticus  muscle,  upon  which  lies  the 
phrenic  nerve,  and  at  the  inner  side  of  which  is  situated  the  internal  jugular  vein  ;  and  a  wound 
of  either  of  these  structures  might  lead  to  the  most  dangerous  consequences.  Again,  the  artery 
is  in  contact,  below,  with  the  pleura,  which  must  also  be  avoided  ;  and,  lastly,  the  proximity  of 
so  many  of  its  larger  branches  arising  internal  to  this  point,  must  be  a  still  further  objection  to 
the  operation.  If.  however,  it  has  been  determined  to  perform  the  operation  in  this  situation,  it 
should  be  remembered  that  it  occasionally  happens,  that  the  artery  passes  in  front  of  the  Scalenus 
anticus,  or  through  the  fibres  of  that  muscle  ;  and  that  the  vein  sometimes  passes  with  the  artery 
behind  the  Scalenus  anticus. 

In  those  cases  of  aneurism  of  the  axillary  or  subclavian  artory  which  encroach  upon  the  outer 
portion  of  the  Scalenus  muscle  to  such  an  extent  that  a  ligature  cannot  be  applied  in  that  situa- 
tion, it  may  be  deemed  advisable,  as  a  last  resource,  to  tie  the  first  portion  of  the  subclavian 
artery.  On  the  left  side,  this  operation  is  almost  impracticable ;  the  great  depth  of  the  artery 
from  the  surface,  its  intimate  relation  with  the  pleura,  and  its  close  proximity  to  the  thoracic 
duct  and  to  so  many  important  veins  and  nerves,  present  a  series  of  difficulties  which  it  is  next 
to  impossible  to  overcome.1  On  the  right  side,  the  operation  is  practicable,  and  has  been  per- 
formed, though  not  with  success.  The  main  objection  to  the  operation  in  this  situation  is  the 
small ness  of  the  interval  which  usually  exists  between  the  commencement  of  the  vessel  and  the 
origin  of  the  nearest  branch.  This  operation  may  be  performed  in  the  following  manner  :— The 
patient  being  placed  on  the  table  in  the  horizontal  position,  with  the  neck  extended,  nn  incision 
should  be  made  parallel  with  the  posterior  border  of  the  inner  part  of  the  clavicle,  and  a  second 
along  the  inner  border  of  the  Sterno-mastoid,  meeting  the  former  at  an  angle.  The  sternal  attach- 
ment of  the  Sterno-mastoid  may  now  he  divided  on  a  director,  and  turned  outwards;  a  few  small 
arteries  and  veins,  and  occasionally  the  anterior  jugular,  must  be  avoided,  and  the  Sterno-hyoid 
and  Ster no-thyroid  muscles  divided  in  the  same  manner  as  the  preceding  muscle.  After  tearing 
through  the  deep  fascia  with  the  finger-nail,  the  internal  jugular  vein  will  be  seen  crossing  the 
subclavian  artery;  this  should  be  pressed  aside,  and  the  artery  secured  by  passing  the  needle 
from  below  upwards,  by  which  the  pleura  is  more  effectually  avoided.  The  exact  position  of  the 
vagus  nerve,  the  recurrent  laryngeal,  the  phrenic  and  sympathetic  nerves  should  be  remembered, 

1  The  operation  was,  however,  performed  in  New  York,  by  Dr.  J.  K.  Rodcrers,  and  the  cose  is 
related  in  A  System  of  Surgery,  edited  by  T.  Holmes,  2d  ed.  vol.  iii.  pp.  620,  etc. 
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and  the  ligature  should  be  applied  near  the  origin  of  the  vertebral,  in  order  to  afford  as  much 
room  as  possible  for  the  formation  of  a  coagulnm  between  the  ligature  and  the  origin  of  the  vessel. 
It  should  be  remembered,  that  the  right  subclavian  artery  is  occasionally  deeply  placed  in  the 
first  part  of  its  course,  when  it  arises  from  the  left  6ide  of  the  aortic  arch,  and  passes  in  such  cases 
behind  the  oesophagus,  or  between  it  and  the  trachea. 

Collateral  Circulation.  After  ligature  of  the  third  part  of  the  subclavian  artery,  the  col- 
lateral circulation  is  mainly  established  by  three  sets  of  vessels,  thus  described  in  a  dissection  :— 

"  1.  A  posterior  set,  consisting  of  the  suprascapular  and  posterior  scapular  branches  of  the 
subclavian,  which  anastomosed  with  the  infrascapular  from  the  axillary. 

"  2.  An  internal  set  produced  by  the  connection  of  the  internal  mammary  on  the  one  hand, 
with  the  short  and  long  thoracic  arteries,  and  the  infrascapular  on  the  other. 

"  3.  A  middle  or  axillary  set,  which  consisted  of  a  number  of  small  vessels  derived  from  branches 
of  the  subclavian,  above  ;  and  passing  through  the  axilla,  to  terminate  either  in  the  main  trunk, 
or  some  of  the  branches  of  the  axillary  below.  This  last  set  presented  most  conspicuously  the 
peculiar  character  of  newly-formed,  or,  rather,  dilated  arteries,  being  excessively  tortuous,  and 
forming  a  complete  plexus. 

"  The  chief  agent  in  the  restoration  of  the  axillary  artery  below  the  tumor,  was  the  infra- 
scapular artery,  which  communicated  most  freely  with  the  internal  mammary,  suprascapular,  and 
posterior  scapular  branches  of  the  subclavian,  from  all  of  which  it  received  so  great  an  influx  of 
blood  as  to  dilate  it  to  three  times  its  natural  size.114 


Branches  of  the  Subclavian  Artery. 


Fig.  312.— Plan  of  the  Branches  of  the 
Right  Subclavian  Artery. 


These  are  four  in  number.  Three  arise  from  the  first  portion  of  the  vessel, 
the  vertebral,  the  internal  mammary,  and  the  thyroid  axis ;  and  one  from  the 

second  portion,  the  superior  intercostal. 
The  vertebral  arises  from  the  upper  and 
back  part  of  the  first  portion  of  the  artery ; 
the  thyroid  axis  from  the  front,  and  the 
internal  mammary  from  the  under  part  of 
this  vessel.  The  superior  intercostal  is 
given  off  from  the  upper  and  back  part  of 
the  second  portion  of  the  artery.  On  the 
left  side,  the  second  portion  usually  gives 
off  no  branch,  the  superior  intercostal 
arising  at  the  inner  side  of  the  Scalenus 
anticus.  On  both  sides  of  the  body,  the 
first  three  branches  arise  close  together  at 
the  inner  margin  of  the  Scalenus  anticus ; 
in  the  majority  of  cases,  a  free  interval  of 
half  an  inch  to  an  inch  existing  between 
the  commencement  of  the  artery  and  the 
origin  of  the  nearest  branch  ;  in  a  smaller  number  of  cases,  an  interval  of  more 
than  an  inch  exists,  never  exceeding  an  inch  and  three-quarters.  In  a  very  few 
instances,  the  interval  has  been  found  less  than  half  an  inch. 

The  Vertebral  Artery  (Fig.  309)  is  generally  the  first  and  largest  branch 
of  the  subclavian ;  it  arises  from  the  upper  and  back  part  of  the  first  portion  of 
the  vessel,  and,  passing  upwards,  enters  the  foramen  in  the  transverse  process 
of  the  sixth  cervical  vertebra,*  and  ascends  through  the  foramina  in  the  trans- 
verse processes  of  all  the  vertebrae  above  this.  Above  the  upper  border  of  the 
axis,  it  inclines  outwards  and  upwards  to  the  foramen  in  the  transverse  process 
of  the  atlas,  through  which  it  passes;  it  then  winds  backwards  behind  its 
articular  process,  runs  in  a  deep  groove  on  the  upper  surface  of  the  posterior 
arch  of  this  bone,  and,  piercing  the  posterior  occipito-atloid  ligament  and  dura 
mater,  enters  the  skull  through  the  foramen  magnum.     It  then  passes  in  front 

1  G uy's  Hospital  Reports,  vol.  i.,  1836.  Case  of  axillary  aneurism,  in  which  Mr.  Aston  Key 
had  tied  the  subclavian  artery  on  the  outer  edge  of  the  Scalenus  muscle,  twelve  years  previously. 

8  The  vertebral  artery  sometimes  enters  the  foramen  in  the  transverse  process  of  the  fifth 
vertebra.  Dr.  Smyth,  who  tied  this  artery  in  the  living  subject,  found  it,  in  one  of  his  dissections, 
passing  into  the  foramen  in  the  seventh  vertebra. 
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of  the  medulla  oblongata,  and  unites  with  the  vessel  of  the  opposite  side  at  the 
lower  border  of  the  pons  Varolii,  to  form  the  basilar  artery. 

At  its  origin,  it  is  situated  behind  the  internal  jugular  vein,  and  inferior 
thyroid  artery ;  and,  near  the  spine,  lies  between  the  Longus  colli  and  Scalenus 
anticus  muscles,  having  the  thoracic  duct  in  front  of  it  on  the  left  side.  Within 
the  foramina  formed  by  the  transverse  processes  of  the  vertebras,  it  is  accom- 
panied by  a  plexus  of  nerves  from  the  sympathetic,  and  lies  between  the  verte- 
bral vein,  which  is  in  front,  and  the  cervical  nerves,  which  issue  from  the  inter- 
vertebral foramina  behind  it.  Whilst  winding  round  the  articular  process  of 
the  atlas,  it  is  contained  in  a  triangular  space  formed  by  the  Rectus  posticus 
major,  the  Superior  and  the  Inferior  oblique  muscles ;  and  is  covered  by  the 
Rectus  posticus  major  and  Complexus.  Within  the  skull,  as  it  winds  round  the 
medulla  oblongata,  it  is  placed  between  the  hypoglossal  nerve  and  the  anterior 
root  of  the  suboccipital  nerve. 

Branches.  These  may  be  divided  into  two  sets,  those  given  off  in  the  neck, 
and  those  within  the  cranium. 

Cervical  Branches.  Cranial  Branches. 

Lateral  Spinal.  Posterior  Meningeal. 

Muscular.  Anterior  Spinal. 

Posterior  Spinal. 

Inferior  Cerebellar. 

The  lateral  spinal  branches  enter  the  spinal  canal  through  the  intervertebral 
foramina,  each  dividing  into  two  branches.  Of  these  one  passes  along  the  roots 
of  the  nerves  to  supply  the  spinal  cord  and  its  membranes,  anastomosing  with 
the  other  spinal  arteries;  the  other  is  distributed  to  the  posterior  surface  of  the 
bodies  of  the  vertebrae. 

Muscular  branches  are  given  off  to  the  deep  muscles  of  the  neck,  where  the 
vertebral  artery  curves  round  the  articular  process  of  the  atlas.  They  anasto- 
mose with  the  occipital  and  deep  cervical  arteries. 

The  posterior  meningeal  are  one  or  two  small  branches  given  off  from  the 
vertebral  opposite  the  foramen  magnum.  They  ramify  between  the  bone  and 
dura  mater  in  the  cerebellar  foss®,  and  supply  tne  falx  cerebelli. 

The  anterior  spinal  is  a  smaller  branch,  larger  than  the  posterior  spinal,  which 
arises  near  the  termination  of  the  vertebral,  and  unites  with  its  fellow  of  the 
opposite  side  in  front  of  the  medulla  oblongata.  The  single  trunk,  thus  formed, 
descends  a  short  distance  on  the  front  of  the  spinal  cord,  and  joins  with  a  suc- 
cession of  small  branches  which  enter  the  spinal  canal  through  some  of  the 
intervertebral  foramina;  these  branches  are  derived  from  the  vertebral  and 
ascending  cervical  in  the  neck  ;  from  the  intercostal,  in  the  dorsal  region ;  and 
from  the  lumbar,  ilio-lumbar,  and  lateral  sacral  arteries  in  the  lower  part  of  the 
spine.  They  unite,  by  means  of  ascending  and  descending  branches,  to  form  a 
single  anterior  median  artery,  which  extends  as  far  as  the  lower  part  of  the  spinal 
cord.  This  vessel  is  placed  beneath  the  pia  mater  along  the  anterior  median 
fissure  ;  it  supplies  that  membrane,  and  the  substance  of  the  cord,  and  sends  off 
its  branches  at  its  lower  part  to  be  distributed  to  the  cauda  equina. 

The  posterior  spinal  arises  from  the  vertebral,  at  the  side  of  the  medulla 
oblongata;  passing  backwards  to  the  posterior  aspect  of  the  spinal  cord,  it 
descends  on  either  side,  lying  behind  the  posterior  roots  of  the  spinal  nerves : 
and  is  reinforced  by  a  succession  of  small  branches,  which  enter  the  spinal  canal 
through  the  intervertebral  foramina,  and  by  which  it  is  continued  to  the  lower 
part  of  the  cord,  and  to  the  cauda  equina.  Branches  from  these  vessels  form  a 
free  anastomosis  round  the  posterior  roots  of  the  spinal  nerves,  and  communicate, 
by  means  of  very  tortuous  transverse  branches,  with  the  vessel  of  the  opposite 
side.  At  its  commencement,  it  gives  off  an  ascending  branch,  which  terminates 
on  the  side  of  the  fourth  ventricle. 

The  inferior  cerebellar  artery  (Fig.  311),  the  largest  branch  of  the  vertebral, 
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winds  backwards  round  the  upper  part  of  the  medulla  oblongata,  passing  between 
the  origin  of  the  spinal  accessory  and  pneumogastric  nerves,  over  the  restiform 
body  to  the  under  surface  of  the  cerebellum,  where  it  divides  into  two  branches: 
an  internal  one,  which  is  continued  backwards  to  the  notch  between  the  two 
hemispheres  of  the  cerebellum ;  and  an  external  one,  which  supplies  the  under 
surface  of  the  cerebeilum,  as  far  as  its  outer  border,  where  it  anastomoses  with 
the  superior  cerebellar.  Branches  from  this  artery  supply  the  choroid  plexus 
of  the  fourth  ventricle. 

The  Basilar  artery,  so  named  from  its  position  at  the  base  of  the  skull,  is  a 
single  trunk  formed  by  the  junction  of  the  two  vertebral  arteries;  it  extends 
from  the  posterior  to  the  anterior  border  of  the  pons  Variolii,  where  it  divides 
into  two  terminal  branches,  the  posterior  cerebral  arteries.  Its  branches  are, 
on  each  side,  the  following : 

Transverse.  Superior  Cerebellar. 

Anterior  Cerebellar.  Posterior  Cerebral. 

The  transverse  branches  supply  the  pons  Varolii  and  adjacent  parts  of  the 
brain ;  one  (internal  auditory)  accompanies  the  auditory  nerve  into  the  internal 
auditory  meatus ;  and  another,  of  larger  size,  passes  along  the  crus  cerebelli,  to 
be  distributed  to  the  anterior  border  of  the  under  surface  of  the  cerebellum.  It 
is  called  the  anterior  inferior  cerebellar  artery. 

The  superior  cerebellar  arteries  arise  near  the  termination  of  the  basilar.  They 
wind  round  the  crus  cerebri,  close  to  the  fourth  nerve,  and  arriving  at  the  upper 
surface  of  the  cerebellum,  divide  into  branches  which  ramify  in  the  pia  mater 
and  anastomose  with  the  inferior  cerebellar.  Several  branches  are  given  to  the 
pineal  gland,  and  also  to  the  velum  interpositum. 

The  posterior  cerebral  arteries,  the  two  terminal  branches  of  the  basilar,  are 
larger  than  the  preceding,  from  which  they  are  separated  near  their  origin  by 
the  third  nerves.  Winding  round  the  crus  cerebri,  they  pass  to  the  under  sur- 
face of  the  posterior  lobes  of  the  cerebrum,  which  they  supply,  anastomosing 
with  the  anterior  and  middle  cerebral  arteries.  Near  their  origin,  they  receive 
the  posterior  communicating  arteries  from  the  internal  carotid,  and  give  oft' 
numerous  branches  which  enter  the  posterior  perforated  space :  they  also  give 
off  a  branch,  the  posterior  choroid,  which  supplies  the  velum  interpositum  and 
choroid  plexus,  entering  the  interior  of  the  brain  beneath  the  posterior  border 
of  the  corpus  callosum. 

Circle  of  Willis.  The  remarkable  anastomosis  which  exists  between  the 
branches  of  the  internal  carotid  and  vertebral  arteries  at  the  base  of  the  brain, 
constitutes  the  circle  of  Willis.  It  is  formed,  in  front,  by  the  anterior  cerebral 
and  anterior  communicating  arteries;  on  each  side,  by  the  trunk  of  the  internal 
carotid,  and  the  posterior  communicating;  behind  by  the  posterior  cerebral,  and 
point  of  the  basilar.  It  is  by  this  anastomosis  that  the  cerebral  circulation  is 
equalized,  and  provision  made  for  effectually  carrying  it  on  if  one  or  more 
of  the  branches  are  obliterated.  The  parts  of  the  brain  included  within  this 
arterial  circle  are,  the  lamina  cincrea,  the  commissure  of  the  optic  nerves,  the 
infundibulum,  the  tuber  cincreum,  the  corpora  albicantia,  and  the  posterior 
perforated  space. 

The  Thyroid  Axis  (Fig.  304)  is  a  short  thick  trunk,  which  arises  from  the 
fore  part  of  the  first  portion  of  the  subclavian  artery,  close  to  the  inner  border 
of  the  Scalenus  anticus  muscle,  and  divides,  almost  immediately  after  its  origin, 
into  three  branches,  the  inferior  thyroid,  suprascapular,  and  transversalis  collL 

The  Inferior  Thyroid  Artery  passes  upwards,  in  a  serpentine  course, 
behind  the  sheath  of  the  common  carotid  vessel  and  sympathetic  nerve  (the 
middle  cervical  ganglion  resting  upon  it),  and  is  distributed  to  the  under  surface 
of  the  thyroid  gland,  anastomosing  with  the  superior  thyroid,  and  with  the 
corresponding  artery  of  the  opposite  side.     Its  branches  are  the 

Laryngeal.  (Esophageal. 

Tracheal.  Ascending  Cervical. 
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The  laryngeal  branch  ascends  upon  the  trachea  to  the  back  part  of  the  larynx, 
and  supplies  the  muscles  and  mucous  membrane  of  this  part. 

The  tracheal  branches  are  distributed  upon  the  trachea,  anastomosing  below 
with  the  bronchial  arteries. 

The  oesophageal  branches  are  distributed  to  the  oesophagus. 

The  ascending  cervical  is  a  small  branch  which  arises  from  the  inferior  thyroid, 
just  where  that  vessel  is  passing  behind  the  common  carotid  artery,  ana  runs 
up  the  neck  in  the  interval  between  the  Scalenus  anticus  and  Rectus  anticus 
major.  It  gives  branches  to  the  muscles  of  the  neck,  which  communicate  with 
those  sent  out  from  the  vertebral,  and  sends  one  or  two  through  the  interverte- 
bral foramina,  along  the  cervical  nerves,  to  supply  the  bodies  of  the  vertebrse, 
the  spinal  cord,  and  its  membranes. 

The  Suprascapular  Artery,  smaller  than  the  transversalis  colli,  passes  ob- 
liquely from  within  outwards,  across  the  root  of  the  neck.  It  at  first  lie3  on 
the  lower  part  of  the  Scalenus  anticus,  being  covered  by  the  Sterno- mastoid ;  it 
then  crosses  the  subclavian  artery,  and  runs  outwards  behind  and  parallel  with 
the  clavicle  and  Subclavian  muscle,  and  beneath  the  posterior  belly  of  the  Omo- 
hyoid, to  the  superior  border  of  the  scapula,  where  it  passes  over  the  transverse 
ligament  of  the  scapula,  to  the  supraspinous  fossa.  In  this  situation  it  lies  close 
to  the  bone,  aud  ramifies  between  it  and  the  Supraspinatus  muscle,  to  which  it 
is  mainly  distributed,  giving  off  a  communicating  branch,  which  crosses  the  neck 
of  the  scapula,  to  reach  the  infraspinous  fossa,  where  it  anastomoses  with  the 
dorsal  branch  of  the  subscapular  artery.  Besides  distributing  branches  to  the 
Sterno-mastoid,  and  neighboring  muscles,  it  gives  off  a  supra-acromial  branch, 
which,  piercing  the  Trapezius  muscle,  supplies  the  cutaneous  surface  of  the  aero- 
Fig.  313.— The  Scapular  and  Circumflex  Arteries. 


mion,  anastomosing  with  the  acromial  thoracic  artery.  As  the  artery  passes 
over  the  transverse  ligament  of  the  scapula,  a  branch  descends  into  the  subscapu- 
lar fossa,  ramifies  beneath  that  muscle,  and  anastomoses  with  the  posterior  and 
subscapular  arteries.     It  also  supplies  the  shoulder-joint. 

The  Transversalis  Colli  passes  transversely  outwards,  across  the  upper 

Ert  of  the  subclavian  triangle,  to  the  anterior  margin  of  the  Trapezius  muscle, 
neath  which  it  divides  into  two  branches,  the  superficial  cervical,  and  the 
posterior  scapular.    In  its  passage  across  the  neck,  it  crosses  in  froEt  of  the 
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Scaleni  muscles  and  the  brachial  plexus,  between  the  divisions  of  which  it  some- 
times passes,  and  is  covered  by  the  Platysma,  Sterno-mastoid,  Omo-hyoid,  and 
Trapezius  muscles. 

The  superficial  cervical  ascends  beneath  the  anterior  margin  of  the  Trapezius, 
distributing  branches  to  it,  and  to  the  neighboring  muscles  and  glands  in  the 
neck. 

The  posterior  scapular,  the  continuation  of  the  transversalis  colli,  passes 
beneath  the  Levator  anguli  scapulae  to  the  posterior  angle  of  the  scapula,  and 
descends  along  the  posterior  border  of  that  bone  as  far  as  the  inferior  angle, 
where  it  anastomoses  with  the  subscapular  branch  of  the  axillary.  In  its 
course  it  is  covered  by  the  Rhomboid  muscles,  supplying  these,  the  Latissimus 
dorsi  and  Trapezius,  and  anastomosing  with  the  suprascapular  and  subscapular 
arteries,  and  with  the  posterior  branches  of  some  of  the  intercostal  arteries. 

Peculiarities.  The  mperficial  cervical  frequently  arises  as  a  separate  branch  from  the  thy- 
roid axis ;  and  the  posterior  scapular,  from  the  third,  more  rarely  from  the  second,  part  of  the 
subclavian. 

The  Internal  Mammary  arises  from  the  under  surface  of  the  first  portion 
of  the  subclavian  artery,  opposite  the  thyroid  axis.  It  descends  behind  the 
clavicle  to  the  inner  surface  of  the  anterior  wall  of  the  chest,  resting  upon  the 
costal  cartilages  a  short  distance  from  the  margin  of  the  sternum ;  and,  at  the 
interval  between  the  sixth  and  seventh  cartilages,  divides  into  two  branches,  the 
musculo-phrenic,  and  superior  epigastric. 

At  its  origin,  it  is  covered  by  the  internal  jugular  and  subclavian  veins,  and 
crossed  by  the  phrenic  nerve.  In  the  upper  part  of  the  thorax,  it  lies  upon  the 
costal  cartilages,  and  internal  Intercostal  muscles  in  front,  and  is  coverea  by  the 
pleura  behind.  At  the  lower  part  of  the  thorax,  the  Triangularis  sterni  sepa- 
rates the  artery  from  the  pleura.  It  is  accompanied  by  two  veins,  which  join 
at  the  upper  part  of  the  thorax  into  a  single  trunk. 

The  branches  of  the  internal  mammary  are — 

Comes  Nervi  Phrenici  (superior  phrenic).  Anterior  Intercostal. 

Mediastinal.  Perforating. 

Pericardiac.  Musculo-phrenic. 

Sternal.  Superior  Epigastric. 

The  comes  nervi  phrenici  (mperior  phrenic)  is  a  long  slender  branch,  which 
accompanies  the  phrenic  nerve,  between  the  pleura  and  pericardium,  to  the 
Diaphragm,  to  which  it  is  distributed;  anastomosing  with  the  other  phrenic 
arteries  from  the  internal  mammary,  and  abdominal  aorta. 

The  mediastinal  branches  are  small  vessels,  which  are  distributed  to  the  areolar 
tissue  in  the  anterior  mediastinum,  and  the  remains  of  the  thymus  gland. 

The  pericardiac  branches  supply  the  upper  part  of  the  pericardium,  the  lower 
part  receiving  branches  from  the  musculo-phrenic  artery.  Some  sternal  branches 
are  distributed  to  the  Triangularis  sterni,  and  both  surfaces  of  the  sternum. 

The  anterior  intercostal  arteries  supply  the  live  or  six  upper  intercostal  spaces. 
The  branch  corresponding  to  each  space  passes  outwards,  and  soon  divides  into 
two,  which  run  along  the  opposite  borders  of  the  ribs,  and  inosculate  with  the 
intercostal  arteries  from  the  aorta.  They  are  at  first  situated  between  the  pleura 
and  the  internal  Intercostal  muscles,  and  then  between  the  two  layers  of  those 
muscles.  They  supply  the  Intercostal  and  Pectoral  muscles,  and  the  mammary 
gland. 

The  perforating  arteries  correspond  to  the  five  or  six  upper  intercostal  spaces. 
They  arise  from  the  internal  mammary,  pass  forwards  through  the  intercostal 
spaces,  and,  curving  outwards,  supply  the  Pectoralis  major,  and  the  integument. 
Those  which  correspond  to  the  first  three  spaces,  are  distributed  to  the  mam- 
mary gland.    In  females,  during  lactation,  these  branches  are  of  large  size. 

The  musculo-phrenic  artery  is  directed  obliquely  downwards  and  outwards, 
behind  the  cartilages  of  the  false  ribs,  perforating  the  Diaphragm  at  the  eighth 
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or  ninth  rib,  and  terminating,  considerably  reduced  in  size,  opposite  the  last 
intercostal  space.  It  gives  oft*  anterior  intercostal  arteries  to  eacn  of  the  inter- 
costal spaces  across  which  it  passes;  these  diminish  in  size  as  the  spaces  decrease 
in  length,  and  are  distributed  in  a  manner  precisely  similar  to  the  anterior  in- 
tercostals  from  the  internal  mammary.  The  musculo-phrenic  also  gives  branches 
backwards  to  the  Diaphragm,  and  downwards  to  the  abdominal  muscles. 

The  superior  epigastric  continues  in  the  original  direction  of  the  internal 
mammary,  descends  behind  the  Rectus  muscle,  and,  perforating  its  sheath, 
divides  into  branches  which  supply  the  Rectus,  anastomosing  with  the  epi- 
gastric artery  from  the  external  iliac.  Some  vessels  perforate  the  sheath  of  the 
Rectus,  and  supply  the  muscles  of  the  abdomen  and  the  integument,  and  a  small 
branch  which  passes  inwards  upon  the  side  of  the  ensiform  appendix,  anasto- 
moses in  front  of  that  cartilage  with  the  artery  of  the  opposite  side. 

The  Superior  Intercostal  (Fig.  809)  arises  from  the  upper  and  back  part 
of  the  subclavian  artery,  behind  the  anterior  scalenus  on  the  right  side,  ana  to 
the  inner  side  of  the  muscle  on  the  left  side.  Passing  backwards,  it  gives  off 
the  deep  cervical  branch,  and  then  descends  behind  the  pleura  in  front  of  the 
necks  of  the  first  two  ribs,  and  inosculates  with  the  first  aortic  intercostal.  In 
the  first  intercostal  space,  it  gives  off  a  branch  which  is  distributed  in  a  manner 
similar  to  the  distribution  of  the  aortic  intercostals.  The  branch  for  the  second 
intercostal  space  usually  joins  with  one  from  the  first  aortic  intercostal.  Each 
intercostal  gives  off  a  branch  to  the  posterior  spinal  muscles,  and  a  small  one, 
which  passes  through  the  corresponding  intervertebral  foramen  to  the  spinal 
cord  and  its  membranes. 

The  deep  cervical  branch  {profunda  cervicis)  arises,  in  most  cases,  from  the 
superior  intercostal,  and  is  analogous  to  the  posterior  branch  of  an  aortic  inter- 
costal artery.  Passing  backwards,  between  the  transverse  process  of  the  seventh 
cervical  vertebra  and  the  first  rib,  it  runs  up  the  back  part  of  the  neck,  between 
the  Complexus  and  Semispinalis  colli  muscles,  as  hign  as  the  axis,  supplying 
these  ana  adjacent  muscles,  and  anastomosing  with  the  arteria  princeps  cervicis 
of  the  occipital,  and  with  branches  which  pass  outwards  from  the  vertebral. 

Surgical  Anatomy  of  the  Axilla. 

The  Axilla  is  a  pyramidal  space,  situated  between  the  upper  and  lateral  part 
of  the  chest,  and  tne  inner  side  of  the  arm. 

Boundaries.  Its  apex,  which  is  directed  upwards  towards  the  root  of  the 
neck,  corresponds  to  tKb  interval  between  the  two  scaleni  muscles  on  the  first 
rib.  The  base,  directed  downwards,  is  formed  by  the  integument,  and  a  thick 
layer  of  fasciS*  extending  between  the  lower  boraer  of  the  Pect oralis  major  in 
front  and  the  lower  border  of  the  Latissimus  dorsi  behind;  it  is  broad  internally, 
at  the  chest,  but  narrow  and  pointed  externally,  at  the  arm.  The  anterior 
boundary  is  formed  by  the  Pectoralis  major  and  minor  muscles,  the  former 
covering  the  whole  of  the  anterior  wall  of  the  axilla,  the  latter  covering  only  its 
central  part.  The  posterior  boundary,  which  extends  somewhat  lower  than  the 
anterior,  is  formed  by  the  SubscapuTaris  above,  the  Teres  major  and  Latissimus 
dorsi  below.  On  the  inner  side,  are  the  first  four  ribs  with  their  corresponding 
Intercostal  muscles,  and  part  of  the  Serratus  magnus.  On  the  outer  side,  where 
the  anterior  and  posterior  boundaries  converge,  the  space  is  narrow,  and  bounded 
by  the  humerus,  the  Coraco-brachialis  and  Biceps  muscles. 

Contents.  This  space  contains  the  axillary  vessels,  and  brachial  plexus  of 
nerves,  with  their  branches,  some  branches  of  the  intercostal  nerves,  and  a  large 
number  of  lymphatic  glands,  all  connected  together  by  a  quantity  of  fat  and 
loose  areolar  tissue. 

Their  Position.  The  axillary  artery  and  vein,  with  the  brachial  plexus  of 
nerves,  extend  obliquely  along  the  outer  boundary  of  the  axillary  space,  from 
its  apex  to  its  base,  and  are  placed  much  nearer  the  anterior  than  the  posterior 
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wall,  the  vein  lying  to  the  inner  or  thoracic  side  of  the  artery,  and  altogether 
concealing  it.  At  the  fore  part  of  the  axillary  space,  in  contact  with  the  Pectoral 
muscles,  are  the  thoracic  branches  of  the  axillary  artery,  and  along  the  anterior 
margin  of  the  axilla  the  long  thoracic  artery  extends  to  the  side  of  the  chest. 
At  the  back  part,  in  contact  with  tbe  lower  margin  of  the  Subscapulars  muscle, 
are  the  subscapular  vessels  and  nerves:  winding  around  the  lower  border  of 
this  muscle,  is  the  dorsalis  scapulas  artery  and  veins ;  and  towards  the  outer 
extremity  of  the  muscle,  the  posterior  circumflex  vessels  and  the  circumflex 
nerve  are  seen  curving  backwards  towards  the  shoulder. 

Along  the  inner  or  thoracic  side  no  vessel  of  any  importance  exists,  the  upper 
part  of  the  space  being  crossed  merely  by  a  few  small  branches  from  the  superior 
thoracic  artery.  There  are  some  important  nerves,  however,  in  this  situation, 
viz.,  the  posterior  thoracic  or  external  respiratory  nerve,  descending  on  the 
surface  of  the  Serratus  magnus,  to  which  it  is  distributed ;  and  perforating  the 
upper  and  anterior  part  of  this  wall,  the  intercosto-humeral  nerve  or  nerves, 
passing  across  the  axilla  to  the  inner  side  of  the  arm. 

The  cavity  of  the  axilla  is  filled  by  a  quantity  of  loose  areolar  tissue,  a  large 
number  of  small  arteries  and  veins,  all  of  which  arc,  however,  of  inconsiderable 
size,  and  numerous  lymphatic  glands ;  these  are  from  ten  to  twelve  in  number, 
and  situated  chiefly  on  the  thoracic  side,  and  lower  and  back  part  of  this  space. 

Fig.  314. — Tbe  Axillary  Artery,  and  its  Branches. 


The  student  should  attentively  consider  the  relation  of  the  vessels  and  nerves 
in  the  several  parts  of  the  axilla ;  for  it  not  unfrequently  happens  that  the  sur- 
geon is  called  upon  to  extirpate  diseased  glands,  or  to  remove  a  tumor  from  this 
situation.  In  performing  such  an  operation,  it  will  be  necessary  to  proceed  with 
much  caution  in  the  direction  of  the  outer  wall  and  apex  of  the  space,  as  here 
the  axillary  vessels  will'  be  in  danger  of  being  wounded.    Towards  the  posterior 
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wall,  it  will  be  necessary  to  avoid  the  subscapular,  dorsalis  scapulae,  and  posterior 
circumflex  vescels,  and,  along  the  anterior  wall,  the  thoracic  branches.  It  is 
only  along  the  inner  or  thoracic  wall,  and  in  the  centre  of  the  axillary  cavity, 
that  there  are  no  vessels  of  any  importance;  a  fortunate  circumstance,  for  it  is  in 
this  situation  more  especially  that  tumors  requiring  removal  are  usually  situated. 

The  Axillary  Artery. 

The  Axillary  Artery,  the  continuation  of  the  subclavian,  commences  at  the 
lower  border  of  the  first  rib,  and  terminates  at  the  lower  border  of  the  tendons 
of  the  Latissimus  dorsi  and  Teres  major  muscles,  where  it  takes  the  name  of 
brachial.  Its  direction  varies  with  the  position  of  the  limb:  when  the  arm  lies 
by  the  side  of  the  chest,  the  vessel  forms  a  gentle  curve,  the  convexity  being 
upwards  and  outwards ;  when  it  is  directed  at  right  angles  with  the  trunk,  the 
vessel  is  nearly  straight ;  and  when  it  is  elevated  still  higher,  the  artery  describes 
a  curve,  the  concavity  of  which  is  directed  upwards.  At  its  commencement  the 
artery  is  very  deeply  situated,  but  near  its  termination  is  superficial,  being 
covered  only  by  the  skin  and  fascia.  The  description  of  the  relations  of  this 
vessel  is  facilitated  by  its  division  into  three  portions :  the  first  portion  being 
that  above  the  Pectoralis  minor;  the  second  portion,  behind;  and  the  third 
below,  that  muscle. 

The  first  portion  of  the  axillary  artery  is  in  relation,  in  front,  with  the  cla- 
vicular portion  of  the  Pectoralis  major,  the  costo-coracoid  membrane,  the  Sub- 
clavius,  and  the  cephalic  vein ;  behind,  with  the  first  intercostal  space,  the  corre- 
sponding Intercostal  muscle,  the  first  serration  of  the  Serratus  magnus,  and  the 
posterior  thoracic  nerve;  on  its  outer  side,  with  the  brachial  plexus,  from  which 
it  is  separated  by  a  little  cellular  interval ;  on  its  inner ■,  or  thoracic  side,  with 
the  axillary  vein. 

Kelations  of  the  First  Portion  of  the  Axillary  Artery. 

In  front. 

Pectoralis  major. 
Costo-coracoid  membrane. 
Subclavins. 
Cephalic  vein. 


Outer  side.  I    ^^"JIT    \  Inner  side. 

Brachial  plexus.  \  First  portion./  Axillary  vein. 


Behind. 

First  intercostal  space,  and  Intercostal  muscle. 
First  serration  of  Serratus  magnus. 
Posterior  thoracic  nerve. 

The  second  portion  of  the  axillary  artery  lies  behind  the  Pectoralis  minor.  It 
is  covered,  in  front,  by  the  Pectoralis  major  and  minor  muscles:  behind,  it  is 
separated  from  the  Subscapularis  by  a  cellular  interval ;  on  the  inner  side  is  the 
axillary  vein.  The  brachial  plexus  of  nerves  surrounds  the  artery,  and  sepa- 
rates it  from  direct  contact  with  the  vein  and  adjacent  muscles. 
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Relations  of  the  Second  Portion  of  the  Axillary  Artery. 

In  front. 
Pectoral  is  major  and  minor. 


Outer  side.  I     Artery.     \  Inner  side. 

Outer  cord  of  plexus.  \     ***£*     /  Axillary  vein. 


Inner  cord  of  plexus. 


Behind. 

Subscapularis. 
Posterior  cord  of  plexus. 

The  third  portion  of  the  axillary  artery  lies  below  the  Pectoralis  minor.  It 
is  in  relation,  in  front,  with  the  lower  part  of  the  Pectoralis  major  above,  being 
covered  only  by  the  integument  and  fascia  below ;  behind,  with  the  lower  part 
of  the  Subscapular^,  and  the  tendons  of  the  Latissimus  dorsi  and  Teres  major; 
on  its  outer  side,  with  the  Coraco-brachialis ;  on  its  inner,  or  thoracic  side,  with 
the  axillary  vein.  The  nerves  of  the  brachial  plexus  bear  the  following  relation 
to  the  artery  in  this  part  of  its  course :  on.  the  outer  side  is  the  median  nerve, 
and  the  musculocutaneous  for  a  short  distance ;  on  the  inner  side,  the  ulnar,  the 
internal,  and  lesser  internal  cutaneous  nerves;  and  behind  the  musculo-spiral,  and 
circumflex,  the  latter  extending  only  to  the  lower  border  of  the  Subscapularis 
muscle. 

Relations  of  the  Third  Portion  of  the  Axillary  Artery. 

In  front. 

Integument  and  fascia. 
Pectoralis  major. 

Outer  side.  /   Axillary  \  Inner  side. 

Coraco-brachialis.  /      Artery.     \  Ulnar  nerve. 

Median  nerve.  lThlrd  P°rt,on-l  Internal  cutaneous  nerves. 

Musculocutaneous  nerve.  V  /  Axillary  veiu. 

Behind. 
Subscapularis. 

Tendons  of  Latissimus  dorsi  and  Teres  major. 
Musculo-spiral,  and  circumflex  nerves. 

Peculiarities.  The  axillary  artery,  in  about  one  case  out  of  every  ten,  gives  off  a  large 
branch,  which  forms  either  one  of  the  arteries  of  the  forearm,  or  a  large  muscular  trunk.  In  the 
first  set  of  cases,  this  artery  is  most  frequently  the  radial  (1  in  33),  sometimes  the  ulnur  ( 1  in  72), 
and,  very  rarely,  the  interosseous  (1  in  506).  In  the  second  set  of  cases,  the  trunk  has  been 
found  to  give  origin  to  the  subscapular,  circumflex,  and  profunda  arteries  of  the  arm.  Some- 
times, only  one  of  the  circumflex,  or  one  of  the  profunda  arteries,  arose  from  the  trunk.  In 
these  cases,  the  brachial  plexus  surrounded  the  trunk  of  the  branches,  and  not  the  main  vessel. 

Surgical  Anatomy.  The  student,  having  carefully  examined  the  relations  of  the  axillary 
artery  in  its  various  parts,  should  now  consider  in  what  situation  compression  of  this  vessel  may 
be  most  easily  effected,  and  the  best  position  for  the  application  of  a  ligature  to  it  when 
necessary. 

Compression  of  the  vessel  is  required  in  the  removal  of  tumors,  or  in  amputation  of  the  upper 
part  of  the  arm ;  and  the  only  situation  in  which  this  can  be  effectually  made,  is  in  the  lower 
part  of  its  course ;  by  pressing  on  it  in  this  situation  from  within  outwards  against  the  humerus, 
the  circulation  may  be  effectually  arrested. 

The  application  of  a  ligature  to  the  axillary  artery  may  be  required  in  cases  of  aneurism  of 
the  upper  part  of  the  brachial ;  and  there  are  only  two  situations  in  which  it  can  be  secured, 
viz.,  in  the  first  and  in  the  third  parts  of  its  course ;  for  the  axillary  artery  at  its  central  part 
is  so  deeply  seated,  and,  at  the  same  time,  so  closely  surrounded  with  large  nervous  trunks,  that 
the  application  of  a  ligature  to  it  in  that  situation  would  be  almost  impracticable. 

In  tne  third  part  of  its  course,  the  operation  is  most  simple,  and  may  be  performed  in  the 
following  manner :  The  patient  being  placed  on  a  bed.  and  the  arm  separated  from  the  side, 
v.ith  the  hand  supinated,  the  head  of  the  humerus  is  felt  for,  and  an  incision  made  through  the 
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internment  over  it,  abont  two  inches  in  length,  a  little  nearer  to  the  anterior  than  the  posterior 
fold  of  the  axilla.  After  carefully  dissecting  through  the  areolar  tissue  and  fascia,  the  median 
nerve  and  axillary  vein  are  exposed ;  the  former  having  been  displaced  to  the  outer,  and  the 
latter  to  the  inner  side  of  the  arm,  the  elbow  being  at  the  same  time  bent,  so  as  to  relax  the 
structures,  and  facilitate  their  separation,  the  ligature  may  be  passed  round  the  artery  from  the 
ulnar  to  the  radial  side.  This  portion  of  the  artery  is  occasionally  crossed  by  a  muscular  slip 
derived  from  the  Latissimns  dorsi,  which  may  mislead  the  surgeon  during  an  operation.  The 
occasional  existence  of  this  muscular  fasciculus  was  spoken  of  in  the  description  of  the  muscles. 
It  may  easily  be  recognized  by  the  transverse  direction  of  its  fibres. 

The  first  portion  of  the  axillary  artery  may  be  tied  in  cases  of  aneurism  encroaching  so  far 
upwards  that  a  ligature  cannot  be  applied  in  the  lower  part  of  its  course.  Notwithstanding  that 
this  operation  has  been  performed  in  some  few  cases,  and  with  success,  its  performance  is  attended 
with  much  difficulty  and  danger.  The  student  will  remark  that,  in  this  situation,  it  would  be 
necessary  to  divide  a  thick  muscle,  and,  after  separating  the  costo-coracoid  membrane,  the  artery 
would  be  exposed  at  the  bottom  of  a  more  or  less  deep  space,  with  cephalic  and  axillary  veins  in 
such  relation  with  it  as  must  render  the  application  of  a  ligature  to  this  part  of  the  vessel  particu- 
larly hazardous.  Under  such  circumstances  it  is  an  easier,  and,  at  the  same  time,  more  advisable 
operation,  to  tie  the  subclavian  artery  in  the  third  part  of  its  course. 

In  a  case  of  wound  of  the  vessel,  the  general  practice  of  cutting  down  upon,  and  tying  it  above 
and  below  the  wounded  point,  should  be  adopted  in  all  cases. 

Collateral  circulation  after  ligature  of  the  axillary  artery.  If  the  artery  be  tied  above  the 
origin  of  the  acromial  thoracic,  the  collateral  circulation  will  be  carried  on  by  the  same  branches 
as  after  the  ligature  of  the  subclavian ;  if  at  a  lower  point,  between  the  acromial  thoracic  and 
subscapular  arteries,  the  latter  vessel,  by  its  free  anastomoses  with  the  other  scapular  arteries, 
branches  of  the  subclavian,  will  become  the  chief  agent  in  carrying  on  the  circulation,  to  which 
the  long  thoracic,  if  it  be  below  the  ligature,  will  materially  contribute,  by  its  anastomoses  with 
the  intercostal  and  internal  mammary  arteries.  If  the  point  included  in  the  ligature  be  below 
the  origin  of  the  subscapular  artery,  the  anastomoses  are  less  free.  The  chief  agents  in  restoring 
the  circulation,  will  be  the  posterior  circumflex,  by  its  anastomoses  with  the  suprascapular  and 
acromial  thoracic,  and  the  communications  between  the  subscapular  and  superior  profunda,  which 
will  be  afterwards  referred  to  as  performing  the  same  office  after  ligature  of  the  brachial.  The , 
cases  in  which  the  operation  has  been  performed  are  few  in  number,  and  no  published  account  of 
dissection  of  the  collateral  circulation  appears  to  exist. 

The  branches  of  the  axillary  artery  are, — 

r»       -i  a  n    a      (  Superior  thoracic. 
Fnm  Ut  Pari     j  Ac^mial  thoraoic. 

i  Subscapular. 
From  3d  Part      <  Anterior  circumflex. 

(  Posterior  circumflex. 

The  superior  thoracic  is  a  small  artery,  which  arises  from  the  axillary  sepa- 
rately, or  by  a  common  trunk  with  the  acromial  thoracic.  Kunning  forwards 
and  inwards  along  the  upper  border  of  the  Pectoralis  minor,  it  passes  between 
it  and  the  Pectoralis  major  to  the  side  of  the  chest.  It  supplies  these  muscles, 
and  the  parietes  of  the  thorax,  anastomosing  with  the  internal  mammary  and 
intercostal  arteries. 

The  acromial  thoracic  is  a  short  trunk,  which  arises  from  the  fore  part  of  the 
axillary  artery.  Projecting  forwards  to  the  upper  border  of  the  Pectoralis 
minor,  it  divides  into  three  sets  of  branches,  thoracic,  acromial,  and  descending. 
'The  thoracic  branches,  two  or  three  in  number,  are  distributed  to  the  Serratus 
magnus,  and  Pectoral  muscles,  anastomosing  with  the  intercostal  branches  of  the 
internal  mammary.  The  acromial  branches  are  directed  outwards  towards  the 
acromion,  supplying  the  Deltoid  muscle,  and  anastomosing,  on  the  surface  of  the 
acromion,  with  the  suprascapular  and  posterior  circumflex  arteries.  The  de- 
scending branch  passes  in  the  interspace  between  the  Pectoralis  major  and 
Deltoid,  accompanying  the  cephalic  vein,  and  supplying  both  muscles. 

The  long  thoracic  passes  downwards  and  inwards  along  the  lower  border  of 
the  Pectoralis  minor  to  the  side  of  the  chest,  supplying  the  Serratus  magnus,  the 
Pectoral  muscles,  and  mammary  gland,  and  sending  branches  across  the  axilla 
to  the  axillary  glands  and  Subscapularis,  which  anastomose  with  the  internal 
mammary  and  intercostal  arteries. 
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The  thoracica  alaris  is  a  small  branch,  which  supplies  the  glands  and  areolar 
tissue  of  the  axilla.  Its  place  is  frequently  supplied  by  branches  from  some  of 
the  other  thoracic  arteries. 

The  subscapular,  the  largest  branch  of  the  axillary  artery,  arises  opposite  the 
lower  border  of  the  Subscapularis  muscle,  and  passes  downwards  and  backwards 
along  its  lower  margin  to  the  inferior  angle  of  the  scapula,  where  it  anastomoses 
with  the  posterior  scapular,  a  branch  of  the  subclavian.    It  distributes  branches 
to  the  Subscapularis,  Serratus  magnus,  Teres  major,  and  Latissimus  dorsi  muscles, 
and  gives  off,  about  an  inch  and  a  half  from  its  origin,  a  large  branch,  the  dorsalis 
scapulae,  which  curves  round  the  inferior  border  of  the  scapula,  leaving  the 
axilla  in  the  interspace  between  the  Teres  minor  above,  the  Teres  major  below, 
and  the  long  head  of  the  Triceps  in  front.     Three  branches,  or  sets  of  branches, 
arise  from  the  dorsalis  scapuhe:  the  first  enters  the  subscapular  fossa,  beneath 
the  Subscapularis,  which  it  supplies,  anastomosing  with  the  posterior  scapular 
and  suprascapular  arteries ;   the  sec- 
Fig.  315.— The  Surgical  Anatomy  of  the  ond,  the  trunk  of  the  artery  (dorsalis 
Brachial  Artery.                               scapula)    turns    round    the    axillary 
border  of  the  scapula,  and  enters  the 
infraspinous   fossa,  where  it  anasto- 
moses  with    the   suprascapular   and 
posterior    scapular    arteries;    and   a 
third,  or  median  branch,  is  continued 
along  the  axillary  border  of  the  scap- 
ula, between   the   Teres   major   and 
minor,  and,  at  the  dorsal  surface  of 
the  inferior  angle  of  the  bone,  anasto- 
moses with  the  posterior  scapular. 
The  circumflex  arteries  wind  round 
',„      the  neck  of  the  humerus.     The  pos- 
terior circumflex  (Fig.  313),  the  larger 
of  the  two,  arises  from  the  back  part 
~*       of  the   axillary  opposite   the   lower 
border  of  the  Subscapularis  muscle, 
*  and,  passing  backwards  with  the  cir- 
cumflex veins  and  nerve  through  the 
quadrangular  space  bounded  by  the 
Teres  major  and  minor,  the  scapular 
head  of  the  Triceps  and  the  humerus 
winds  round  the  neck  of  that  bone 
and    is    distributed   to   the    Deltoid 
muscle    and    shoulder -joint,    anasto- 
mosing with  the  anterior  circumfiex, 
suprascapular  and  acromial  thoracic 
arteries.       The     anterior     circumflex 
,»        (Figs.  313,  314),  considerably  smaller 
than  the  preceding,  arises  just  below 
that  vessel,  from  the  outer  side  of  the 
axillary  artery.     It   passes   horizon- 
tally outwards,  beneath  the  Coraco- 
brachial   and    short    head    of   the 
Biceps,  lying  upon  the  fore  part  of 
the   neck  of  the   humerus,  and,  on 
reaching  the  bicipital   groove,  gives 
off  an  ascending  branch  which  passes 
upwards  along  the  groove  to  supply 
the  head  of  the  bone  and  the  shoui- 
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der-joint.  The  trunk  of  the  vessel  is  then  continued  outwards  beneath  the 
Deltoid,  which  it  supplies,  and  anastomoses  with  the  posterior  circumflex,  and 
acromial  thoracic  arteries. 

Brachial  Artery.    (Fig.  315.) 

The  Brachial  Artery  commences  at  the  lower  margin  of  the  tendon  of  the 
Teres  major,  and,  passing  down  the  inner  and  anterior  aspect  of  the  arm,  termi- 
nates about  half  an  inch  below  the  bend  of  the  elbow,  where  it  divides  into  the 
radial  and  ulnar  arteries. 

The  direction  of  this  vessel  is  marked  by  a  line  drawn  from  the  outer  side 
of  the  axillary  space  between  the  folds  of  the  axilla,  to  a  point  midway  between 
the  condyles  of  the  humerus,  which  corresponds  to  the  depression  along  the 
inner  border  of  the  Coraco-brachialis  and  Biceps  muscles.  In  the  upper  part 
of  its  course,  the  artery  lies  internal  to  the  humerus;  but  below,  it  is  in  front 
of  that  bone. 

Relations.  This  artery  is  superficial  throughout  its  entire  extent,  being 
covered,  in  front,  by  the  integument,  the  superficial  and  deep  fascia;  the  bicipi- 
tal fascia  separates  it  opposite  the  elbow  from  the  median  basilic  vein ;  tne 
median  nerve  crosses  it  at  its  middle ;  and  the  basilic  vein  lies  in  the  line  of 
the  artery,  but  separated  from  it  by  the  fascia,  in  the  lower  half  of  its  course. 
Behind,  it  is  separated  from  the  inner  side  of  the  humerus  above,  by  the  long 
and  inner  heads  of  the  Triceps,  the  musculo-spiraV  nerve  and  superior  profunda 
artery  intervening ;  and  from  the  front  of  the  bone  below,  by  the  insertion  of 
the  Coraco-brachialis  muscle,  and  by  the  Brachialis  anticus.  By  its  outer  side, 
it  is  in  relation  with  the  commencement  of  the  median  nerve,  and  the  Coraco- 
brachialis  and  Biceps  muscles,  which  slightly  overlap  the  artery.  By  its  inner 
side,  its  upper  half  is  in  relation  with  the  internal  cutaneous  and  ulnar  nerves, 
its  lower  half  with  the  median  nerve.  It  is  accompanied  by  two  venae  comites, 
which  lie  in  close  contact  with  the  artery,  being  connected  together  at  intervals 
by  short  transverse  communicating  branches. 

Plan  of  the  Relations  of  the  Brachial  Artery. 

In  Front. 

Internment  and  fasciae. 

Bicipital  fascia,  median  basilic  vein. 

Median  nerve. 

Outer  side.  f  >,  Inner  side. 

Median  nerve.  I    nrachiAl    \       Internal  cutaneous  and  uli*ar  nerve. 

Coraco-brachialis.  I      Artery.     J       Median  nerve. 

Biceps.  V  J 

Behind. 
Triceps. 

Musculo-spiral  nerve. 
Superior  profunda  artery. 
Coraco-brachialiB. 
Brachialis  anticus.  * 

*  Bend  of  the  Elbow. 

At  the  bend  of  the  -elbow,  the  brachial  artery  sinks  deeply  into  a  triangular 
interval;  the  base  of  which  is  directed  upwards  towards  the  humerus,  and  the 
sides  of  which  are  bounded,  externally,  by  the  Supinator  longus;  internally,  by 
the  Pronator  radii  teres;  its  floor  is  formed  by  the  Brachialis  anticus  and 
Supinator  brevis.  This  space  contains  the  brachial  artery,  with  its  accom- 
panying veins;  the  radial  and  ulnar  arteries;  the  median  and  musculo-spiral 
nerves;  and  the  tendon  of  the  Biceps.  The  brachial  artery  occupies  the  middle 
line  of  this  space,  and  divides  opposite  the  coronoid  process  of  the  ulna  into  the 
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radial  and  ulnar  arteries;  it  is  covered,  in  front,  by  the  integument,  the  super- 
ficial fascia,  and  the  median  basilic  vein,  the  vein  being  separated  from  direct 
contact  with  the  artery  by  the  bicipital  fascia.  Behind,  it  lies  on  the  Brachialis 
anticus,  which  separates  it  from  the  elbow -joint.  The  median  nerve  lies  on  the 
inner  side  of  the  artery,  but  separated  from  it  below  by  an  interval  of  half  an 
inch.  The  tendon  of  the  Biceps  lies  to  the  outer  side  of  the  space,  and  the 
musculo-spiral  nerve  still  more  externally  lying  upon  the  Supinator  brevis,  and 
partly  concealed  by  the  Supinator  longus. 

Peculiarities  of  the  Artery  as  regards  its  Course.  The  brachial  artery,  accompanied  by  the 
median  nerve,  may  leave  the  inner  border  of  the  Biceps,  and  descend  towards  the  inner  condyle 
of  the  humerus,  where  it  usually  curves  round  a  prominence  of  bone,  to  which  it  is  connected  by 
a  fibrous  band ;  it  then  inclines  outwards,  beneath  or  through  the  substance  of  the  Pronator  teres 
muscle,  to  the  bend  of  the  elbow.  The  variation  bears  considerable  analogy  with  the  normal 
condition  of  the  artery  in  some  of  the  carnivora ;  it  has  been  referred  to,  above,  in  the  description 
of  the  humerus. 

As  regards  its  Division.  Occasionally,  the  artery  is  divided  for  a  short  distance  at  its  upper 
part  into  two  trunks,  which  are  united  above  and  below.  A  similar  peculiarity  occurs  in  the 
main  vessel  of  the  lower  limb. 

The  point  of  bifurcation  may  be  above  or  below  the  usual  point,  the  former  condition  being  by 
far  the  most  frequent.  Out  of  481  examinations  recorded  by  Mr.  Quain,  some  made  on  the  right, 
and  some  on  the  left  side  of  the  body,  in  386  the  artery  bifurcated  in  its  normal  position.  In  one 
case  only  was  the  place  of  division  lower  than  usual,  being  two  or  three  inches  below  the  elbow- 
joint.  "  In  94  cases  out  of  481,  or  about  one  in  5£,  there  were  two  arteries  instead  of  one  in  some 
part,  or  in  the  whole  of  the  arm." 

There  appears,  however,  to  be  no  correspondence  between  the  arteries  of  the  two  arms,  with 
respect  to  their  irregular  division  ;  for  in  sixty-one  bodies  it  occurred  on  one  side  only  in  forty- 
three  ;  on  both  sides,  in  different  positions,  in  thirteen  ;  on  both  sides,  in  the  same  position,  in  five. 

The  point  of  bifurcation  takes  place  at  different  parts  of  the  arm,  being  most  frequent  in  the 
upper  part,  less  so  in  the  lower  part,  and  least  .so  in  the  middle,  the  most  usual  point  for  the 
application  of  a  ligature ;  under  any  of  these  circumstances,  two  large  arteries  would  be  found 
in  the  arm  instead  of  one.  The  most  frequent  (in  three  out  of  four)  of  these  peculiarities  is  the 
high  division  of  the  radial.  That  artery  often  arises  from  the  inner  side  of  the  brachial,  and  runs 
parallel  with  the  main  trunk  to  the  elbow,  where  it  crosses  it,  lying  beneath  the  fascia ;  or  it  may 
perforate  the  fascia,  and  pass  over  the  artery  immediately  beneath  the  integument. 

The  ulnar  sometimes  arises  from  the  brachial  high  up,  and  then  occasionally  leaves  that  vessel 
at  the  lower  part  of  the  arm,  and  descends  towards  the  inner  condyle.  In  the  forearm,  it  generally 
lies  beneath  the  deep  fascia,  superficial  to  the  Flexor  muscles;  occasionally  between  the  integu- 
ment and  deep  fascia,  and  very  rarely  beneath  the  Flexor  muscles. 

The  interosseous  artery  sometimes  arises  from  the  upper  part  of  the  brachial  or  axillary :  as  it 
passes  down  the  arm,  it  lies  behind  the  main  trunk,  and,  at  the  bend  of  the  elbow,  regains  its 
usual  position. 

In  some  cases  of  high  division  of  the  radial,  the  remaining  trunk  (ulnar-interosseous)  occasionally 
passes,  together  with  the  median  nerve,  along  the  inner  margin  of  the  arm  to  the  inner  condyle, 
and  then  passing  from  within  outwards,  beneath  or  through  the  Pronator  teres,  regains  its  usual 
position  at  the  bend  of  the  elbow. 

Occasionally,  the  two  arteries  representing  the  brachial  are  connected  at  the  bend  of  the  elbow 
by  a  short  transverse  branch,  and  are  even  sometimes  reunited. 

Sometimes,  long  slender  vessels,  vasa  aberrantia.  connect  the  brachial  or  axillary  arteries  with 
one  of  the  arteries  of  the  forearm,  or  a  branch  from  them.     These  vessels  usually  join  the  radial. 

Varieties  in  Muscular  Relations.1  The  brachial  artery  is  occasionally  concealed,  in  some  part 
of  its  course,  by  muscular  or  tendinous  slips  derived  from  various  sources.  In  the  upper  tnird 
of  the  arm,  the  brachial  vessels  and  median  nerve  have  been  seen  concealed,  to  the  extent  of  three 
inches,  by  a  muscular  layer  of  considerable  thickness,  derived  from  the  Coraco-brachialis,  which 
passed  round  to  the  inner  side  of  the  vessel,  and  joined  the  internal  head  of  the  Triceps.  In  the 
lower  half  of  the  arm  the  artery  is  occasionally  concealed  by  a  broad  thin  head  to  the  Biceps 
muscle.  A  narrow  fleshy  slip  from  the  Biceps  has  been  seen  to  cross  the  artery,  concealing  it  for 
an  inch  and  a  half,  its  tendon  ending  in  the  aponeurosis  covering  the  Pronator  teres.  A  muscular 
and  tendinous  slip  has  been  seen  to  arise  from  the  external  bicipital  ridge  by  a  long  tendon,  cross 
obliquely  behind  the  long  tendon  of  the  Biceps,  and  end  in  a  fleshy  belly,  which  appears  on  the 
inner  side  of  the  arm  between  the  Biceps  and  Coraco  brachialis.  passes  down  along  tne  inner  edge 
of  the  former,  and  crosses  the  artery  very  obliquely  so  as  to  lie  in  front  of  it  for  three  inches, 
and,  finally,  gives  rise  to  a  narrow  flattened  tendon,  which  is  iuserted  into  the  aponeurosis  over 
the  Pronator  teres.  A  tendinous  slip,  arising  from  the  deep  part  of  the  tendon  of  the  Pectoralis 
major,  has  been  seen  to  cro«*  the  artery  obliquely  at.  or  below  the  Coraco-brachialis,  and  join 
the  intermuscular  septum  above  the  inner  condyle.    The  Brachialis  anticus  not  un  frequently 


See  Stauthers'8  Anatomical  and  Physiological  Observations. 
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projects  at  the  outer  side  of  the  artery,  and  occasionally  overlaps  it,  sending  inwards,  across  the 
artery,  an  aponeurosis  which  binds  the  vessel  down  upon  the  Brachial  is  auticus.  Sometimes,  a 
fleshy  Blip  from  the  muscle  covers  the  vessel,  in  one  case  to  the  extent  of  three  inches.  In  some 
cases  of  high  origin  of  the  Pronator  teres,  an  aponeurosis  extends  from  it  to  join  the  Brachial i8 
an  tic  as  external  to  the  artery;  a  kind  of  arch  being  thus  formed  under  which  the  principal  artery 
and  median  nerve  pass,  so  as  to  be  concealed  for  half  an  inch  above  the  transverse  level  of  the 
condyle. 

Surgical  Anatomy.  Compression  of  the  brachial  artery  is  required  in  cases  of  amputation  and 
some  other  operations  in  the  arm  and  forearm ;  and  it  will  be  observed,  that  it  may  be  effected 
in  almost,  any  part  of  the  course  of  the  artery.  If  pressure  is  made  in  the  upper  part  of  the  limb, 
it  should  be  directed  from  within  outwards,  and  if  in  the  lower  part,  from  before  backwards,  as 
the  artery  lies  on  the  inner  side  of  the  humerus  above,  and  in  front  of  it  below.  The  most 
favorable  situation  is  near  the  insertion  of  the  Coraco-  brachial  is. 

The  application  of  a  ligature  to  the  brachial  artery  may  be  required  in  cases  of  wounds  of  the 
vessel,  ana  in  some  cases  of  wound  of  the  palmar  arch.  It  is  also  sometimes  necessary  in  cases 
of  aneurism  of  the  brachial,  the  radial,  ulnar,  or  interosseous  arteries.  The  artery  may  be  secured 
in  any  part  of  its  coiree.  The  chief  guides  in  determining  its  position  are  the  surface-markings 
produced  by  the  inner  margin  of  the  Coraco-brachialis  and  Biceps,  the  known  course  of  the  vessel, 
and  its  pulsation,  which  should  be  carefully  felt  for  before  any  operation  is  performed,  as  the 
vessel  occasionally  deviates  from  its  usual  position  in  the  arm.  In  whatever  situation  the  opera- 
tion is  performed,  great  care  is  necessary,  on  account  of  the  extreme  thinness  of  the  parts  covering 
the  artery,  and  the  intimate  connection  which  the  vessel  hns  throughout  its  whole  course  with 
important  nerves  and  veins.  Sometimes  a  thin  layer  of  muscular  fibre  is  met  with  concealing 
the  artery;  if  such  is  the  case,  it  must  be  cut  across  in  order  to  expose  the  vessel. 

In  the  upper  third  of  the  arm  the  artery  may  be  exposed  in  the  following  manner :  The 
patient  being  placed  horizontally  upon  a  table,  the  affected  limb  should  be  raised  from  the  side, 
and  the  hand  supinated.  An  incision  about  two  inches  in  length  should  be  made  on  the  ulnar 
aide  of  the  Goraco-brachialis  muscle,  and  the  subjacent  fascia  cautiously  divided,  so  as  to  avoid 
wounding  the  internal  cutaneous  nerve  or  basilic  vein,  which  sometimes  run  on  the  surface  of  the 
artery  as  high  as  the  axilla.  The  fascia  having  been  divided,  it  should  be  remembered,  that  the 
ulnar  and  internal  cutaneous  nerves  lie  on  the  inner  side  of  the  artery,  the  median  on  the  outer 
side,  the  latter  nerve  being  occasionally  superficial  to  the  artery  in  this  situation,  and  that  the 
venae  comites  are  also  in  relation  with  the  vessel,  one  on  either  side.  These  being  carefully 
separated,  the  aneurism  needle  should  be  passed  round  the  artery  from  the  ulnar  to  the  radial  side. 

If  two  arteries  are  present  in  the  arm,  in  consequence  of  a  high  division,  they  are  usually 
placed  side  by  side;  and  if  they  are  exposed  in  an  operation,  the  surgeon  should  endeavor  to 
ascertain,  by  alternately  pressing  on  each  vessel,  which  of  the  two  communicates  with  the  wound 
or  aneurism,  when  a  ligature  may  be  applied  accordingly ;  or  if  pulsation  or  hemorrhage  ceases 
only  when  both  vessels  are  compressed,  both  vessels  may  be  tied,  as  it  may  be  concluded  that  the 
two  communicate  above  the  seat  of  disease,  or  are  reunited. 

It  should  also  be  remembered,  that  two  arteries  may  be  present  in  the  arm  in  a  case  of  high 
division,  and  that  one  of  these  may  be  found  along  the  inner  intermuscular  septum,  in  a  line 
towards  the  inner  condyle  of  the  humerus,  or  in  the  usual  position  of  the  brachial,  but  deeply 
placed  beneath  the  common  trunk :  a  knowledge  of  these  facts  will  suggest  the  precautions 
necessary  in  every  case,  and  indicate  the  measures  to  be  adopted  when  anomalies  are  met  with. 

In  the  middle  of  the  arm  the  brachial  artery  may  be  exposed  by  making  an  incision  along 
the  inner  margin  of  the  Biceps  muscle.  The  forearm  being  bent  so  as  to  relax  the  muscle,  it 
should  be  drawn  slightly  aside,  and,  the  fascia  being  carefully  divided,  the  median  nerve  will  be 
exposed  lying  upon  the  artery  (sometimes  beneath) ;  this  being  drawn  inwards  and  the  muscle 
outwards,  the  artery  should  be  separated  from  its  accompanying  veins  and  secured.  In  this  situa- 
tion the  inferior  profunda  may  be  mistaken  for  the  main  trunk,  especially  if  enlarged,  from  the 
collateral  circulation  having  become  established  ;  this  may  be  avoided  by  directing  the  incision 
externally  towards  the  Biceps  rather  than  inwards  or  backwards  towards  the  Triceps. 

The  lower  part  of  the  brachial  artery  is  of  extreme  interest  in  a  surgical  point  of  view,  on 
account  of  the  relation  which  it  bears  to  the  veins^most  commonly  opened  in  venesection.  Of 
these  vessels,  the  median  basilic  is  the  largest  and  most  prominent,  and,  consequently,  the  one 
usually  selected  for  the  operation.  It  should  be  remembered,  that  this  vein  runs  parallel  with 
the  brachial  artery,  from  which  it  18  separated  by  the  bicipital  fascia,  and  that  in  no  case  should 
this  vessel  be  selected  for  venesection,  except  in  a  part  which  is  not  in  contact  with  the  artery. 

Collateral  Circulation.  After  the  application  of  a  ligature  to  the  brachial  artery  in  the  upper 
third  of  the  arm,  the  circulation  is  carried  on  by  branches  from  the  circumflex  and  subscapular 
arteries,  anastomosing  with  ascending  branches  from  the  superior  profunda.  If  the  brachial  is 
tied  below  the  origin  of  the  profunda  arteries,  the  circulation  is  maintained  by  the  branches  of  the 
profundae,  anastomosing  with  the  recurrent  radial,  ulnar,  and  interosseous  arteries.  In  two  cases 
described  by  Mr.  South,1  in  which  the  brachial  artery  had  been  tied  some  time  previously,  in  one 


1  Chkltvs'  Surgery,  vol.  ii.  p.  254.  See  also  White's  engraving  referred  to  by  Mr.  South,  of 
the  anastomosing  branches  after  ligature  of  the  brachial,  in  Whitk's  Cases  in  Surgery.  Porta 
also  gives  a  case  (with  drawings)  of  the  circulation  after  ligature  of  both  brachial  and  radial. — 
Alter azioni  Patologiche  delle  Arterie. 
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11  a  long:  portion  of  the  artery  had  been  obliterated,  and  sets  of  vessels  are  descending  on  either 
side  from  above  the  obliteration,  to  be  received  into  others  which  ascend  in  a  similar  manner 
from  below  it.  In  the  other,  the  obliteration  is  less  extensive,  and  a  single  carved  artery  about 
as  big  as  a  crow-quill  passes  from  the  upper  to  the  lower  open  part  of  the  artery.1' 

The  branches  of  the  brachial  artery  are  the 

Superior  profunda.  Inferior  profunda. 

Nutrient  artery.  Anastomotica  magna. 

Muscular. 

The  superior  profunda  arises  from  the  inner  and  back  part  of  the  brachial, 
opposite  the  lower  border  of  the  Teres  major,  and  passes  backwards  to  the 
interval  between  the  outer  and  inner  heads  of  the  Triceps  muscle,  accompanied 
by  the  musculo-spiral  nerve ;  it  winds  round  the  back  part  of  the  shaft  of  the 
humerus  in  the  spiral  groove,  between  the  Triceps  and  the  bone,  and  descends 
on  the  outer  side  of  the  arm  to  the  space  between  the  Brachialis  anticus  and 
Supinator  longus  as  far  as  the  elbow,  where  it  anastomoses  with  the  recurrent 
branch  of  the  radial  artery.  It  supplies  the  Deltoid,  Coraco-brachialis,  and 
Triceps  muscles,  and  whilst  in  the  groove  between  the  Triceps  and  the  bone,  it 
gives  off  the  posterior  articular  artery,  which  descends  perpendicularly  between 
the  Triceps  and  the  bone,  to  the  back  part  of  the  elbow-joint,  where  it  anasto- 
moses with  the  interosseous  recurrent  branch,  and,  on  the  inner  side  of  the  arm, 
with  the  posterior  ulnar  recurrent,  and  with  the  anastomotica  magna  or  inferior 
profunda  (Fig.  318). 

The  nutrient  artery  of  the  shaft  of  the  humerus  arises  from  the  brachial,  about 
the  middle  of  the  arm.  Passing  downwards,  it  enters  the  nutrient  canal  of  that 
bone,  near  the  insertion  of  the  Coraco-brachialis  muscle. 

The  inferior  profunda,  of  small  size,  arises  from  the  brachial,  a  little  below 
the  middle  of  the  arm ;  piercing  the  internal  intermuscular  septum,  it  descends 
on  the  surface  of  the  inner  head  of  the  Triceps  muscle,  to  the  space  between 
the  inner  condyle  and  olecranon,  accompanied  by  the  ulnar  nerve,  and  termi- 
nates by  anastomosing  with  the  posterior  ulnar  recurrent,  and  anastomotica 
magna.  It  also  supplies  a  branch  to  the  front  of  the  internal  condyle,  which 
anastomoses  with  the  anterior  ulnar  recurrent. 

The  anastomotica  magna  arises  from  the  brachial,  about  two  inches  above  the 
elbow-joint.     It  passes  transversely  inwards  upon  the  Brachialis  anticus,  and, 

Eiercing  the  internal  intermuscular  septum,  winds  round  the  back  part  of  the 
umerus  between  the  Triceps  and  the  bone,  forming  an  arch  above  the  olecranon 
fossa,  by  its  junction  with  the  posterior  articular  branch  of  the  superior  pro- 
funda. As  this  vessel  lies  on  the  Brachialis  anticus,  an  offset  passes  between 
the  internal  condyle  and  olecranon,  which  anastomoses  with  the  inferior  pro- 
funda and  posterior  ulnar  recurrent  arteries.  Other  branches  ascend  to  join  the 
inferior  profunda;  and  some  descend  in  front  of  the  inner  condyle,  to  anasto- 
mose with  the  anterior  ulnar  recurrent. 

The  muscular  are  three  or  four  large  branches,  which  are  distributed  to  the 
muscles  in  the  course  of  the  artery.  They  supply  the  Coraco-brachialis,  Biceps, 
and  Brachialis  anticus  muscles. 

The  Anastomosis  around  the  Elbow-joint  (Fig.  318).  The  vessels  engaged  in 
this  anastomosis  may  be  conveniently  divided  into  those  situated  in  front  of  and 
behind  the  Internal  and  External  Condyles.  The  branches  anastomosing  in  front 
of  the  Internal  Condyle  are :  The  anastomotica  magna,  the  anterior  ulnar  re- 
current, and  the  anterior  terminal  branch  of  the  inferior  profunda.  Those  behind 
the  Internal  Condyle  are :  The  anastomotica  magna,  the  posterior  ulnar  recur- 
rent, and  the  posterior  terminal  branch  of  the  inferior  profunda.  The  branches 
anastomosing  in  front  of  the  External  Condyle  are:  The  radial  recurrent  and 
the  termination  of  the  superior  profunda.  Those  behind  the  External  Condyle 
(perhaps  more  properly  described  as  being  situated  between  the  external  con 
dyle  and  the  olecranon)  are :  The  anastomotica  magna,  the  interosseous  recur- 
rent, and  the  posterior  articular  branch  of  the  superior  profunda.    There  is  also 
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a  large  arch  of  anastomosis  above  the  olecranon  formed  by  the  interosseous 
recurrent,  joining  with  the  anastomotic^  magna  and  posterior  ulnar  recurrent 
(Fig.  318). 

From  this  description  it  will  be  observed  that  the  anastomotica  magna  is  the 
vessel  most  engaged,  the  only  part  of  the  anastomosis  in  which  it  is  not  employed 
being  that  in  front  of  the  external  condyle. 

Radial  Artery. 

The  Radial  Artery  appears,  from  its  direction,  to  be  the  continuation  of  the 
brachial,  but,  in  size,  it  is  smaller  than  the  ulnar.  It  commences  at  the  bifurca- 
tion of  the  brachial,  just  below  the  bend  of  the  elbow,  and  passes  along  the 
radial  side  of  the  forearm  to  the  wrist ;  it  then  winds  backwards,  round  the 
outer  side  of  the  carpus,  beneath  the  extensor  tendons  of  the  thumb,  and, 
finally,  passes  forwards  between  the  two  heads  of  the  first  Dorsal  interosseous 
muscle,  into  the  palm  of  the  hand,  where  it  crosses  the  metacarpal  bones  to  the 
ulnar  border  of  the  hand,  to  form  the  deep  palmar  arch.  At  its  termination,  it 
inosculates  with  the  deep  branch  of  the  ulnar  artery.  The  relations  of  this 
vessel  may  thus  be  conveniently  divided  into  three  parts,  viz.,  in  the  forearm, 
at  the  back  of  the  wrist,  and  in  the  hand. 

Relations.  In  the  forearm,  this  vessel  extends  from  opposite  the  neck  of  the 
radius,  to  the  fore  part  of  the  styloid  process,  being  placed  to  the  inner  side  of 
the  shaft  of  the  bone  above,  and  in  front  of  it  below.  It  is  superficial  through- 
out its  entire  extent,  being  covered  by  the  integument,  the  superficial  and  deep 
fascia,  and  slightly  overlapped  above  by  the  Supinator  longus.  In  its  course 
downwards,  it  lies  upon  the  tendon  of  the  Biceps,  the  Supinator  brevis,  the  Pro- 
nator radii  teres,  the  radial  origin  of  the  Flexor  sublimis  digitorum,  the  Flexor 
longus  pollicis,  the  Pronator  quadratus,  and  the  lower  extremity  of  the  radius. 
In  the  upper  third  of  its  course,  it  lies  between  the  Supinator  longus  and  the 
Pronator  radii  teres ;  in  its  lower  two- thirds,  between  the  tendons  of  the  Supi- 
nator longus  and  the  Flexor  carpi  radialis.  The  radial  nerve  lies  along  the  outer 
side  of  the  artery  in  the  middle  third  of  its  course ;  and  some  filaments  of  the 
musculo-cutaneous  nerve,  after  piercing  the  deep  fascia,  run  along  the  lower 
part  of  the  artery  as  it  winds  round  the  wrist.  The  vessel  is  accompanied  by 
venae  comites  throughout  its  whole  course. 

Plan  of  the  Relations  of  the  Radial  Artery  in  the  Forearm. 

In  front. 

Internment — superficial  and  deep  fasciae. 
Supinator  longus. 

Inner  side.  f   w  ..  .    \  Outer  side. 

Fronator  radii  teres.  I     Artery  in     I  Supinator  longus. 

Flexor  carpi  radialis.  V    Forearm.    /  Radial  nerve  (middle  third). 

Behind. 

Tendon  of  Biceps. 
Supinator  brevis. 
Pronator  radii  teres. 
Flexor  sublimis  digitorum. 
Flexor  longus  pollicis. 
Pronator  quadratus. 
Radius. 

At  the  wrist,  as  it  winds  round  the  outer  side  of  the  carpus,  from  the  styloid 
process  to  the  first  interosseous  space,  it  lies  upon  the  external  lateral  ligament, 


being  covered  by  the  extensor  tendons  of  the  thumb,  subcutaneous  veins,  some 
filaments  of  the  radial  nerve,  and  the  integument.     It  is  accompanied  by  two 

veins  and  a  filament  of  the 
musculocutaneous  nerve. 

In  the  hand,  it  passes  from 
the  upper  end  of  the  first  inter- 
osseous space,  between  the 
heads  of  the  Abductor  indicis 
or  first  Dorsal  interosseous 
muscle  transversely  across  the 
palm,  to  the  base  of  the  meta- 
carpal bone  of  the  little  finger, 
where  it  inosculates  with  tlie 
communicating  branch  from 
the  ulnar  artery,  forming  the 
deep  palmar  arch.  It  lies 
upon  the  carpal  extremities 
of  the  metacarpal  bones  and 
the  Interossei  muscles,  being 
covered  by  the  flexor  tendons 
of  the  fingers,  the  Lumbri- 
cales,  the  muscles  of  the  little 
finger,  and  the  Flexor  brevis 
pollicis,  and  is  accompanied 
by  the  deep  branch  of  the 
ulnar  nerve. 

Peculiarities.  The  origin  of  the 
radial  artery  varies  in  the  propnr- 
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one  case  the  origin  was  lower  than 

usual.  In  the  other  cases,  the  upper 
part  of  the  brachial  was  a  more  fre- 
quent source  of  origin  than  the  axil- 
lary. The  nr*—- 
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lying  over  the  fascia,  instead  of  be- 
neath it.  It  has  also  been  observed 
on  the  surface  of  the  Supinator  lon- 
gnB  instead  of  along  its  inner  border : 
and  in  taming  round  the  wrist,  it 
has  been  seen  lying  over,  instead  of 
beneath,  the  Extensor  tendons. 

Surgical  Anatomy.  The  opera- 
tion of  tying  the  radial  artery  is  re- 
quired in  cases  of  wounds  either  of 
its  trunk,  or  in  some  of  its  branches, 
or  for  aneurism  :  and  it  will  be  ob- 
served, that  the  vessel  may  be  ex- 
posed in  any  part  of  its  course 
through  the  forearm  without  the 
division  of  any  muscular  fibres.  The 
operation  in  the  middle  or  inferior 
third  of  the  forearm  is  easily  per- 
formed ;  bat  in  the  upper  third  near 
the  elbow,  it  is  attended  with  some 
difficulty,  from  the  greater  depth  of 
the  vessel,  and  from  its  being  over- 
lapped by  the  Supinator  longus  and 
Pronator  teres  muscles. 
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To  tie  the  artery  in  the  upper  third,  an  incision  three  inches  in  length  should  be  made  through 
the  integument,  from  the  bend  of  the  elbow  obliquely  downwards  and  outwards,  on  the  radial 
side  of  the  forearm,  avoiding  the  branches  of  the  mediau  vein ;  the  fascia  of  the  arm  being  divided 
and  the  Supinator  longus  drawn  a  little  outwards,  the  artery  will  be  exposed.  The  ven©  com- 
ites  should  be  carefully  separated  from  the  vessel,  and  the  ligature  passed  from  the  radial  to 
the  ulnar  side. 

In  the  middle  third  of  the  forearm  the  artery  may  be  exposed  by  making  an  incision  of  similar 
length  on  the  inner  margin  of  the  Supinator  longus.  In  this  situation,  the  radial  nerve  lies  in 
close  relation  with  the  outer  side  of  the  artery,  and  should  as  well  as  the  veins  be  carefully 
avoided. 

In  the  lower  third,  the  artery  is  easily  secured  by  dividing  the  integument  and  fasciae  in  the 
interval  between  the  tendons  of  the  Supinator  longus  and  Flexor  carpi  radialis  muscles. 

The  branches  of  the  radial  artery  may  be  divided  into  three  groups  corre- 
sponding with  the  three  regions  in  which  the  vessel  is  situated. 

f  Radial  recurrent.  f  Posterior  carpal. 

In  the     J  Muscular.  W  '  t  \  ^etacarPa^ 


Forearm. 


Superficial  vote.  "  1  Dorsales  pollicis. 


te  Anterior  carpal. 


Hand. 


Dorsalis  indicia. 


Princeps  pollicis. 
Radialis  indicis. 
Perforating. 
Interosseous. 


The  radial  recurrent  is  given  off  immediately  below  the  elbow.  It  ascends 
between  the  branches  of  the  musculo-spiral  nerve,  lying  on  the  Supinator  brevis 
and  then  between  the  Supinator  longus  and  Brachialis  anticus,  supplying  these 
muscles  and  the  elbow-joint,  and  anastomosing  with  the  terminal  branches  of 
the  superior  profunda. 

The  muscular  branches  are  distributed  to  the  muscles  on  the  radial  side  of  the 
forearm. 

The  superficialis  volse  arises  from  the  radial  artery,  just  where  this  vessel  is 
about  to  wind  round  the  wrist.  Running  forwards,  it  passes  between  the  mus- 
cles of  the  thumb,  which  it  supplies,  and  sometimes  anastomoses  with  the  termi- 
nation of  the  ulnar  artery,  completing  the  superficial  palmar  arch.  This  vessel 
varies  considerably  in  size ;  usually  it  is  very  small,  and  terminates  in  the  mun- 
cles  of  the  thumb ;  sometimes  it  is  as  large  as  the  continuation  of  the  radial. 

The  carpal  branches  supply  the  joints  of  the  wrist.  The  anterior  carpal  is  a 
small  vessel  which  arises  from  the  radial  artery  near  the  lower  border  of  the 
Pronator  quadratus,  and,  running  inwards  in  front  of  the  radius,  anastomoses 
with  the  anterior  carpal  branch  of  the  ulnar  artery.  From  the  arch  thus  formed, 
branches  descend  to  supply  the  articulations  of  tne  wrist. 

The  posterior  carpal  is  a  small  vessel  which  arises  from  the  radial  artery 
beneath  the  extensor  tendons  of  the  thumb ;  crossing  the  carpus  transversely  to 
the  inner  border  of  the  hand,  it  anastomoses  with  the  posterior  carpal  branch 
of  the  ulnar.  It  sends  branches  upwards,  which  anastomose  with  the  termina- 
tion of  the  anterior  interosseous  artery ;  other  branches  descend  to  the  meta- 
carpal spaces ;  they  are  the  dorsal  interosseous  arteries  for  the  third  and  fourth 
interosseous  spaces ;  they  anastomose  with  the  posterior  perforating  branches  from 
the  deep  palmar  arch. 

The  metacarpal  (first  dorsal  interosseous  branch)  arises  beneath  the  extensor 
tendons  of  the  thumb,  sometimes  with  the  posterior  carpal  artery ;  running  for- 
wards on  the  second  dorsal  interosseous  muscle,  it  communicates,  behind,  with 
the  corresponding  perforating  branch  of  the  deep  palmar  arch ;  and,  in  front, 
inosculates  with  the  digital  branch  of  the  superficial  palmar  arch,  and  supplies 
the  adjoining  sides  of  the  index  and  middle  fingers. 

The  dorsales  pollicis  are  two  small  vessels  which  run  along  the  side  of  the 
dorsal  aspect  of  the  thumb.  They  arise  separately  or  occasionally  by  a  common 
trunk  near  the  base  of  the  first  metacarpal  bone. 
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Pig.  317— Ulnar  and  Radial  Arteries.  The  dorsalU  indicia,  also  a  small 

Deep  View.  branch,  runs  along  the  radial  side  of 

the  back  of  the  index  6nger,  sending 

w.        a  few  branches  to  the  Abductor  in- 

dicis. 

The  princeps  pollicia  arises  from 
the  radial  just  as  it  turns  inwards  to 
the  deep  part  of  the  hand ;  it  de- 
scends   between  the  Abductor    in- 
dicia and   Abductor  pollicis,  along 
the    ulnar   side   of   the   metacarpal 
%"'    bone  of  the  thumb,  to  the  base  of 
ra-1,     the  first  phalanx,  where  it  divides 
»'         into  two  branches,  which  run  along 
the  sides  of  the  palmar  aspect  of  the 
thumb,  and   form   an   arch  on  the 
under  surface  of  the  last   phalanx, 
from  which  branches  are  distributed 
to  the  integument  and  cellular  mem- 
brane of  the  thumb. 

The  rodialia  indicia  arises  close  to 
the  preceding,  descends  between  the 
Abductor  indicia  and  Adductor  pol- 
licis, and  runs  along  the  radial  side 
of  the  index  finger  to  its  extremity, 
■where  it  anastomoses  with  the  col- 
lateral digital  artery  from  the  super- 
ficial palmar  arch.  At  the  lower 
border  of  the  Adductor  pollicis,  this 
vessel  anastomoses  with  the  prin- 
ceps  pollicis,  and  gives  a  communi- 
„j  eating  branch  to  the  superficial 
palmar  arch. 

The  per/orating  arteries,  three  in 

■raw    number,  pass  backwards  betweenthe 

heads  of  the  last  three  Dorsal  inter- 

ossei  muscles,  to  inosculate  with  the 

dorsal  interosseous  arteries. 

The  palmar  interoxseoita,  three  or 
four  in  number,  are  branches  of  the 
deep  palmar  arch ;  they  run  forwards 
upon  the  Interossci  muscles,  and 
anastomose  at  the  clefts  of  the  fingers 
with  the  digital  branches  of  the 
superficial  arch. 

Ulnar  Artery. 

The  Ulnar  Artery,  the  larger  of  the  two  subdivisions  of  the  brachial,  com- 
mences a  little  below  the  bend  of  the  elbow,  and  crosses  the  inner  side  of  the 
forearm  obliquely  inwards,  to  the  commencement  of  its  lower  half;  it  then  runs 
along  its  ulnar  border  to  the  wrist,  crosses  the  annular  ligament  on  the  radial 
side  of  the  pisiform  bone,  and  passes  across  the  palm  of  the  hand,  forming  the 
superficial  palmar  arch,  which  sometimes  terminates  by  inosculating  with  the 
superficialis  volae. 

Relations  in  the  Forearm.  In  its  upper  half,  it  is  deeply  seated,  being  covered 
by  all  the  superficial  Flexor  muscles,  excepting  the  Flexor  carpi  ulnaris ;  it  is 


ULNAR. 


519 


crossed  by  the  median  nerve,  which  lies  to  its  inner  side  for  about  an  inch,  and 
it  lies  upon  the  Brachialis  anticus  and  Flexor  profundus  digitorum  muscles.  In 
the  lower  half  of  the  forearm,  it  lies  upon  the  Flexor  profundus,  being  covered 
by  the  integument,  the  superficial  and  deep  fasciae,  and  is  placed  between  the 
Flexor  carpi  ulnaris  and  Flexor  sublimis  digitorum  muscles.  It  is  accompanied 
by  two  venae  comites ;  the  ulnar  nerve  lies  on  its  inner  side  for  the  lower  two- 
thirds  of  its  extent,  and  a  small  branch  from  the  nerve  descends  on  the  lower 
part  of  the  vessel  to  the  palm  of  the  hand. 

Plan  of  Relations  of  the  Ulnar  Artery  in  the  Forearm. 

In  front. 

Superficial  layer  of  flexor  muscles. )  „         ha]f 
Median  nerve.  j     rr 

Superficial  and  deep  fasciae.  Lower  half. 


Inner  side. 

Flexor  carpi  ulnaris. 

Ulnar  nerve  (lower  two-thirds). 


Outer  side. 
Flexor  sublimis  digitorum. 


Behind. 

Brachialis  anticus. 

Flexor  profundus  digitorum. 

At  the  wrist  (Fig.  316),  the  ulnar  artery  is  covered  by  the  integument  and 
fascia  and  lies  upon  the  anterior  annular  ligament.  On  its  inner  side  is  the 
pisiform  bone.  The  ulnar  nerve  lies  at  the  inner  side,  and  somewhat  behind 
the  artery. 

In  the  palm  of  the  hand,  the  continuation  of  the  ulnar  artery  is  called  the 
superficial  palmar  arch ;  it  passes  obliquely  outwards  to  the  interspace  between 
the  ball  of  the  thumb  and  the  index  finger,  where  it  occasionally  anastomoses 
with  the  superficialis  volae,  and  a  branch  from  the  radialis  indicis,  thus  com- 
pleting the  arch.  The  convexity  of  this  arch  is  directed  towards  the  fingers,  its 
concavity  towards  the  muscles  of  the  thumb.  If  the  thumb  be  put  at  right 
angles  to  the  hand,  the  position  of  the  superficial  palmar  arch  will  be  roughly 
indicated  by  a  line  drawn  along  the  lower  margin  of  the  thumb  across  the  palm 
of  the  hana :  the  deep  palmar  arch  is  situated  about  a  finger's  breadth  nearer 
to  the  carpus. 

The  superficial  palmar  arch  is  covered  by  the  Palmaris  brevis,  the  palmar 
fascia,  ana  integument ;  and  lies  upon  the  annular  ligament,  the  muscles  of  the 
little  finger,  the  tendons  of  the  superficial  flexor,  and  the  divisions  of  the  median 
and  ulnar  nerves,  the  latter  accompanying  the  artery  a  short  part  of  its  course. 


Relations  of  the  Superficial  Palmar  Arch. 


In  front. 

Integument. 
Palmaris  brevis. 
Palmar  fascia. 


Behind. 

Annular  ligament. 
Origin  of  muscles  of  little  finger. 
Superficial  flexor  tendons. 
Division    of    median    and    ulnar 
nerves. 


Peculiarities.  The  ulnar  artery  has  been  found  to  vary  in  its  origin  nearly  in  the  proportion 
of  one  in  thirteen  cases,  in  one  case  arising  lower  than  usual,  about  two  or  three  inches*  below  the 
elbow,  and  in  all  the  other  cases  much  higher,  the  brachial  being  a  more  frequent  source  of  origin 
than  the  axillary. 

Variations  in  the  position  of  this  vessel  are  more  frequent  than  in  the  radial.  When  its  origin 
is  normal  the  course  of  the  vessel  is  rarely  changed.  When  it  arises  high  up.  it  is  almost  invari- 
ably superficial  to  the  Flexor  muscles  in  the  forearm,  lying  commonly  beneath  the  fascia,  more 
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rarely  between  the  fascia  and  internment.    In  a  few  cases,  its  position  was  subcutaneous  in  the 
upper  part  of  the  forearm,  subaponeurotic  in  the  lower  part. 

Surgical  Anatomy.  The  application  of  a  ligature  to  this  vessel  is  required  in  cases  of  wound 
of  the  artery,  or  of  its  branches,  or  in  consequence  of  aneurism.  In  the  upper  half  of  the  forearm, 
the  artery  is  deeply  seated  beneath  the  superficial  Flexor  muscles,  and  their  division  would  be 
requisite  in  a  case  of  recent  wound  of  the  artery  in  this  situation,  in  order  to  secure  it,  but  under 
no  other  circumstances.  In  the  middle  and  lower  third  of  the  forearm,  this  vtesel  may  be  easily 
secured  by  making  an  incision  on  the  radial  side  of  the  tendon  of  the  Flexor  carpi  ulnaris :  the 
deep  fascia  being  divided,  and  the  Flexor  carpi  ulnaris  and  its  companion  muscle,  the  Flexor 
sublimis,  being  separated  from  each  other,  the  vessel  will  be  exposed,  accompanied  by  its  vens 
comites,  the  ulnar  nerve  lying  on  its  inner  side.  The  veins  being  separated  from  the  artery,  the 
ligature  should  be  passed  from  the  ulnar  to  the  radial  side,  taking  care  to  avoid  the  ulnar  nerve. 

The  branches  of  the  ulnar  artery  may  be  arranged  in  the  following  groups: — 

f  Anterior  ulnar  recurrent. 

I  Posterior  ulnar  recurrent. 

Forearm.  A  T  .  (  Anterior  interosseous. 

I  Interosseous    {  -n    *    •      •  * 

(  Posterior  interosseous. 

[  Muscular. 

Wrist.  |  ^rior  carpal 
(  Posterior  carpal. 

Hand  \  ^ceP  or  communicating  branch. 
"  (  Digital. 

The  anterior  ulnar  recurrent  (Fig.  317)  arises  immediately  below  the  elbow- 
joint,  passes  upwards  and  inwards  between  the  Brachialis  anticus  and  Pronator 
radii  teres,  supplies  those  muscles,  and,  in  front  of  the  inner  condyle,  anastomoses 
with  the  anastomotica  magna  and  inferior  profunda. 

The  posterior  ulnar  recurrent  is  much  larger,  and  arises  somewhat  lower  than 
the  preceding.  It  passes  backwards  and  inwards,  beneath  the  Flexor  sublimis, 
and  ascends  behind  the  inner  condyle  of  the  humerus.  In  the  interval  between 
this  process  and  the  olecranon,  it  lies  beneath  the  Flexor  carpi  ulnaris,  ascending 
between  the  heads  of  that  muscle,  beneath  the  ulnar  nerve ;  it  supplies  the 
neighboring  muscles  and  joint,  and  anastomoses  with  the  inferior  profunda, 
anastomotica  magna,  and  interosseous  recurrent  arteries  (Fig.  318). 

The  interosseous  artery  (Fig.  317)  is  a  short  trunk,  about  an  inch  in  length,  and 
of  considerable  size,  which  arises  immediately  below  the  tuberosity  of  the  radius, 
and,  passing  backwards  to  the  upper  border  of  the  interosseous  membrane, 
divides  into  two  branches,  the  anterior  and  posterior  interosseous. 

The  anterior  interosseous  passes  down  the  forearm  on  the  anterior  surface  of 
the  interosseous  membrane,  to  which  it  is  connected  by  a  thin  aponeurotic  arch. 
It  is  accompanied  by  the  interosseous  branch  of  the  median  nerve,  and  over- 
lapped by  the  contiguous  margins  of  the  Flexor  profundus  digitorum  and  Flexor 
lon^rus  pollicis  muscles,  giving  off'  in  this  situation  muscular  branches,  and  the 
nutrient  arteries  of  the  radius  and  ulna.  At  the  upper  border  of  the  Pronator 
quadratus,  a  branch  descends  in  front  of  that  muscle,  to  anastomose  in  front  of 
the  carpus  with  branches  from  the  anterior  carpal  and  deep  palmar  arch.  The 
continuation  of  the  artery  passes  behind  the  Pronator  quadratus  (Fig.  318),  and, 
piercing  the  interosseous  membrane,  descends  to  the  back  of  the  wrist,  where  it 
anastomoses  with  the  posterior  interosseous  and  the  posterior  carpal  branches  of 
the  radial  and  ulnar  arteries.  The  anterior  interosseous  gives  oft*  a  long,  slender 
branch,  which  accompanies  the  median  nerve,  and  gives  offsets  to  its  substance. 
This,  the  median  artery,  is  sometimes  much  enlarged. 

The  posterior  interosseous  artery  passes  backwards  through  the  interval  between 
the  oblique  ligament  and  the  upper  border  of  the  interosseous  membrane,  and 
runs  down  the  back  part  of  the  forearm,  between  the  superficial  and  deep  layer 
of  muscles,  to  both  of  which  it  distributes  branches.  Descending  to  the  back 
of  the  wrist,  it  anastomoses  with  the  termination  of  the  anterior  interosseous, 
and  with  the  posterior  carpal  branches  of  the  radial  and  ulnar  arteries.  This 
artery  gives  off,  near  its  origin,  the  interosseous  recurrent  branch,  a  large  vessel, 
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which  ascends  to  the  interval  Fig.318.— Arteries  or  the  B«k  of  t1«F*te»™  and  Hand, 
between  the  external  condyle 
and  olecranon,  beneath  the  An- 
coneus and  Supinator  brevis, 
anastomosing  with  a  branch 
from  the  superior  profunda, 
and  with  the  posterior  ulnar  ^ 

recurrent,     and     anastomotic;*        jj^LI 
magna. 

The  muscular  branches  are  ftrfW( 
distributed  to  the  muscles  along  Umramm 
the  ulnar  side  of  the  forearm. 

The  carpal  branches  are  in- 
tended for  the  supply  of  the 
wrist-joint. 

The  anterior  carpal  is  a  small 
vessel  which  crosses  the  front 
of  the  carpus  beneath  the  ten- 
dons of  the  Flexor  profundus, 
and  inosculates  with  a  corre- 
sponding branch  of  the  radial 
artery. 

The  posterior  carpal  arises 
immediately  above  the  pisiform 
bone,  winding  backwards  be- 
neath the  tendon  of  the  Flexor 
carpi  ulnaris;  it  gives  off  a 
branch  which  passes  across  the 
dorsal  surface  of  the  carpus 
beneath  the  extensor  tendons, 
anastomosing  with  a  corre- 
sponding branch  of  the  radial 
artery,  and  forming  the  poste- 
rior carpal  arch;  it  is  then  con- 
tinued along  the  metacarpal 
bone  of  the  little  finger,  form- 
ing its  dorsal  branch. 

The  deep  or  communicating 
branch  (Fig.  317)  arises  at  the  **(#; 
commencement  of  the  palmar 
arch,  and  passes  deeply  inwards 
between  the  Abductor  minimi 
digiti  and  Flexor  brevis  minimi 
digiti,  near  their  origins;  it 
anastomoses  with  the  termi- 
nation of  the  radial  artery, 
completing  the  deep  palmar 
arch. 

The  dif/ital  branches  (Fig. 
816),  four  in  number,  arc  given  off  from  the  convexity  of  the  superficial  palmar 
arch.  They  supply  the  ulnar  side  of  the  little  finger,  and  the  adjoining  sides  of 
the  little,  ring,  middle,  and  index  fingers;  the  radial  side  of  the  index  finger 
and  thumb  being  supplied  from  the  radial  artery.  The  digital  arteries  at  first 
lie  superficial  to  the  flexor  tendons,  but  as  they  pass  forwards  with  the  digital 
nerves  to  the  clefts  between  the  fingers,  they  lie  between  them,  and  are  there 
joined  by  the  interosseous  branches  from  the  deep  palmar  arch.  The  digital 
arteries  on  the  sides  of  the  fingers  lie  beneath  the  digital  nerves;  and,  about 
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the  middle  of  the  last  phalanx,  the  two  branches  for  each  finger  form  an  arch, 
from  the  convexity  of  which  branches  pass  to  supply  the  matrix  of  the  nail. 

The  Descending  Aorta. 

The  Descending  Aorta  is  divided  into  two  portions,  the  thoracic,  and  abdomi- 
nal, in  correspondence  with  the  two  great  cavities  of  the  trunk  in  which  it  is 
situated. 


The  Thoracic  Aorta. 

The  Thoracic  Aorta  commences  at  the  lower  border  of  the  fourth  dorsal  ver- 
tebra, on  the  left  side,  and  terminates  at  the  aortic  opening  in  the  Diaphragm, 
in  front  of  the  last  dorsal  vertebra.  At  its  commencement,  it  is  situated  on  the 
left  side  of  the  spine;  it  approaches  the  median  line  as  it  descends;  and,  at  its 
termination,  lies  directly  in  front  of  the  column.  The  direction  of  this  vessel 
being  influenced  by  the  spine,  upon  which  it  rests,  it  describes  a  curve  which  is 
concave  forwards  in  the  dorsal  region.  As  the  branches  given  off  from  it  are 
small,  the  diminution  in  the  size  of  the  vessel  is  inconsiderable.  It  is  contained 
in  the  back  part  of  the  posterior  mediastinum,  being  in  relation,  in  front,  from 
above  downwards,  with  the  left  pulmonary  artery,  the  left  bronchus,  the  peri- 
cardium, and  the  oesophagus ;  behind,  with  the  vertebral  column,  and  the  vena 
azygos  minor;  on  the  right  side,  with  the  vena  azygos  major,  and  thoracic  duct; 
on  the  left  side,  with  the  left  pleura  and  lung.  The  oesophagus,  with  its  accom- 
panying nerves,  lies  on  the  right  side  of  the  aorta  above:  in  front  of  the  artery, 
in  the  middle  of  its  course;  whilst,  at  its  lower  part,  it  is  on  the  left  side,  on  a 
plane  anterior  to  it. 

Plan  of  the  Relations  of  the  Thoracic  Aorta. 

In  front. 

Left  pulmonary  artery. 
Left  bronchus. 
Pericardium. 
(Esophagus. 


Right  side. 

(Esophagus  (above). 
Vena  azygos  major. 
Thoracic  duct. 


Left  side. 

Pleura. 
Loft  lung. 
(Esophagus  (below). 


[      Thoracic     \ 
\       Aorta.       J 

Behind. 

Vertebral  column. 
Vena  azygos  minor. 

Surgical  Anatomy.  The  student  should  now  consider  the  effects  likely  to  be  produced  by 
aneurism  of  the  thoracic  aorta,  a  disease  of  common  occurrence.  When  we  consider  the  great 
depth  of  the  vessel  from  the  surface,  and  the  number  of  important  structures  which  surround  it 
on  every  side,  it  may  be  easily  conceived  what  a  variety  of  obscure  symptoms  may  arise  from 
disease  of  this  part  of  the  arterial  system,  and  how  they  may  be  liable  to  be  mistaken  for  those, 
of  other  affections.  Aneurism  of  the  thoracic  aorta  most  usually  extends  backwards,  along  the 
left  side  of  the  spine,  producing  absorption  of  the  bodies  of  the  vertebrae,  with  curvature  of  the 
spine;  whilst  the  irritation  or  pressure  on  the  cord  will  give  rise  to  pain,  either  in  the  chest,  back, 
or  loins,  with  radiating  pain  in  the  left  upper  intercostal  spaces,  from  pressure  on  the  intercostal 
nerves  ;  at  the  same  time  the  tumor  may  project  backwards  on  each  side  of  the  spine,  beneath  the 
integument,  as  a  pulsating  swelling,  simulating  abscess  connected  with  diseased  bone  ;  or  it  may 
displace  the  oesophagus,  and  compress  the  lung  on  one  or  the  other  side.  If  the  tumor  extend 
forward,  it  may  press  upon  and  displace  the  heart,  giving  rise  to  palpitation  and  other  symptoms 
of  disease  of  that  organ ;  or  it  may  displace,  or  even  compress,  the  oesophagus,  causing  pain  and 
difficulty  of  swallowing,  as  in  stricture  of  that  tube,  and  ultimately  even  open  into  it  by  ulcera- 
tion, producing  fatal  hemorrhage.  If  the  disease  make  way  to  either  side,  it  may  press  upon  the 
thoracic  duct ;  or  it  may  burst  into  the  pleural  cavity,  or  into  the  trachea  or  lung ;  and  lastly,  it 
may  open  into  the  posterior  mediastinum. 
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The  aorta  is,  comparatively  often,  found  to  be  obliterated  at  a  particular  spot,  viz.,  at  the 
junction  of  the  arch  with  the  thoracic  aorta,  just  below  the  ductus  arteriosus.  Whether  this  is 
the  result  of  disease,  or  of  congenital  malformation,  is  immaterial  to  our  present  purpose ;  it 
affords  an  interesting  opportunity  of  observing  the  resources  of  the  collateral  circulation.  The 
coarse  of  the  anastomosing  vessels,  by  which  the  blood  is  brought  from  the  upper  to  the  lower 
part  of  the  artery,  will  be  found  well  described  in  an  account  of  two  cases  in  tne  Pathological 
Transactions,  vols.  viii.  and  x.  In  the  former  (p.  162),  Mr.  Sydney  Jones  thus  sums  up  the 
detailed  description  of  the  anastomosing  vessels.  "  The  principal  communications  by  which  the 
circulation  was  carried  on,  were — Firstly,  the  internal  mammary,  anastomosing  with  the  inter- 
costal arteries,  with  the  phrenic  of  the  abdominal  aorta  by  means  of  the  musculophrenic  and 
comes  nervi  phrenici,  and  largely  with  the  deep  epigastric.  Secondly,  the  superior  intercostal, 
anastomosing  anteriorly  by  means  of  a  large  branch  with  the  first  aortic  intercostal,  and  pos- 
teriorly with  the  posterior  branch  of  the  same  artery.  Thirdly,  the  inferior  thyroid,  by  means  of 
a  branch  about  the  size  of  an  ordinary  radial,  formed  a  communication  with  the  first  aortic  iuter- 
costal.  Fourthly,  the  transversal  is  colli,  by  means  of  very  large  communications  with  the  posterior 
branches  of  the  intercostals.  Fifthly,  the  branches  (of  the  subclavian  and  axillary)  going  to  the 
side  of  the  chest  were  large  and  anastomosed  freely  with  the  lateral  branches  of  tire  intercostals." 
In  the  second  case  also  (vol.  x.  p.  97),  Mr.  Wood  describes  the  anastomoses  in  a  somewhat  similar 
manner,  adding  the  remark,  that  "  the  blood  which  was  brought  into  the  aorta  through  the  anas- 
tomoses of  the  intercostal  arteries,  appeared  to  be  expended  principally  in  supplying  the  abdomen 
and  pelvis ;  while  the  supply  to  the  lower  extremities  had  passed  through  the  internal  mammary 
and  epigastrics." 

Branches  of  the  Thoracic  Aorta. 

Pericardiac.  (Esophageal. 

Bronchial.  Posterior  mediastinal. 

Intercostal. 

The  pericardiac  are  a  few  small  vessels,  irregular  in  their  origin,  distributed 
to  the  pericardium. 

The  bronchial  arteries  are  the  nutrient  vessels  of  the  lungs,  and  vary  in 
number,  size,  and  origin.  That  of  the  right  side  arises  from  the  first  aortic 
intercostal,  or  by  a  common  trunk  with  the  left  bronchial,  from  the  front  of  the 
thoracic  aorta.  Those  of  the  left  side,  usually  two  in  number,  arise  from  the* 
thoracic  aorta,  one  a  little  lower  than  the  other.  Each  vessel  is  directed  to  the 
back  part  of  the  corresponding  bronchus,  along  which  they  run,  dividing  and 
subdividing  upon  the  bronchial  tubes,  supplying  them,  the  cellular  tissue  of 
the  lungs,  the  bronchial  glands,  and  the  oesophagus. 

The  oesophageal  arteries,  usually  four  or  five  in  number,  arise  from  the  front 
of  the  aorta,  and  pass  obliquely  downwards  to  the  oesophagus,  forming  a  chain 
of  anastomoses  along  that  tube  anastomosing  with  the  oesophageal  branches  of 
the  inferior  thyroid  arteries  above,  and  with  ascending  branches  from  the 
phrenic  and  gastric  arteries  below. 

The  posterior  mediastinal  arteries  are  numerous  small  vessels  which  supply 
the  glands  and  loose  areolar  tissue  in  the  mediastinum. 

The  Intercostal  arteries  arise  from  the  back  part  of  the  aorta.  They  are 
usually  ten  in  number  on  each  side,  the  superior  intercostal  space  (and  occasion- 
ally the  second  one)  being  supplied  by  the  superior  intercostal,  a  branch  of  the 
subclavian.  The  right  intercostals  are  longer  than  the  left,  on  account  of  the  • 
position  of  the  aorta  on  the  left  side  of  the  spine ;  they  pass  outwards,  across  the 
bodies  of  the  vertebra,  to  the  intercostal  spaces,  being  covered  by  the  pleura, 
the  oesophagus,  thoracic  duct,  sympathetic  nerve,  and  the  vena  azygos  major; 
the  left  passing  beneath  the  superior  intercostal  vein,  the  vena  azygos  minor, 
and  sympathetic.  In  the  intercostal  spaces,  each  artery  divides  into  two 
branches;  an  anterior,  or  proper  intercostal  branch;  and  a  posterior,  or  dorsal 
branch. 

The  anterior  branch  passes  outwards,  at  first  lying  upon  the  External  inter- 
costal muscle,  covered  in  front  by  the  pleura  and  a  thin  fascia.  It  then  passes 
between  the  two  layers  of  Intercostal  muscles,  and,  having  ascended  obliquely 
to  the  lower  border  of  the  rib  above,  divides,  near  the  angle  of  that  bone,  into 
two  branches:  of  these  the  larger  runs  in  the  groove,*  on  the  lower  border  of 


524  ARTERIES. 

the  rib  above ;  the  smaller  branch  along  the  upper  border  of  the  rib  below ; 
passing  forward,  they  supply  the  Intercostal  muscles,  and  anastomose  with  the 
anterior  intercostal  branches  of  the  internal  mammary,  and  with  the  thoracic 
branches  of  the  axillary  artery.  The  first  aortic  intercostal  anastomoses  with 
the  superior  intercostal,  and  the  last  three  pass  between  the  abdominal  muscles, 
inosculating  with  the  epigastric  in  front,  and  with  the  phrenic  and  lumbar 
arteries.  Each  intercostal  artery  is  accompanied  by  a  vein  and  nerve,  the  former 
being  above,  and  the  latter  below,  except  iu  the  upper  intercostal  spaces,  where 
the  nerve  is  at  first  above  the  artery.  The  arteries  are  protected  from  pressure 
during  the  action  of  the  Intercostal  muscles,  by  fibrous  arches  thrown  across,  and 
attached  by  each  extremity  to  the  bone. 

Fig.  319.— The  Abdominal  AortA  and  its  Branches. 


The  posterior  or  dorsal  branch,  of  each  intercostal  artery,  passes  backwards  to 
the  inner  side  of  the  anterior  costo- transverse  ligament,  and  divides  into  a  spinal 
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branch,  which  supplies  the  vertebrae,  the  spinal  cord  and  its  membranes,  and  a 
muscular  branch,  which  is  distributed  to  the  muscles  and  integument  of  the 
back. 

The  Abdominal  Aorta.    (Fig.  319.) 

The  Abdominal  Aorta  commences  at  the  aortic  opening  of  the  Diaphragm,  in 
front  of  the  body  of  the  last  dorsal  vertebra,  and  descending  a  little  to  the  left 
side  of  the  vertebral  column,  terminates  on  the  body  of  the  fourth  lumbar  verte- 
bra, commonly  a  little  to  the  left  of  the  middle  line,1  where  it  divides  into  the  two 
common  iliac  arteries.  It  diminishes  rapidly  in  size,  in  consequence  of  the 
many  large  branches  which  it  gives  off.  As  it  lies  upon  the  bodies  of  the  verte- 
brae, the  curve  which  it  describes  is  convex  forwards,  the  greatest  convexity 
corresponding  to  the  third  lumbar  vertebra,  which  is  a  little  above  and  to  the 
left  side  of  the  umbilicus. 

Relations.  It  is  covered,  in  fronts  by  the  lesser  omentum  and  stomach,  behind 
which  are  the  branches  of  the  coeliac  axis,  and  the  solar  plexus ;  below  these, 
by  the  splenic  vein,  the  pancreas,  the  left  renal  vein,  the  transverse  portion  of 
the  duodenum,  the  mesentery,  and  aortic  plexus.  Behind,  it  is  separated  from 
the  lumbar  vertebr®  by  the  left  lumbar  veins,  the  receptaculum  chyli,  and 
thoracic  duct.  On  the  right  side,  it  is  in  relation  with  the  superior  vena  cava 
(the  right  crus  of  the  Diaphragm  being  interposed  above),  tne  vena  azygos, 
thoracic  duct,  and  right  semilunar  ganglion;  on  the  left  side,  with  the  sympa- 
thetic nerve,  and  left  semilunar  ganglion. 

Plan  of  the  Relations  of  the  Abdominal  Aorta. 

In  front. 

Lesser  omentum  and  stomach. 

Branches  of  coeliac  axis  and  solar  plexus. 

Splenic  vein. 

Pancreas. 

Left  renal  vein. 

Transverse  duodenum. 

Mesentery. 

Aortic  plexus. 

Right  side.  y^       \ 

Right  crus  of  Diaphragm.  '  \  Left  side. 

Inferior  vena  cava.  I  ^Jgjj*1  J  Sympathetic  nerve. 

Vena  azygos.  \  /  Lift  semilunar  ganglion. 

Thoracic  duct.  ^^  / 

Right  semilunar  ganglion.  ^ 

Behind. 

Left  lumbar  veins. 
Receptaculum  chyli. 
Thoracic  duct. 
Vertebral  column. 

Surgical  Anatomy.  Aneurisms  of  the  abdominal  aorta  near  the  coeliac  axis  communicate  in 
nearly  equal  proportion  with  the  anterior  and  posterior  parts  of  the  artery. 

When  an  aneurismal  sac  is  connected  with  the  back  part  of  the  abdominal  aorta,  it  usually 
produces  absorption  of  the  bodies  of  the  vertebrae,  and  forms  a  pulsating  tumor,  that  presents 
i  tee  If  in  the  left  hypochondriac  or  epigastric  regions,  accompanied  by  symptoms  of  disturbance 
of  the  alimentary  canal.  Pain  is  invariably  present,  and  is  usually  of  two  kinds — a  fixed  and 
constant  pain  in  the  back,  caused  by  the  tumor  pressing  on  or  displacing  the  branches  of  the 
solar  plexus  and  splanchnic  nerves,  and  a  sharp  lancinating  pain,  radiating  along  those  branches 
of  the  lumbar  nerves  which  are  pressed  on  by  the  tumor ;  hence  the  pain  in  the  loins,  the  testes, 


1  Prof:  Lister,  having  accurately  examined  30  bodies  in  order  to  ascertain  the  exact  point  of 
termination  of  this  vessel,  found  it  "either  absolutely,  or  almost  absolutely,  mesial  in  15.  while 
in  13  it  diviated  more  or  less  to  the  left,  and  in  2  was  Blightly  to  the  right."— Syst.  of  Surg., 
edited  by  T.  Holmks,  2d  ed.  vol.  v.  p.  652. 
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the  hypogastrium,  and  in  the  lower  limb  (usually  of  the  left  side].  This  form  of  aneurism  usually 
bursts  into  the  peritoneal  cavity,  or  behind  the  peritoneum,  in  trie  left  hypochondriac  region ;  or 
it  may  form  a  large  aneurismal  sac,  extending  down  as  low  as  Poupart's  ligament;  hemorrhage 
in  these  cases  being  generally  very  extensive,  but  slowly  produced,  and  not  rapidly  fatal. 

When,  an  aneurismal  sac  is  connected  with  the  front  of  the  aorta  near  the  coeliac  axis,  it  forms 
a  pulsating  tumor  in  the  left  hypochondriac  or  epigastric  regions,  usually  attended  with  symptoms 
of  disturbance  of  the  alimentary  canal,  as  sickness,  dyspepsia,  or  constipation,  and  accompanied 
by  pain,  which  is  constant,  but  nearly  always  fixed  in  the  loins,  epigastrium,  or  some  part  of  the 
abdomen  ;  the  radiating  pain  being  rare,  as  the  lumbar  nerves  are  seldom  implicated.  This  form 
of  aneurism  may  burst  into  the  peritoneal  cavity,  or  behind  the  peritoneum,  between  the  layers 
of  the  mesentery,  or,  more  rarely,  into  the  duodenum ;  it  rarely  extends  backwards  so  as  to  affect 
the  spine. 

The  abdominal  aorta  has  been  tied  several  times,  and  although  none  of  the  patients  permanently 
recovered,  still,  as  one  of  them  lived  as  long  as  ten  days,  the  possibility  of  the  re-establishment 
of  the  circulation  may  be  considered  to  be  proved.  In  the  lower  animals  this  artery  is  often 
successfully  tied.  The  vessel  may  be  reached  in  several  ways.  In  the  original  operation,  per- 
formed by  Sir  A.  Cooper,  an  incision  was  made  in  the  linea  alba,  the  peritoneum  opened  in  front, 
the  finger  carried  down  amongst  the  intestines  towards  the  spine,  the  peritoneum  again  opened 
behind,  by  scratching  through  the  mesentery,  and  the  vessel  thus  reached.  Or  either  of  the 
operations,  described  below,  for  securing  the  common  iliac  artery,  may,  by  extending  the  dissec- 
tion a  sufficient  distance  upwards,  be  made  use  of  to  expose  the  aorta.  The  chief  difficulty  in  the 
dead  subject  consists  in  isolating  the  artery,  in  consequence  of  its  great  depth ;  but  in  the  living 
subject,  the  embarrassment  resulting  from  the  proximity  of  the  aneurismal  tumor,  and  the  great 
probability  of  disease  in  the  vessel  itself,  add  to  the  dangers  and  difficulties  of  this  formidable 
operation  so  greatly,  that  it  is  very  doubtful  whether  it  ought  ever  to  be  performed. 

The  collateral  circulation  would  be  carried  on  by  the  anastomosis  between  the  internal  mam- 
mary and  the  epigastric;  by  the  free  communication  between  the  superior  and  inferior  mesenteries, 
if  the  ligatnre  were  placed  above  the  latter  vessel ;  or  by  the  anastomosis  between  the  inferior 
mesenteric  and  the  internal  pudic,  when  (as  is  more  common)  the  point  of  ligature  is  below  the 
origin  of  the  inferior  mesenteric ;  and  possibly  by  the  anastomoses  of  the  lumbar  arteries  with 
*the  branches  of  the  internal  iliac. 

The  circulation  through  the  abdominal  aorta  may  be  commanded,  in  thin  persons,  by  firm 
pressure  with  the  fingers.  A  tourniquet  has  been  invented  for  this  purpose,  which  is  of  the 
greatest  use  in  amputation  at  the  hip-joint  and  some  other  operations. 

Branches  of  the  Abdominal  Aorta. 

Phrenic. 

I  Gastric.  Renal. 

Ilepatic.  Spermatic. 

Splenic.  Inferior  mesenteric. 

Superior  mesenteric.  Lumbar. 

Suprarenal.  Sacra  media. 

'j 

The  branches  may  be  divided  into  two  sets:  1.  Those  supplying  the  viscera. 
2.  Those  distributed  to  the  walls  of.the  abdomen. 

Visceral  Branches.  Parietal  Branches. 

I  Gastric.  Phrenic. 

Hepatic.  Lumbar. 

Splenic.  Sacra  media. 

Superior  mesenteric. 
Inferior  mesenteric. 
Suprarenal.    Eenal.    Spermatic. 

Cceliac  Axis.    (Fig.  320.) 

To  expose  this  artery,  raise  the  liver,  draw  down  the  stomach,  and  then  tear  through  the  layers 
of  the  lesser  omentum. 

The  Coeliac  Axis  is  a  short  thick  trunk,  about  half  an  inch  in  length,  which 
arises  from  the  aorta,  opposite  the  margin  of  the  Diaphragm,  and,  passing  nearly 
horizontally  forwards  (in  the  erect  posture),  divides  into  three  large  branches, 
the  gastric,  hepatic,  and  splenic,  occasionally  giving  off  one  of  the  phrenic 
arteries. 
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Relations.  It  is  covered  by  the  lesser  omentum.  On  the  right  side,  it  is  in 
relation  with  the  right  semilunar  ganglion,  and  the  lobus  Spigelii;  on  the  left 
side,  with  the  left  semilunar  ganglion  and  cardiac  end  of  the  stomach.  Below, 
it  rests  upon  the  upper  border  of  the  pancreas. 

The  Gastric  Artery  (Coronaria  Ventrical!),  the  smallest  of  the  three  branches 
of  the  ccsliac  axis,  passes  upwards  and  to  the  left  side,  to  the  cardiac  orifice  of 
the  stomach,  distributing  branches  to  the  cesophagus,  which  anastomose  with 
the  aortic  oesophageal  arteries;  others  supply  the  cardiac  end  of  the  stomach, 
inosculating  with  branches  of  the  splenic  artery:  it  then  passes  from  left  to 
right,  along  the  lesser  curvature  of  the  stomach  to  the  pylorus,  lying  in  its 
course  between  the  layers  of  the  lesser  omentum,  and  giving  brandies  to  both 
surfaces  of  the  organ:  at  its  termination  it  anastomoses  with  the  pyloric  branch 
of  the  hepatic. 


The  Hepatic  Artery  in  the  adult  is  intermediate  in  size  between  the  gastric 
and  splenic;  in  the  foetus,  it  is  the  largest  of  the  three  branches  of  the  cosliac 
axis.  It  passes  upwards  to  the  right  side,  between  the  layers  of  the  lesser 
omentum,  and  in  front  of  the  foramen  of  Winslow,  to  the  transverse  fissure  of 
the  liver,  where  it  divides  into  two  branches,  right  and  left,  which  supply  the 
corresponding  lobes  of  that  organ,  accompanying  the  ramifications  of  the  vena 
porta  and  hepatic  duct.  The  hepatic  artery,  in  its  course  along  the  right  border 
of  the  lesser  omentum,  is  in  relation  with  the  ductus  communis  choledochus  and 
portal  veins,  the  duct  lying  to  the  right  of  the  artery,  and  the  vena  portse  behind. 


Its  branches  are  the 

Pyloric. 

GaMro-duodenalis.  i  Gartro-miplraM  dwtra. 

(  Jrancreatico-duodenahs  superior. 
Cystic. 

The  pyloric  branch  arises  from  the  hepatic,  above  the  pylorus,  descends  to  the 
pyloric  end  of  the  stomach,  and  passes  from  eight  to  left  along  its  lesser  curva- 
ture, supplying  it  with  branches,  and  inosculating  with  the  gastric  artery. 

The  yastro-duodenalis  (Fig.  321)  is  a  short  but  large  branch,  which  descends 
behind  the  duodenum,  near  the  pylorus,  and  divides  at  the  lower  border  of  the 
stomach  into  two  branches,  the  gastro-epiploica  dextra  and  the  pancreatico- 
duodenalis  superior.  Previous  to  its  division,  it  gives  off  two  or  three  small 
inferior  pyloric  branches  to  the  pyloric  end  of  the  stomach  and  pancreas. 

Fig.  321.— The  Crelinc  Axi 


The  j  xstro-epiphica  dextra  runs  from  right  to  left  along  the  greater  curvature 
of  the  stomach,  between  the  layers  of  the  great  omentum,  anastomosing  about 
(he  middle  of  the  lower  border  of  the  stomach  with  the  gastro-epiploica  sinistra 
from  the  splenic  artery.  This  vessel  gives  off  numerous  branches,  some  of  which 
ascend  to  supply  both  surfaces  of  the  stomach,  whilst  others  descend  to  supply  the 
preat  omentum. 

The  ptnereatico-duodenalis  superior  descends  along  the  contiguous  margins  of 
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the  duodenum  and  pancreas.  It  supplies  both  these  organs,  and  anastomoses 
with  the  inferior  pancreaticoduodenal  branch  of  the  superior  mesenteric  artery. 

In  ulceration  of  the  duodenum,  which  frequently  occurs  in  connection  with 
severe  burns,  this  artery  may  be  involved,  and  death  may  occur  from  hemor- 
rhage into  the  intestinal  canal. 

The  cystic  artery  (Fig.  320),  usually  a  branch  of  the  right  hepatic,  passes  up- 
wards and  forwards  along  the  neck  of  the  gall  bladder,  and  divides  into  two 
branches,  one  of  which  ramifies  on  its  free  surface,  the  other  between  it  and  the 
substance  of  the  liver. 

The  Splenic  Artery,  in  the  adult,  is  the  largest  of  the  three  branches  of  the 
cceliac  axis,  and  is  remarkable  for  the  extreme  tortuosity  of  its  course.  It  passes 
horizontally  to  the  left  side  behind  the  upper  border  of  the  pancreas,  accompanied 
by  the  splenic  vein,  which  lies  below  it ;  and,  on  arriving  near  the  spleen,  divides 
into  branches,  some  of  which  enter  the  hilum  of  that  organ  to  be  distributed  to 
its  structure,  whilst  others  are  distributed  to  the  great  end  of  the  stomach. 

The  branches  of  this  vessel  are  : — 

Pancreatic®  parv®.  Gastric  (Vasa  brevia). 

Pancreatica  magna.  Gastro-cpiploica  sinistra. 

The  pancreatic  are  num3rous  small  branches  derived  from  the  splenic  as  it 
runs  behind  the  upper  border  of  the  pancreas,  supplying  its  middle  and  left  parts. 
One  of  these,  larger  than  the  rest,  is  given  off  from  the  splenic  near  the  left 
extremity  of  the  pancreas ;  it  runs  from  left  to  right  near  tne  posterior  surface 
of  the  gland,  following  the  course  of  the  pancreatic  duct,  and  is  called  the  pan- 
creatica magna.  These  vessels  anastomose  with  the  pancreatic  branches  of  the 
pancreatico-duodenal  arteries. 

The  gastric  (vasa  brevia)  consist  of  from  five  to  seven  small  branches,  which 
arise  either  from  the  termination  of  the  splenic  artery,  or  from  its  terminal 
branches;  and  passing  from  left  to  right,  between  the  layers  of  the  gastro-splenic 
omentum,  are  distributed  to  the  great  curvature  of  the  stomach ;  anastomosing 
with  branches  of  the  gastric  and  gastro-epiploica  sinistra  arteries. 

The  gastro-epiploica  sinistra,  the  largest  branch  of  the  splenic,  runs  from  left 
to  right  along  the  great  curvature  of  the  stomach,  between  the  layers  of  the 
great  omentum ;  and  anastomoses  with  the  gastro-epiploica  dextra.  In  its  course 
it  distributes  several  branches  to  the  stomach,  which  ascend  upon  both  surfaces ; 
others  ascend  to  supply  the  omentum. 

Superior  Mesenteric  Artery.    (Fig.  322.) 

In  order  to  expose  this  vessel,  raise  the  great  omentum  and  transverse  colon,  draw  down  the 
small  intestines,  and  cut.  through  the  peritoneum  where  the  transverse  mesocolon  and  mesentery 
join :  the  artery  will  then  be  exposed,  just  as  it  issues  from  beneath  the  lower  border  of  the 
pancreas. 

The  Superior  Mesenteric  Artery  supplies  the  whole  length  of  the  small 
intestine,  except  the  first  part  of  the  duodenum ;  it  also  supplies  the  coecum, 
ascending  and  transverse  colon :  it  is  a  vessel  of  large  size,  arising  from  the  fore 
part  of  the  aorta,  about  a  quarter  of  an  inch  below  the  coeliac  axis;  being  covered 
at  its  origin  by  the  splenic  vein  and  pancreas.  It  passes  forwards,  between  the 
pancreas  and  transverse  portion  of  the  duodenum,  crosses  in  front  of  this  portion 
of  the  intestine,  and  descends  between  the  layers  of  the  mesentery  to  the  right 
iliac  fossa,  where  it  terminates,  considerably  diminished  in  size.  In  its  course  it 
forms  an  arch,  the  convexity  of  which  is  directed  forwards  and  downwards  to 
the  left  side,  the  concavity  backwards  and  upwards  to  the  right.  It  is  accom- 
panied by  the  superior  mesenteric  vein,  and  is  surrounded  by  the  superior 
mesenteric  plexus  of  nerves.     Its  branches  are  the 

Inferior  pancreatico-duodenal.  Tleo-colic. 

Vasa  intestini  tenuis.  Colica  dextra. 

Colica  media. 
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The  inferior  pancreatico-duodenal  is  given  off  from  the  superior  mesenteric 
behind  the  pancreas,  and  is  distributed  to  the  head  of  the  pancreas,  with  the 
transverse  and  descending  portions  of  the  duodennm ;  anastomosing  with  the 
superior  pancreatico-duodenal  artery. 

Fig.  322.— The  Superior  Meaeuteric  Artery  and  its  Branches. 


The  vasa  intestini  tenuis  arise  from  the  convex  side  of  the  superior  mesenteric 
artery.  They  are  usually  from  twelve  to  fifteen  in  number,  and  are  distributed 
to  the  jejunum  and  ileum.  They  run  parallel  with  one  another  between  the 
layers  of  the  mesentery ;  each  vessel  dividing  into  two  branches,  which  unite 
with  a  similar  branch  on  each  side,  forming  a  series  of  arches,  the  convexities 
of  which  are  directed  towards  the  intestine.  From  this  first  set  of  arches 
branches  arise,  which  again  unite  with  similar  branches  from  either  side,  and 
thus  a  second  series  of  arches  is  formed ;  and  from  these  latter,  a  third,  and  a 
fourth,  or  even  fifth  series  of  arches  are  constituted,  diminishing  in  size  the 
nearer  they  approach  the  intestine.  From  the  terminal  arches  numerous  small 
straight  vessels  arise  which  encircle  the  intestine,  upon  which  they  are  distri- 
buted, ramifying  thickly  between  its  coats. 

The  iko-colic  artery  is  the  lowest  branch  given  off  from  the  concavity  of  the 
superior  mesenteric  artery.  It  descends  between  the  layers  of  the  mesentery  to 
the  right  iliac  fossa,  where  it  divides  into  two  branches.  Of  these,  the  inferior 
one  inosculates  with  the  lowest  branches  of  the  vasa  intestini  tenuis,  from  the 
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convexity  of  which  branches  proceed  to  supply  the  termination  of  the  ileum, 
the  ccecum  and  appendix  cceci,  and  the  ileo  ccecal  valve.  The  superior  division 
inosculates  with  the  colica  dextra,  and  supplies  the  commencement  of  the  colon. 

The  colica  dextra  arises  from  about  the  middle  of  the  concavity  of  the  superior 
mesenteric  artery,  and,  passing  beneath  the  peritoneum  to  the  middle  of  the 
ascending  colon,  divides  into  two  branches :  a  descending  branch,  which  inoscu- 
lates with  the  ileocolic ;  and  an  ascending  branch,  which  anastomoses  with  the 
colica  media.  These  branches  form  arches,  from  the  convexity  of  which  vessels 
are  distributed  to  the  ascending  colon.  The  branches  of  this  vessel  are  covered 
with  peritoneum  only  on  their  anterior  aspect. 

The  colica  media  arises  from  the  upper  part  of  the  concavity  of  the  superior 
mesenteric,  and,  passing  forwards  between  the  layers  of  the  transverse  meso- 
colon, divides  into  two  branches :  the  one  on  the  right  side  inosculating  with 
the  colica  dextra ;  that  on  the  left  side,  with  the  colica  sinistra,  a  branch  of  the 
inferior  mesenteric.  From  the  arches  formed  by  their  inosculation,  branches 
are  distributed  to  the  transverse  colon.  The  branches  of  this  vessel  lie  between 
two  layers  of  peritoneum. 

Inferior  Mesenteric  Artert.    (Fig.  323.) 

In  order  to  expose  this  vessel,  draw  the  small  intestines  and  mesentery  over  to  the  right  side 
of  the  abdomen,  raise  the  transverse  colon  towards  the  thorax,  and  divide  the  peritoneum  cover- 
ing the  left  side  of  the  aorta. 

The  Inferior  Mesenteric  Artery  supplies  the  descending  and  sigmoid 
flexure  of  the  colon,  and  the  greater  part  of  the  rectum.  It  is  smaller  than  the 
superior  mesenteric ;  and  arises  from  the  left  side  of  the  aorta,  between  one  and 
two  inches  above  its  division  into  the  common  iliacs.  It  passes  downwards  to 
the  left  iliac  fossa,  and  then  descends  between  the  layers  of  the  meso-rectum, 
into  the  pelvis,  under  the  name  of  the  superior  hemorrhoidal  artery.  It  lies  at 
first  in  close  relation  with  the  left  side  of  the  aorta,  and  then  passes  in  front  of 
the  left  common  iliac  artery.     Its  branches  are  the 

Colica  sinistra.  Sigmoid. 

Superior  hemorrhoidal. 

The  colica  sinistra  passes  behind  the  peritoneum,  in  front  of  the  left  kidney, 
to  reach  the  descending  colon,  and  divides  into  two  branches:  an  ascending 
branch,  which  inosculates  with  the  colica  media;  and  a  descending  branch,  which 
anastomoses  with  the  sigmoid  artery.  From  the  arches  formed  by  these  inoscu- 
lations, branches  are  distributed  to  the  descending  colon. 

The  sigmoid  artery  runs  obliquely  downwards  across  the  Psoas  muscle  to  the 
sigmoid  flexure  of  the  colon,  and  aivides  into  branches  which  supply  that  part 
of  the  intestine;  anastomosing  above,  with  the  colica  sinistra;  and  below,  with 
the  superior  hemorrhoidal  artery.  This  vessel  is  sometimes  replaced  by  three 
or  four  small  branches. 

The  superior  hemorrhoidal  artery,  the  continuation  of  the  inferior  mesenteric, 
descends  into  the  pelvis  between  the  layers  of  the  meso-rectum,  crossing,  in  its 
course,  the  ureter,  and  left  common  iliac  vessels.  Opposite  the  middle  of  the 
sacrum,  it  divides  into  two  branches,  which  descend  one  on  each  side  of  the 
rectum,  where  they  divide  into  several  small  branches,  which  are  distributed 
between  the  mucous  and  muscular  coats  of  that  tube,  nearly  as  far  as  its  lower 
end;  anastomosing  with  each  other,  with  the  middle  hemorrhoidal  arteries, 
branches  of  the  internal  iliac,  and  with  the  inferior  hemorrhoidal  branches  of 
the  internal  pudic. 

The  student  should  especially  remark,  that  the  trunk  of  the  vessel  descends 
along  the  back  part  of  the  rectum  as  far  as  the  middle  of  the  sacrum  before  it 
divides;  this  is  about  a  finger's  length  or  four  inches  from  the  anus.  In  disease 
of  this  tube,  the  rectum  should  never  be  divided  beyond  this  point  in  that 
direction,  for  fear  of  involving  this  artery. 
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The  Suprarenal  Arteries  (Fig.  319)  are  two  small  vessels  which  arise,  one 
on  each  side  of  the  aorta,  opposite  the  superior  mesenteric  artery.  They  pass 
obliquely  upwards  and  outwards  to  the  under  surface  of  the  suprarenal  capsules, 
to  which  they  are  distributed,  anastomosing  with  capsular  branches  from  the 
phrenic  and  renal  arteries.  In  the  adult  these  arteries  are  of  small  size;  in  the 
foetus  they  are  as  large  as  the  renal  arteries. 

Fig.  323.— The  Inferior  Mesenteric  and  its  Branches. 


The  Renal  Arteries  are  two  large  trunks,  which  arise  from  the  sides  of  the 
aorta,  immediately  below  the  superior  mesenteric  artery.  Each  is  directed  out- 
wards, so  as  to  form  nearly  a  right  angle  with  the  aorta.  The  right  is  longer 
than  the  left,  on  account  of  the  position  of  the  aorta;  it  passes  behind  the  infe- 
rior vena  cava.  The  left  is  somewhat  higher  than  the  right.  Previously  to 
entering  the  kidney,  each  artery  divides  into  four  or  five  branches  which  arc 
distributed  to  its  substance.  At  the  hilum,  these  branches  lie  between  the 
renal  vein  and  ureter,  the  vein  being  usually  in  front,  the  ureter  behind.  Each 
vessel  gives  off  some  small  branches  to  the  suprarenal  capsules,  the  ureter  and 
the  surrounding  cellular  membrane  and  muscles. 

The  Spermatic  Arteries  are  distributed  to  the  testes  in  the  male,  and  to  the 
ovaria  in  the  female.  They  are  two  slender  vessels,  of  considerable  length, 
which  arise  from  the  front  of  the  aorta,  a  little  below  the  renal  arteries.  Each 
artery  passes  obliquely  outwards,   and  downwards,  behind   the   peritoneum, 
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crossing  the  ureter,  and  resting  on  the  Psoas  muscle,  the  right  spermatic  lying 
in  front  of  the  inferior  vena  cava,  the  left  behind  the  sigmoid  flexure  01  the 
colon.  On  reaching  the  margin  of  the  pelvis,  each  vessel  passes  in  front  of  the 
corresponding  external  iliac  artery,  and  takes  a  different  course  in  the  two  sexes. 

In  the  male,  it  is  directed  outwards,  to  the  internal  abdominal  ring,  and  ac- 
companies the  other  constituents  of  the  spermatic  cord  along  the  spermatic  canal 
to  the  testis,  where  it  becomes  tortuous,  and  divides  into  several  branches,  two 
or  three  of  which  accompany  the  vas  deferens,  and  supply  the  epididymis, 
anastomosing  with  the  artery  of  the  vas  deferens;  others  pierce  the  back  part 
of  the  tunica  albuginea,  and  supply  the  substance  of  the  testis. 

In  the  female,  the  spermatic  arteries  (ovarian)  are  shorter  than  in  the  male, 
and  do  not  pass  out  of  the  abdominal  cavity.  On  arriving  at  the  margins  of 
the  pelvis  each  artery  passes  inwards,  between  the  two  laminae  of  the  broad 
ligament  of  the  uterus,  to  be  distributed  to  the  ovary.  One  or  two  small  branches 
supply  the  Fallopian  tube ;  another  passes  on  to  the  side  of  the  uterus,  and 
anastomoses  with  the  uterine  arteries.  Other  offsets  are  continued  along  the 
round  ligament,  through  the  inguinal  canal,  to  the  integument  of  the  labium 
and  groin. 

At  an  early  period  of  foetal  life,  when  the  testes  lie  by  the  side  of  the  spine, 
below  the  kianeys,  the  spermatic  arteries  are  short ;  but  as  these  organs  descend 
from  the  abdomen  into  tne  scrotum,  the  arteries  become  gradually  lengthened. 

The  Phrenic  Arteries  are  two  small  vessels,  which  present  much  variety 
in  their  origin.  They  may  arise  separately  from  the  front  of  the  aorta,  imme- 
diately below  the  coeliac  axis,  or  by  a  common  trunk,  which  may  spring  either 
from  the  aorta  or  from  the  coeliac  axis.  Sometimes  one  is  derived  from  the 
aorta,  and  the  other  from  one  of  the  renal  arteries.  In  only  one  out  of  thirty- 
six  cases  examined  did  these  arteries  arise  as  two  separate  vessels  from  the 
aorta.  They  diverge  from  one  another  across  the  crura  of  the  Diaphragm,  and 
then  pass  obliquely  upwards  and  outwards  upon  its  under  surface.  The  left 
phrenic  passes  behind  the  oesophagus,  and  runs  forwards  on  the  left  side  of  the 
oesophageal  opening.  The  right  phrenic  passes  behind  the  liver  and  inferior 
vena  cava,  and  ascends  along  the  right  side  of  the  aperture  for  transmitting 
that  vein.  Near  the  back  part  of  the  central  tendon,  each  vessel  divides  into 
two  branches.  The  internal  branch  runs  forwards  to  the  front  of  the  thorax, 
supplying  the  Diaphragm,  and  anastomosing  with  its  fellow  of  the  opposite  side, 
and  with  the  musculo-phrenic,  a  branch  of  the  internal  mammary.  The  exter- 
nal branch  passes  towards  the  side  of  the  thorax,  and  inosculates  with  the  inter- 
costal arteries.  The  internal  branch  of  the  right  phrenic  gives  off  a  few  vessels 
to  the  inferior  vena  cava ;  and  the  left  one  some  branches  to  the  oesophagus. 
Each  vessel  also  sends  capsular  branches  to  the  suprarenal  capsule  of  its  own 
side.  The  spleen  on  the  left  side,  and  the  liver  on  the  right,  also  receive  a  few 
branches  from  these  vessels. 

The  Lumbar  Arteries  are  analogous  to  the  intercostal.  They  are  usually 
four  in  number  on  each  side,  and  arise  from  the  back  part  of  the  aorta,  nearly 
at  right  angles  with  that  vessel.  They  pass  outwards  and  backwards,  around 
the  sides  of  the  body  of  the  corresponding  lumbar  vertebra,  behind  the  sympa- 
thetic nerve  and  the  Psoas  muscle ;  those  on  the  right  side  being  covered  by  the 
inferior  vena  cava,  and  the  two  upper  ones  on  each  side  by  the  crura  of  the 
Diaphragm.  In  the  interval  between  the  transverse  processes  of  the  vertebrsB 
each  artery  divides  into  a  dorsal  and  an  abdominal  branch. 

The  dorsal  branch  gives  off,  immediately  after  its  origin,  a  spinal  branch,  which 
enters  the  spinal  canal ;  it  then  continues  its  course  backwards,  between  the 
transverse  processes,  and  is  distributed  to  the  muscles  and  integument  of  the 
back,  anastomosing  with  each  other,  and  with  the  posterior  branches  of  the 
intercostal  arteries. 

The  spinal  branch,  besides  supplying  offsets  which  run  along  the  nerves  to  the 
dura  mater  and  cauda  equina,  anastomosing  with  the  other  spinal  arteries,  divides 
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into  two  branches,  one  of  which  ascends  on  the  posterior  surface  of  the  body  of 
the  vertebra  above,  and  the  other  descends  on  the  posterior  surface  of  the  body 
of  the  vertebra  below,  both  vessels  anastomosing  with  similar  branches  from 
neighboring  spinal  arteries.  The  inosculations  of  these  vessels  on  each  side, 
throughout  the  whole  length  of  the  spine,  form  a  series  of  arterial  arches  behind 
the  bodies  of  the  vertebrae,  which  are  connected  with  each  other,  and  with  a 
median  longitudinal  vessel,  extending  along  the  middle  of  the  posterior  surface 
of  the  bodies  of  the  vertebrae,  by  transverse  branches.  From  these  vessels 
offsets  are  distributed  to  the  periosteum  and  bones. 

The  abdominal  branches  pass  outwards,  behind  the  Quadratus  lumborum,  the 
lowest  branch  occasionally  in  front  of  that  muscle,  and,  being  continued  between 
the  abdominal  muscles,  anastomose  with  branches  of  the  epigastric  and  internal 
mammary  in  front,  the  intercostals  above,  and  those  of  the  ilio* lumbar  and 
circumflex  iliac,  below. 

The  Middle  Sacral  Artery  is  a  small  vessel,  about  the  size  of  a  crow-quill, 
which  arises  from  the  back  part  of  the  aorta,  just  at  its  bifurcation.  It  descends 
upon  the  last  lumbar  vertebra,  and  along  the  middle  line  of  the  front  of  the 
sacrum,  to  the  upper  part  of  the  coccyx,  where  it  anastomoses  with  the  lateral 
sacral  arteries,  and  terminates  in  a  minute  branch,  which  runs  down  to  the 
situation  of  the  body  presently  to  be  described  as  "  Luschka's  gland."  From  it, 
branches  arise  which  run  through  the  meso-rectum,  to  supply  the  posterior 
surface  of  the  rectum.  Other  branches  are  given  oft*  on  each  side  which  anasto- 
mose with  the  lateral  sacral  arteries,  and  send  off  small  offsets  which  enter  the 
anterior  sacral  foramina. 

Coccygeal  Gland,  or  Luschkals  Gland. — Lying  near  the  tip  of  the  coccyx  in  a 
small  tendinous  interval  formed  by  the  union  of  the  Levator  ani  muscles  of 
either  side,  and  just  above  the  coccygeal  attachment  of  the  Sphincter  ani,  is  a 
small  conglobate  body,  about  as  large  as  a  lentil  or  a  pea,  first  described  by 
Luschka,1  and  named  by  him  the  coccygeal  gland,  but  the  real  nature  and  uses  of 
which  are  doubtful,  nor  does  it  seem  at  present  certain  that  it  always  exists. 
Its  most  obvious  connections  are  with  the  arteries  of  the  part.  It  receives 
comparatively  large  branches  from  the  middle  and  lateral  sacral  arteries ;  and 
its  structure,  according  to  Julius  Arnold,*  consists  in  great  measure  of  dilated 
arterial  vessels.  On  this  account  Arnold  proposes  to  call  it  not  a  gland,  but 
41  glomerulus  arterio-coccygeus."  It  is  sometimes  single,  sometimes  formed  of 
several  lobes,  surrounded  by  a  very  definite  capsule,  into  which  the  sympathetic 
filaments  from  the  ganglion  impar  are  to  be  traced  and  in  which  they  are  said 
by  some  observers  to  terminate.  The  structure  of  the  body  is  composed  of  a 
number  of  cavities,  which  Luschka  believes  to  be  glandular  follicles,  out  which 
are  regarded  by  Arnold  as  fusiform  dilatations  of  the  terminal  branches  from  the 
middle  sacral  arteries.  Nerves  pass  into  this  little  body  both  from  the  sympa- 
thetic and  from  the  fifth  sacral,  and  in  the  interstices  of  the  lobules  nerve-cells 
are  described. 

This  body  has  been  variously  regarded  as  an  appendage  to  the  nervous  or  to 
the  arterial  system.  The  former  seems  to  be  Luschka's  view,  the  latter  is 
Arnold's.3  Arnold's  view  is  supported  by  the  observation  of  Dr.  Macalister,4 
that  he  has  found  in  several  birds  the  middle  sacral  arteries  terminating  in  a 
bunch  of  interlacing  and  anastomosing  capillaries,  but  without  any  capsule ;  and 

1  Der  Hirnanhang  und  die  Steissdriise  des  Menschen,  Berlin,  1860 ;  Anatomie  dea  Menschen, 
Tubingen,  1864,  vol.  ii.  pt.  2,  p.  187. 

■  Virchow,  Arch.,  1864,  5,  6 ;  see  also  Krause  and  Meyer  in  Henle  and  Pfeiffer's  Zetisch.f. 
rat.  Medicin. 

*  In  a  coarse  of  lectures  recently  delivered  at  the  College  of  Surgeons,  on  the  Development 
of  the  Brain,  Mr.  Callender  suggests  that  Luschka's  gland  may  have  the  same  relation  to  the 
development  of  the  spinal  cord  as  he  proves  the  pineal  and  pituitary  body  to  have  to  that  of  the 
brain.    Brit  Med.  Journ.,  June  13,  1874. 

4  British  Medical  Journal,  Jan.  11,  1868. 
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it  is  rendered  in  the  highest  degree  probable,  if  Arnold's  observation  be  correct, 
that  several  small  saccular  bodies,  of  a  somewhat  similar  kind,  may  be  found 
connected  with  the  middle  sacral  artery. 

(For  a  more  detailed  description  of  this  body,  we  would  refer  to  the  elaborate 
account  in  "  Luschka's  Anatomie,"  and  to  the  authorities  quoted  in  Dr.  Mac- 
alister's  paper,  as  well  as  to  a  monograph  by  Dj.  W.  Mitchell  Banks,  reprinted 
in  1867  from  the  "  Glasgow  Medical  Journal.") 


Common  Iliac  Arteries. 

The  abdominal  aorta  divides  into  the  two  Common  Iliac  arteries.  The  bifur- 
cation usually  takes  place  on  the  left  side  of  the  body  of  the  fourth  lumbar 
vertebra.  Tnis  point  corresponds  to  the  left  side  of  the  umbilicus,  and  is  on  a 
level  with  a  line  drawn  from  the  highest  point  of  one  iliac  crest  to  the  other. 
The  common  iliac  arteries  are  about  two  inches  in  length ;  diverging  from  the 
termination  of  the  aorta,  they  pass  downwards  and  outwards  to  the  margin  of 
the  pelvis,  and  divide  opposite  the  intervertebral  substance,  between  the  last 
lumbar  vertebra  and  the  sacrum,  into  two  branches,  the  external  and  internal 
iliac  arteries :  the  former  supplying  the  lower  extremity ;  the  latter,  the  viscera 
and  parietes  of  the  pelvis. 

The  right  common  iliac  is  somewhat  larger  than  the  left,  and  passes  more 
obliquely  across  the  body  of  the  last  lumbar  vertebra.  In  front  of  it  are  the 
peritoneum,  the  ileum,  branches  of  the  sympathetic  nerve,  and,  at  its  point  of 
division,  the  ureter.  Behind,  it  is  separated  from  the  last  lumbar  vertebra  by 
the  two  common  iliac  veins.  On  its  outer  side,  it  is  in  relation  with  the  inferior 
vena  cava,  and  the  right  common  iliac  vein,  above;  and  the  Psoas  magnus 
muscle  below. 

The  left  common  iliac  is  in  relation,  in  front,  with  the  peritoneum,  branches  of 
the  sympathetic  nerve,  the  rectum  and  superior  hemorrhoidal  artery ;  and  is 
crossed  at  its  point  of  bifurcation  by  the  ureter.  The  left  common  iliac  vein 
lies  partly  on  the  inner  side,  and  partly  beneath  the  artery ;  on  its  outer  side, 
the  artery  is  in  relation  with  the  Psoas  magnus. 

Branches.  The  common  iliac  arteries  give  off  small  branches  to  the  perito- 
neum, Psoas  muscles,  ureters,  and  the  surrounding  cellular  membrane,  and  occa- 
sionally give  origin  to  the  ilio-lumbar,  or  renal  arteries. 

Plan  of  the  Relations  of  the  Common  Iliac  Arteries. 
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Peculiarities.  The  point  of  origin  varies  according  to  the  bifurcation  of  the  aorta.  In  three- 
fourths  of  a  large  number  of  cases,  the  aorta  bifurcated  either  upon  the  fourth  lumbar  vertebra, 
or  upon  the  intervertebral  disk  between  it  and  the  fifth;  the  bifurcation  being,  in  one  case  out 
of  nine  below,  and  in  one  out  of  eleven  above  this  point.  In  ten  oat  of  every  thirteen  cases,  the 
vessel  bifurcated  within  half  an  inch  above  or  below  the  level  of  the  crest  of  the  ilium ;  more 
frequently  below  than  above. 
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The  point  of  division  is  subject  to  great  variety.  In  two-think  of  a  large  number  of  cases  it 
was  between  the  last  lumbar  vertebra  and  the  upper  border  or  the  sacrum;  being  above  that 
point  in  one  case  out  of  eight,  and  below  it  in  one  case  out  of  Biz.  The  left  common  iliac  artery 
divides  lower  down  more  frequently  than  the  right. 

The  relative  length,  also,  of  tbe  two  common  iliac  arteries  varies.  The  right  common  iliac  was 
the  longer  in  sixty-three  cases;  the  left  in  fifty-two ;  whilst  they  were  both  equal  in  fifty- three. 
The  length  of  the  arteries  varied  in  five-sevenths  of  the  coses  examined,  from  an  inch  and  a  half 
to  three  inches;  in  about  half  of  the  remaining;  cases,  the  artery  was  longer;  and  in  the  other 
half,  shorter ;  tbe  minimum  length  being  less  than  half  an  inch,  the  maximum  four  and  a  half 
inches.  In  one  instance,  the  right  common  iliac  was  found  wanting,  the  external  and  internal 
iliacs  arising  directly  from  the  aorta. 

Surgical  Anatomy.  The  application  of  a  ligature  to  the  common  iliac  artery  may  be  required 
on  account  of  aneurism  or  hemorrhage,  implicating  the  external  or  internal  iliacs,  or  on  account 
of  secondary  hemorrhage  after  amputation  of  the  thigh  high  up.  It  has  been  seen  that  the  origin 
of  this  vessel  corresponds  to  the  left,  aide  of  the  umbilicus  on  a  level  with  a  line  drawn  from  tbe 
highest  point  of  one  iliac  crest  to  the  opposite  one,  and  its  coarse  to  a  line  extending  from  the 
left  side  of  the  umbilicus  downwards  towards  the  middle  of  Poupart's  ligament.    The  line  of 

Fig.  324.— Arteries  of  the  Pelvis. 


incision  required  in  the  first  steps  of  an  operation  for  securing  this  vessel,  would  materially  depend 
upon  the  nature  of  the  disease.  If  the  surgeon  select  the  iliac  region,  a  curved  inrution,  about 
five  inches  in  length.  maT  be  made,  commencing  on  the  left  side  of  the  nmbilicim,  carried  outward* 
towards  the  anterior  superior  iliac  spine,  and  then  along  the  upper  border  of  Ponpart's  ligament, 
ns  far  ns  its  middle.  Hut  if  the  aneurismnl  tumor  should  extend  high  up  in  the  abdomen,  along 
the  external  iliac,  it  is  belter  to  select  the  side  of  the  abdomen,  approaching  the  artery  from 
above,  by  making  an  incision  from  four  to  five  inches  in  length,  from  about  two  inches  above  and 
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to  the  left  of  the  umbilicus,  carried  outwards  in  a  curved  direction  towards  the  lumbar  region, 
and  terminating  a  little  below  the  anterior  superior  iliac  spine.  The  abdominal  muscles  (in  either 
e&se)  having  been  cautiously  divided  in  succession,  the  transversal  is  fascia  must  be  carefully  cut 
through,  and  the  peritoneum,  together  with  the  ureter,  separated  from  tbe  artery,  and  pushed 
aside ;  the  sacro-iliac  articulation  must  then  be  felt  for,  and  upon  it  the  vessel  will  be  felt  pul- 
sating, and  may  be  fully  exposed  in  close  connection  with  its  accompanying  vein.  On  the  right 
side,  both  common  iliac  veins,  as  well  as  the  inferior  vena  cava,  are  in  close  connection  with  the 
artery,  and  must  be  carefully  avoided.  On  the  left  side,  the  vein  usually  lies  on  the  inner  side, 
and  behind  the  artery ;  but  it  occasionally  happens  that  the  two  common  iliac  veins  are  joined 
on  the  left  instead  of  the  right  side,  which  would  add  much  to  the  difficulty  of  an  operation  in 
such  a  case.  The  commou  iliac  artery  may  be  so  short  that  danger  may  be  apprehended  from 
secondary  hemorrhage  if  a  ligature  is  applied  to  it.  It  would  be  preferable,  in  such  a  case,  to 
tie  both  the  external  and  internal  iliacs  near  their  origin. 

Collateral  Circulation.  The  principal  agents  in  carrying  on  the  collateral  circulation  after 
the  application  of  a  ligature  to  the  common  iliac,  are,  the  anastomoses  of  the  hemorrhoidal 
branches  of  the  internal  iliac,  with  the  superior  hemorrhoidal  from  the  inferior  mesenteric ;  the 
anastomoses  of  the  uterine  and  ovarian  arteries,  and  of  the  vesical  arteries  of  opposite  sides ;  of 
the  lateral  sacral,  with  the  middle  sacral  artery ;  of  the  epigastric,  with  the  internal  mammary, 
inferior  intercostal  and  lumbar  arteries;  of  the  ilio-Iuinbar,  with  the  last  lumbar  artery;  of  the 
obturator  artery,  by  means  of  its  pubic  branch,  with  the  vessel  of  the  opposite  side,  and  with 
the  internal  epigastric ;  and  of  the  gluteal  with  the  posterior  branches  of  the  sacral  arteries. 

Internal  Iliac  Artery.    (Fig.  324.) 

The  Internal  Hiac  Artery  supplies  the  walls  and  viscera  of  the  pelvis,  the 
generative  organs,  and  inner  side  of  the  thigh.  It  is  a  short,  thick  vessel, 
smaller  than  the  external  iliac,  and  about  an  inch  and  a  half  in  length,  which 
arises  at  the  point  of  bifurcation  of  the  common  iliac ;  and,  passing  downwards 
to  the  upper  margin  of  the  great  sacro-sciatic  foramen,  divides  into  two  large 
trunks,  an  anterior  and  posterior ;  a  partially  obliterated  cord,  the  hypogastric 
artery,  extending  from  the  extremity  of  the  vessel  forwards  to  the  bladder. 

Relations.  In  fronts  with  the  ureter,  which  separates  it  from  the  peritoneum. 
Behind,  with  the  internal  iliac  vein,  the  lumbo-sacral  nerve,  and  Pyriformis 
muscle.     By  its  outer  side,  near  its  origin  with  the  Psoas  muscle. 

Plan  of  the  Relations  of  the  Internal  Iliac  Artert. 
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In  the  foztus,  the  internal  iliac  artery  (hypogastric)  is  twice  as  large  as  the 
external  iliac,  and  appears  to  be  the  continuation  of  the  common  iliac.  Passing 
forwards  to  the  bladder,  it  ascends  along  the  sides  of  that  viscus  to  its  summit, 
to  which  it  gives  branches ;  it  then  passes  upwards  along  the  back  part  of  the 
anterior  wall  of  the  abdomen  to  the  umbilicus,  converging  towards  its  fellow 
of  the  opposite  side.  Having  passed  through  the  umbilical  opening,  the  two 
arteries  twine  round  the  umbilical  vein,  forming  with  it  the  umbilical  cord  ;  and, 
ultimately,  ramifying  in  the  placenta.  The  portion  of  the  vessel  within  the 
abdomen  is  called  the  hypogastric  artery ;  and  that  external  to  that  cavity,  the 
umbilical  artery. 

At  birth,  when  the  placental  circulation  ceases,  the  upper  portion  of  the  hypo- 
gastric artery,  extending  from  the  summit  of  the  bladder  upwards  to  the  umbili- 
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cus,  contracts,  and  ultimately  dwindles  to  a  solid  fibrous  cord ;  but  the  lower 
portion,  extending  from  its  origin  (in  what  is  now  the  internal  iliac  artery)  for 
about  an  inch  and  a  half  to  the  wall  of  the  bladder,  and  thence  to  the  summit 
of  that  organ,  is  not  totally  impervious,  though  it  becomes  considerably  reduced 
in  size;  and  serves  to  convey  blood  to  the  bladder,  under  the  name  of  the  superior 
vesical  artery. 

Peculiarities  as  regards  length.  In  two-thirds  of  a  large  number  of  cases,  the  length  of  the 
internal  iliac  varied  between  au  inch  and  an  inch  and  a  half;  in  the  remaining  third,  it  waa 
more  frequently  longer  than  shorter,  the  maximum  length  being  three  inches,  the  minimum  half 
an  inch. 

The  lengths  of  the  common  and  internal  iliac  arteries  bear  an  inverse  proportion  to  each  other, 
the  internal  iliac  artery  being  long  when  the  common  iliac  is  short,  and  vice  versa. 

As  regards  its  place  of  division.  The  place  of  division  of  the  internal  iliac  varies  between  the 
upper  margin  of  the  sacrum,  and  the  upper  border  of  the  sacro-sciatic  foramen. 

The  arteries  of  the  two  sides  in  a  series  of  cases  often  differed  in  length,  but  neither  seemed 
constantly  to  exceed  the  other. 

Surgical  Anatomy.  The  application  of  a  ligature  to  the  internal  iliac  artery  may  be  required 
in  cases  of  aneurism  or  hemorrhage  affecting  one  of  its  branches.  The  vessel  may  be  secured  by 
making  an  incision  through  the  abdominal  parietes  in  the  iliac  region,  in  a  direction  and  to  an 
extent  similar  to  that  for  securing  the  common  iliac ;  the  transversalis  fascia  having  been  cau- 
tiously divided,  and  the  peritoneum  pushed  inwards  from  the  iliac  fossa  towards  the  pelvis,  the 
finger  may  feel  the  pulsation  of  the  external  iliac  at  the  bottom  of  the  wound ;  and,  by  tracing 
this  vessel  upwards,  the  internal  iliac  is  arrived  at,  opposite  the  sacro-iliac  articulation.  It  should 
be  remembered,  that  the  vein  lies  behind,  and  on  the  right  side,  a  little  external  to  the  artery, 
and  in  close  contact  with  it;  the  ureter  and  peritonenm,  which  lie  in  front,  must  also  be  avoided. 
The  degree  of  facility  in  applying  a  ligature  to  this  vessel  will  mainly  depend  upon  its  length. 
It  has  been  seen  that,  in  the  great  majority  of  the  cases  examined,  the  artery  was  short,  varying 
from  an  inch  to  an  inch  and  a  half ;  in  these  cases,  the  artery  is  deeply  seated  in  the  pelvis :  when, 
on  the  contrary,  the  vessel  is  longer,  it  is  found  partly  above  that  cavity.  If  the  artery  is  very 
short,  as  occasionally  happens,  it  would  be  preferable  to  apply  a  ligature  to  the  common  iliac,  or 
upon  the  external  and  internal  iliacs  at  their  origin. 

Collateral  Circulation.  In  Prof.  Owen's  dissection  of  a  case  in  which  the  internal  iliac  artery 
had  been  tied  by  Stevens  ten  years  before  death,  for  aneurism  of  the  sciatic  artery,  the  internal 
iliac  was  found  impervious  for  about  an  inch  above  the  point  where  the  ligature  had  been  applied ; 
but  the  obliteration  did  not  extend  to  the  origin  of  the  external  iliac,  as  the  iliolumbar  artery 
arose  just  above  this  point.  Below  the  point  of  obliteration,  the  artery  resumed  its  natural 
diameter,  and  continued  so  for  half  an  inch  ;  the  obturator,  lateral  6acral,  and  gluteal,  arising 
in  succession  from  the  lateral  portion.  The  obturator  artery  was  entirely  obliterated.  The  late- 
ral sacral  artery  was  as  large  as  a  crow's  quill,  and  had  a  very  free  anastomosis  with  the  artery 
of  the  opposite  side,  and  with  the  middle  sacral  artery.  The  sciatic  artery  was  entirely  oblite- 
rated as  far  as  its  point  of  connection  with  the  aneurism al  tumor ;  but,  on  the  distal  side  of  the 
sac,  it  was  continued  down  along  the  back  of  the  thigh  nearly  as  large  in  size  as  the  femoral, 
being  pervious  about  an  inch  below  the  sac  by  receiving  an  anastomosing  vessel  from  the  profunda.1 
The  circulation  was  carried  on  by  the  anastomoses  of  the  uterine  and  ovarian  arteries ;  of  the 
opposite  vesical  arteries ;  of  the  hemorrhoidal  branches  of  the  internal  iliac  with  those  from  the 
inferior  mesenteric ;  of  the  obturator  artery,  by  means  of  its  pubic  branch,  with  the  vessel  of  the 
opposite  side,  and  with  the  epigastric  and  internal  circumflex  ;  of  the  circumflex  and  perforating 
branches  of  the  femoral,  with  the  sciatic ;  of  the  gluteal,  with  the  posterior  branches  of  the  sacral 
arteries;  of  the  ilio-lumbar,  with  the  last  Inmbar;  of  the  lateral  sacral,  with  the  middle  sacral; 
and  of  the  circumflex  iliac,  with  the  ilio-lumbar  and  gluteal. 

Branches  of  the  Internal  Iliac. 

From  the  Anterior  Trunk.  From  the  Posterior  Trunk. 

Superior  vesical.  Ilio-lumbar. 

Middle  vesical.  Lateral  sacral. 

Inferior  vesical.  Gluteal. 

Middle  hemorrhoidal. 

Obturator. 

Internal  pudic. 

Sciatic. 

T    -       7     )  Uterine. 
In  female.  J  y^ 

The  superior  vesicle  is  that  part  of  the  foetal  hypogastrio  artery  which  remains 

1  Medico- Chirurgical  Trans.,  vol.  xvi. 
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pervious  after  birth.  It  extends  to  the  side  of  the  bladder,  distributing  nume- 
rous branches  to  the  body  and  fundus  of  the  organ.  From  one  of  these  a  slender 
vessel  is  derived,  which  accompanies  the  vas  deferens  in  its  course  to  the  testis, 
where  it  anastomoses  with  the  spermatic  artery.  This  is  the  artery  of  the  vas 
deferens.     Other  branches  supply  the  ureter. 

The  middle  vesicle,  usually  a  branch  of  the  superior,  is  distributed  to  the  base 
of  the  bladder,  and  under-surface  of  the  vesiculse  seminales. 

The  inferior  vesical  arises  from  the  anterior  division  of  the  internal  iliac,  in 
common  with  the  middle  hemorrhoidal,  and  is  distributed  to  the  base  of  the 
bladder,  the  prostate  gland,  and  vesiculas  seminales.  The  branches  distributed 
to  the  prostate  communicate  with  the  corresponding  vessel  of  the  opposite  side. 

The  middle  hemorrhoidal  artery  usually  arises  together  with  the  preceding 
vessel.  It  supplies  the  rectum,  anastomosing  with  the  other  hemorrhoidal 
arteries. 

The  uterine  artery  passes  downwards  from  the  anterior  trunk  of  the  internal 
iliac  to  the  neck  of  the  uterus.  Ascending,  in  a  tortuous  course  on  the  side  of 
this  viscus,  between  the  layers  of  the  broad  ligament,  it  distributes  branches  to 
its  substance,  anastomosing,  near  its  termination,  with  a  branch  from  the  ovarian 
artery.    Branches  from  this  vessel  are  also  distributed  to  the  bladder  and  ureter. 

The  vaginal  artery  is  analogous  to  the  inferior  vesical  in  the  male ;  it  descends 
upon  the  vagina,  supplying  its  mucous  membrane,  and  sending  branches  to  the 
neck  of  the  bladder  and  contiguous  part  of  the  rectum. 

The  Obturator  Artery  usually  arises  from  the  anterior  trunk  of  the  internal 
iliac,  frequently  from  the  posterior.  It  passes  forwards  below  the  brim  of  the 
pelvis,  to  the  canal  in  the  upper  border  of  the  obturator  foramen,  and  escaping 
from  the  pelvic  cavity  through  this  aperture,  divides  into  an  internal  and  an 
external  branch.  In  the  pelvic  cavity  this  vessel  lies  upon  the  pelvic  fascia, 
beneath  the  peritoneum,  and  a  little  below  the  obturator  nerve;  and  whilst 
passing  through  the  obturator  foramen,  is  contained  in  an  oblique  canal,  formed 
by  the  horizontal  branch  of  the  pubes,  above,  and  the  arched  border  of  the  obtu- 
rator membrane,  below. 

Branches.  Within  the  pelvis,  the  obturator  artery  gives  off  an  iliac  branch  to 
the  iliac  fossa,  which  supplies  the  bone,  and  the  Iliacus  muscle,  and  anastomoses 
with  the  ilio-lumbar  artery;  a  vesical  branch,  which  runs  backwards  to  supply 
the  bladder ;  and  a  pubic  branch,  which  is  given  off  from  the  vessel  just  before 
it  leaves  the  pelvic  cavity.  This  branch  ascends  upon  the  back  of  the  pubes, 
communicating  with  offsets  from  the  epigastric  artery,  and  with  the  correspond- 
ing vessel  of  the  opposite  side.  This  branch  is  placed  on  the  inner  side  of  the 
femoral  ring.  External  to  the  pelvis,  the  obturator  artery  divides  into  an  external 
and  an  internal  branch,  which  are  deeply  situated  beneath  the  Obturator  externus 
muscle ;  skirting  the  circumference  of  the  obturator  foramen,  they  anastomose  at 
the  lower  part  of  this  aperture  with  each  other,  and  with  branches  of  the  inter- 
nal circumflex  artery. 

The  internal  branch  curves  inwards  along  the  inner  margin  of  the  obturator 
foramen,  distributing  branches  to  the  Obturator  muscles,  Pectineus,  Adductors, 
and  Gracilis,  and  anastomoses  with  the  external  branch,  and  with  the  internal 
circumflex  artery. 

The  external  branch  curves  round  the  outer  margin  of  the  foramen,  to  the 
space  between  the  Gemellus  inferior  and  Quadratus  femoris,  where  it  anasto- 
moses with  the  sciatic  artery.  It  supplies  the  Obturator  muscles,  anastomoses, 
as  it  passes  backwards,  with  the  internal  circumflex,  and  sends  a  branch  to  the 
hip-joint  through  the  cotyloid  notch,  which  ramifies  on  the  round  ligament  as 
far  as  the  head  of  the  femur. 

Peculiarities.  In  two  out  of  every  three  cases  the  obturator  arises  from  the  internal  iliac ;  in 
one  case  in  3£,  from  the  epigastric;  and  in  about  one  case  in  seventy-two  by  two  roots  from  both 
vessels.  It  arises  in  about  the  same  proportion  from  the  external  iliac  artery.  The  origin  of  the 
obturator  from  the  epigastric  is  not  commonly  found  on  both  sides  of  the  same  body. 
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When  the  obturator  artery  arises  at  the  front  or  the  pelvis  from  the  epigastric,  it  descends 

almost  vertically  to  the  upper  part  of  the  obturator  foramen.  The  artery  in  this  course  usually 
lien  in  contact  with  the  external  iliac  vein,  and  ou  the  outer  side  of  the  femoral  ring  (Fig.  325.1); 
in  such  cases  it  would  not  be  endangered  in  the  operations  for  femoral  hernia.  Occasionally, 
however,  it  carves  inwards  along  the  free  margin  or  Uiinbernat's  ligament  ("Fig.  325, 2),  and  under 
such  circumstances  would  almost  completely  encircle  the  neck  of  a  hernial  sac  (supposing  a  hernia 
to  exist  in  such  a  case},  and  would  be  in  great  daoger  of  being  wounded  if  an  operation  was 
performed. 

Fig.  325. — Variations  in  Origin  and  Course  of  Obturator  Artery. 


The  Internal  Pudic  is  the  smaller  of  the  two  terminal  branches  of  the  ante- 
rior trunk  of  the  internal  iliac,  and  supplies  the  external  organs  of  generation. 
It  passes  downwards  and  outwards  to  the  lower  border  of  the  great  sacro-sciatic 
foramen,  and  emerges  from  the  pelvis  between  the  Piriformis  and  Coccygeus 
muscles ;  it  then  crosses  the  spine  of  the  ischium,  and  re-enters  the  pelvis  through 
the  lesser  sacro-sciatic  foramen.  The  artery  now  crosses  the  Obturator  internus 
muscle,  to  the  ramus  of  the  ischium,  being  covered  by  the  obturator  fascia,  and 
situated  about  an  inch  and  a  half  from  the  margin  of  the  tuberosity ;  it  then 
ascends  forwards  and  upwards  along  the  ramus  of  the  ischium,  pierces  the  pos- 
terior layer  of  the  deep  perineal  fascia,  and  runs  forwards  along  the  inner  margin 
of  the  ramus  of  the  pubes ;  finally,  it  perforates  the  anterior  layer  of  the  deep 
perineal  fascia,  and  divides  into  its  two  terminal  branches,  the  dorsal  artery  of 
the  penis,  and  the  artery  of  the  corpus  cavernosum. 

Relations.  In  the  first  part  of  its  course,  within  the  pelvis,  it  lies  in  front  of 
the  Pyriformis  muscle  and  sacral  plexus  of  nerves,  and  on  the  outer  side  of  the 
rectum  {on  the  left  side).  As  it  crosses  the  spine  of  the  ischium,  it  is  covered 
by  the  Gluteus  maximus,  and  great  sacro-sciatic  ligament.  In  the  pelvis,  it  lies 
on  the  outer  side  of  the  ischio-rectal  fossa,  upon  the  surface  of  the  Obturator 
internus  muscle,  contained  in  a  fibrous  canal  formed  by  the  obturator  fascia  and 
the  falciform  process  of  the  great  sacro-sciatic  ligament.  It  is  accompanied  by 
the  pudic  veins,  and  the  internal  pudic  nerve. 

Peculiarities.  The  internal  pudic  is  sometimes  smaller  than  usual,  or  fails  to  give  off  one  or 
two  of  its  usual  branches ;  iu  such  cases,  the  deficiency  is  supplied  by  branches  derived  from  an 
additional  vessel,  the  accessory  pudic,  which  generally  arises  from  the  pudic  artery  before  its 


exit  from  the  great  sacro-sciatic  foramen,  and  passes  forwards  near  the  base  of  the  bladder,  o 
upper  part  of  the  prostate  gland,  to  the  perineum,  where  it  gives  off  the  branches,  usually  derived 
from  the  pudic  artery.  The  deficiency  most  frequently  met  with  is  that  in  which  the  internal 
pudic  ends  as  the  artery  of  the  bulb;  the  artery  of  the  corpus  cavernosum  and  arteria  doraalis 
penis  being  derived  from  the  accessory  pndic.  Or  the  pudic  may  terminate  as  the  superficial 
perineal,  the  artery  of  the  bulb  being  derived,  with  the  other  two  branches,  from  the  accessory 
vessel. 

The  relation  of  the  accessory  pudic  to  the  prostate  gland  and  urethra,  iB  or  the  greatest  interest 
in  a  surgical  point  of  view,  as  this  vessel  is  in  danger  of  being  wounded  in  the  lateral  operation  of 
lithotomy. 

Branches.  Within  the  pelvis,  the  internal  pudic  gives  off  several  small 
branches  which  supply  the  muscles,  sacral  nerves,  and  pelvic  viscera.  In  the 
perineum  the  following  branches  are  given  off: — 

Inferior  or  external  hemorrhoidal.  Artery  of  the  bulb. 

Superficial  perineal.  Artery  of  the  corpus  cavernosum. 

Transverse  perineal.  Dorsal  artery  of  the  penis. 
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The  external  hemorrhoidal  are  two  or  three  small  arteries  which  arise  from 
the  internal  pudic  as  it  passes  above  the  tuberosity  of  the  ischium.  Crossing 
the  ischio-rectal  fossa,  they  are  distributed  to  the  muscles  and  integument  of  the 
anal  region. 

Fig.  326.— The  Internal  Pudic  Artery  and  its  "ranches. 


The  superficial  perineal  artery  supplies  the  scrotum  and  muscles  and  integu- 
ment of  the  perineum.  It  arises  from  the  internal  pudic,  in  front  of  the  pre- 
ceding branches,  and  piercing  the  lower  border  of  the  deep  perineal  fascia,  runs 
across  the  Transversus  perintei,  and  through  the  triangular  space  between  the 
Accelerator  urinse  and  Erector  penis,  both  of  which  it  supplies,  and  is  finally 
distributed  to  the  skin  of  the  scrotum  and  dartos.  In  its  passage  through  the 
perineum  it  lies  beneath  the  superficial  perineal  fascia. 

The  transverse  perineal  is  a  small  branch  which  arises  either  from  the  internal 
pudic,  or  from  the  superficial  perineal  artery  as  it  crosses  the  Transversus 
perintei  muscle.  Piercing  the  lower  border  of  the  deep  perineal  fascia,  it  runs 
transversely  inwards  along  the  cutaneous  surface  of  the  Transversus  perintei 
muscle,  which  it  supplies,  as  well  as  the  structures  between  the  anus  and  bulb 
of  the  urethra. 

The  artery  of  the  buU>  is  a  large  but  very  short  vessel  which  arises  from  the 
internal  pudic  between  the  two  layers  of  the  deep  perineal  fascia,  and  passing 
nearly  transversely  inwards,  pierces  the  bulb  of  the  urethra,  in  which  it  ramifies. 
It  gives  off  a  small  branch  which  descends  to  supply  Oowper'a  gland.  This  artery 
is  of  considerable  importance  in  a  surgical  point  of  view,  as  it  is  in  danger  of 
being  wounded  in  the  lateral  operation  of  lithotomy,  an  accident  usually  attended 
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in  the  adult  with  alarming  hemorrhage.    The  vessel  is  sometimes  very  email, 
occasionally  wanting,  or  even  doable.     It  sometimes  arises  from  the  internal 

Eudic  earlier  than  usual,  and  crosses  the  perineum  to  reach  the  back  part  of  the 
ulb.  In  such  a  case  the  vessel  could  nardly  tail  to  be  wounded  in  the  per- 
formance of  the  lateral  operation  for  lithotomy.  If,  on  the  contrary,  it  should 
arise  from  an  accessory  pudic,  it  lies  more  forward  than  usual,  and  is  out  of 
danger  in  the  operation. 

The  artery  of  the  corpus  cavemosum,  one  of  the  terminal  branches  of  the  inter- 
nal   pudic,  arises    from    that 
Pig.  327.— The  Arteriea  of  the  Olnteal  and  Posterior         vessel  while   it  is  Situated  be- 
Femor.il  BegiooB.  tween  ^  cnlg  ja  and  ^ 

ramus  of  the  pubes ;  piercing 
the  crus  penis  obliquely,  it 
runs  forwards  in  the  corpus 
cavemosum  by  the  side  of  the 
septum  pecliniforme,  to  which 
its  branches  are  distributed. 

The  dorsal  artery  of  the  penis 
ascends  between  the  crus  and 
pubic  symphysis,  and  piercing 
the  suspensory  ligament,  runs 
forwards  on  the  dorsum  of  the 
penis  to  the  glans,  where  it 
divides  into  two  branches, 
which  supply  the  glans  and 
prepuce.  On  the  dorsum  of 
the  penis,  it  lies  immediately 
beneath  the  integument,  par- 
allel with  the  dorsal  vein,  and 
the  corresponding  artery  of 
the  opposite  side.  It  supplies 
the  integument  and  fibrous 
sheath  of  the  corpus  caverno- 
sum. 

The  internal  pudic  artery  in 
the  female-  is  smaller  than  in 
the  male.  Its  origin  and 
course  are  similar,  and  there 
is  considerable  analogy  in  the 
distribution  of  its  branches. 
The  superficial  artery  supplies 
the  labia  pudenda ;  the  artery 
of  the  bulb  supplies  the  erec- 
tile tissue  of  the  bulb  of  the 
vagina,  whilst  the  two  termi- 
nal branches  supply  the  clito- 
ris: the  artery  of  the  corpus 
cavemosum,  the  cavernous 
body  of  the  clitoris ;  and  the 
artcria  dorsalis  clitoridis,  the 
dorsum  of  that  organ. 

The  Sciatic  Ahtert  (Fig. 
327),  the  larger  of  the  two 
terminal  branches  of  the  ante- 
rior trunk  of  the  internal  iliac,  is  distributed  to  the  muscles  on  the  back  of  the 
Clvis.  It  passes  down  to  the  lower  part  of  the  great  sacro- sciatic  foramen, 
hind  the  internal  pudic,  resting  on  the  sacral  plexus  of  nerves  and  Pyriformis 
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muscle,  and  escapes  from  the  pelvis  between  the  Pyriformis  and  Coccygeus.  It 
then  descends  in  the  interval  between  the  trochanter  major  and  tuberosity  of 
the  ischium,  accompanied  by  the  sciatic  nerves,  and  covered  by  the  Gluteus 
maximus,  and  divides  into  branches,  which  supply  the  deep  muscles  at  the  back 
of  the  hip. 

Within  the  pelvis  it  distributes  branches  to  the  Pyriformis,  CQecygeus,  and 
Levator  ani  muscles ;  some  hemorrhoidal  branches,  which  supply  the  rectum, 
and  occasionally  take  the  place  of  the  middle  hemorrhoidal  artery ;  and  vesical 
branches  to  the  base  and  neck  of  the  bladder,  vesiculas  seminales,  and  prostate 
gland.  External  to  the  pelvis,  it  gives  off  the  coccygeal,  inferior  gluteal,  comes 
nervi  ischiadici,  muscular,  and  articular  branches. 

The  coccygeal  branch  runs  inwards,  pierces  the  great  sacro-sciatic  ligament,  and 
supplies  the  Gluteus  maximus,  the  integument,  and  other  structures  on  the  back 
of  the  coccyx. 

The  inferior  gluteal  branches,  three  or  four  in  number,  supply  the  Gluteus 
maximus  muscle. 

The  comes  nervi  ischiadici  is  a  long  slender  vessel,  which  accompanies  the 
great  sciatic  nerve  for  a  short  distance ;  it  then  penetrates  it,  and  runs  in  its  sub- 
stance to  the  lower  part  of  the  thigh. 

The  muscular  branches  supply  the  muscles  on  the  back  part  of  the  hip,  anasto- 
mosing with  the  gluteal,  internal  and  external  circumflex,  and  superior  perfo- 
rating arteries. 

Some  articular  branches  are  distributed  to  the  capsule  of  the  hip-joint. 
The  Jlio'Lumbar  Artery  ascends  beneath  the  Psoas  muscle  and  external  iliac 
vessels,  to  the  upper  part  of  the  iliac  fossa,  where  it  divides  into  a  lumbar  and 
an  iliac  branch. 

The  lumbar  branch  supplies  the  Psoas  and  Quadratus  lumborum  muscles, 
anastomosing  with  the  last  lumbar  artery,  and  sends  a  small  spinal  branch 
through  the  intervertebal  foramen,  between  the  last  lumbar  vertebra  and  the 
sacrum,  into  the  spinal  canal,  to  supply  the  spinal  cord  and  its  membranes. 

The  iliac  branch  descends  to  supply  the  Iliacus  internus,  some  offsets  running 
between  the  muscle  and  the  bone,  one  of  which  enters  an  oblique  canal  to  sup- 
ply the  diploe,  whilst  others  run  along  the  crest  of  the  ilium,  distributing 
branches  to  the  Gluteal  and  Abdominal  muscles,  and  anastomosing  in  their 
course  with  the  gluteal,  circumflex  iliac,  external  circumflex,  and  epigastric 
arteries. 

The  Lateral  Sacral  Arteries  (Fig.  324)  are  usually  two  in  number  on  each  side, 
superior  and  inferior. 

The  superior,  which  is  of  large  size,  passes  inwards,  and,  after  anastomosing 
with  branches  from  the  middle  sacral,  enters  the  first  or  second  sacral  foramen, 
is  distributed  to  the  contents  of  the  sacral  canal,  and  escaping  by  the  corre- 
sponding posterior  sacral  foramen,  supplies  the  skin  and  muscles  on  the  dorsum 
of  the  sacrum. 

The  inferior  passes  obliquely  across  the  front  of  the  Pyriformis  muscle  and 
sacral  nerves  to  the  inner  side  of  the  anterior  sacral  foramina,  descends  on  the 
front  of  the  sacrum,  and  anastomoses  over  the  coccyx  with  the  sacra  media  and 
opposite  lateral  sacral  arteries.  In  its  course,  it  gives  off  branches,  which  enter 
the  anterior  sacral  foramina ;  these,  after  supplying  the  bones  and  membranes 
of  the  interior  of  the  spinal  canal,  escape  by  the  posterior  sacral  foramina,  and 
are  distributed  to  the  muscles  and  skin  on  the  dorsal  surface  of  the  sacrum. 

The  Gluteal  Artery  is  the  largest  branch  of  the  internal  iliac,  and  appears  to 
be  the  continuation  of  the  posterior  division  of  that  vessel.  It  is  a  short,  thick 
trunk,  which  passes  out  of  the  pelvis  above  the  upper  border  of  the  Pyriformis 
muscle,  and  immediately  divides  into  a  superficial  and  deep  branch.  Within 
the  pelvis,  it  gives  off  a  few  muscular  branches  to  the  Iliacus,  Pyriformis,  and 
Obturator  internus,  and  just  previous  to  quitting  that  cavity  a  nutrient  artery, 
which  enters  the  ilium. 
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The  superficial  branch  passes  beneath  the  Gluteus  maximus,  and  divides  into 
numerous  branches,  some  of  which  supply  that  muscle,  whilst  others  perforate 
its  tendinous  origin,  and  supplj  the  integument  covering  the  posterior  surface 
of  the  sacrum,  anastomosing  with  the  posterior  branches  of  the  sacral  arteries. 

The  deep  branch  runs  between  the  Gluteus  medius  and  minimus,  and  subdivides 
into  two.  Of  these,  the  superior  division,  continuing  the  original  course  of  the 
vessel,  passes  along  the  upper  border  of  the  Gluteus  minimus  to  the  anterior 
superior  spine  of  the  ilium,  anastomosing  with  the  circumflex  iliac  and  ascending 
branches  of  the  external  circumflex  artery.  The  inferior  division  crosses  the 
Gluteus  minimus  obliquely  to  the  trochanter  major,  distributing  branches  to 
the  Glutei  muscles,  and  inosculates  with  the  external  circumflex  artery.  Some 
branches  pierce  the  Gluteus  minimus  to  supply  the  hip-joint. 

External  Iliac  Artery.    (Fig.  324.) 

The  External  Iliac  Artery  is  the  chief  vessel  which  supplies  the  lower  limb. 
It  is  larger  in  the  adult  than  the  internal  iliac,  and  passes  obliquely  downwards 
and  outwards  along  the  inner  border  of  the  Psoas  muscle,  from  the  bifurcation 
of  the  common  iliac  to  the  femoral  arch,  where  it  enters  the  thigh,  and  becomes 
the  femoral  artery.  The  course  of  this  vessel  would  be  indicated  by  a  line  drawn 
from  the  left  side  of  the  umbilicus  to  a  point  midway  between  the  anterior  supe- 
rior spinous  process  of  the  ilium  and  the  symphysis  pubis. 

Relations.  In  front,  with  the  peritoneum,  subperitoneal  areolar  tissue,  the 
intestines,  and  a  thin  layer  of  fascia,  derived  from  the  iliac  fascia,  which  sur- 
rounds the  artery  and  vein.  At  its  origin  it  is  occasionally  crossed  by  the  ureter. 
The  spermatic  vessels  descend  for  some  distance  upon  it  near  its  termination, 
and  it  is  crossed  in  this  situation  by  a  branch  of  the  genito-crural  nerve  and 
the  circumflex  iliac  vein ;  the  vas  deferens  curves  down  along  its  inner  side. 
Behind,  it  is  in  relation  with  the  external  iliac  vein,  which,  at  the  femoral  arch, 
lies  at  its  inner  side;  on  the  left  side  the  vein  is  altogether  internal  to  the  artery. 
Externally,  it  rests  against  the  Psoas  muscle,  from  which  it  is  separated  by  the 
iliac  fascia.  The  artery  rests  upon  this  muscle,  near  PoupartTs  ligament. 
Numerous  lymphatic  vessels  and  glands  are  found  lying  on  the  front  and  inner 
side  of  the  vessel. 

Plan  of  the  Relations  of  the  External  Iliac  Artery. 

In  front. 
Peritoneum,  intestines,  and  iliac  fascia. 


Near 
Poupart's 
Ligament. 


'  Spermatic  vessels. 

Genito-crural  nerve  (genital  branch). 

Circumflex  iliac  vein. 
k  Lymphatic  vessels  and  glands. 


Outer  side.  f  \  Inner  ride. 

Psoas  magnas  inac*       )         External  iliac  vein  and  vas  deferens 

Iliac  fascia.  \  /  at  femoral  arch. 

Behind. 

External  iliac  vein. 
Psoas  magnus. 

Surgical  Anatomy.  The  application  of  a  ligature  to  the  external  iliac  may  he  required  in 
cases  of  aneurism  of  the  femoral  artery,  or  in  cases  of  secondary  hemorrhage,  after  the  latter 
vessel  has  been  tied  for  popliteal  aneurism.  This  vessel  may  be  secured  in  any  part  of  its  course, 
excepting  near  its  upper  end,  which  is  to  be  avoided  on  account  of  the  proximity  of  the  great 
stream  of  blood  in  the  internal  iliac,  and  near  its  lower  end,  which  should  also  be  avoided,  on 
account  of  the  proximity  of  the  epigastric  and  circumflex  iliac  vessels.  One  of  the  chief  points 
in  the  performance  of  the  operation  is  to  secure  the  vessel  without  injury  to  the  peritoneum. 
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The  patient  Having  been  placed  in  the  recumbent  position,  an  incision  should  be  made,  com- 
mencing below  at  a  point  about  three-quarters  of  an  inch  above  Pou part's  ligament,  and  a  little 
external  to  its  middle,  and  running  upwards  and  outwards,  parallel  to  Pou part's  ligament,  to  a 
point  above  the  anterior  superior  spine  of  the  ilium.  When  the  artery  is  deeply  seated,  more 
room  will  be  required,  and  may  be  obtained  by  curving  the  incision  from  the  point  last  named 
inwards  towards  the  umbilicus  for  a  short  distance ;  or,  if  the  lower  part  of  the  artery  is  to  be 
reached,  the  surgeon  may  commence  the  incision  nearer  the  inner  end  of  Poupart's  ligament, 
taking  care  to  avoid  the  epigastric  artery.  Abernethy,  who  first  tied  this  artery,  made  his 
incision  in  the  course  of  the  vessel.  The  precise  line  of  incision  selected  is  of  less  moment,  pro- 
vided an  easy  access  to  the  deeper  parts  is  secured.  The  abdominal  muscles  and  transversalis 
fascia  having  been  cautiously  divided,  the  peritoneum  should  be  separated  from  the  iliac  fossa 
and  pushed  towards  the  pelvis ;  and  on  introducing  the  finger  to  the  bottom  of  the  wound  the 
artery  may  be  felt  pulsating  along  the  inner  border  of  the  Psoas  muscle.  The  external  iliuc 
vein  is  generally  found  on  the  inner  side  of  the  artery,  and  must  be  cautiously  separated  from  it 
by  the  finger-nail,  or  handle  of  the  knife,  and  the  aneurism  needle  should  be  introduced  on  the 
inner  side,  between  the  artery  and  vein. 

Collateral  Circulation.  The  principal  anastomoses  in  carrying  on  the  collateral  circulation, 
after  the  application,  of  a  ligature  to  the  external  iliac,  are — the  ilio-lumbar  with  the  circumflex 
iliac;  the  gluteal  with  the  external  circumflex;  the  obturator  with  the  internal  circumflex;  the 
sciatic  with  the  superior  perforating  and  circumflex  branches  of  the  profunda  artery;  the  internal 
pudic  with  the  external  pudic,  and  with  the  internal  circumflex.  When  the  obturator  arises  from 
the  epigastric,  it  is  supplied  with  blood  by  branches,  either  from  the  internal  iliac,  the  lateral 
sacral,  or  the  internal  pudic.  The  epigastric  receives  its  supply  from  the  internal  mammary  and 
inferior  iutercostal  arteries,  and  from  the  internal  iliac,  by  the  anastomoses  of  its  branches  with 
the  obturator. 

In  the  dissection  of  a  limb,  eighteen  years  after  the  successful  ligature  of  the  external  iliac 
artery,  by  Sir  A.  Cooper,  which  is  to  be  found  in  Guy's  Hospital  Reports,  vol.  i.  p.  50,  the 
anastomosing  branches  are  described  in  three  sets.  An  anterior  set.  1.  A  very  large  branch 
from  the  ilio-lumbar  artery  to  the  circumflex  iliac;  2.  Another  branch  from  the  ilio-lumbar, 
joined  by  one  from  the  obturator,  and  breaking  up  into  numerous  tortuous  branches  to  anasto- 
mose with  the  external  circumflex ;  3.  Two  other  branches  from  the  obturator,  which  passed 
over  the  brim  of  the  pelvis,  communicated  with  the  epigastric,  and  then  broke  up  into  a  plexus 
to  anastomose  with  the  internal  circumflex.  An  internal  set  Branches  given  off  from  the 
obturator,  after  quitting  the  pelvis,  which  ramified  among  the  adductor  muscles  on  the  inner 
side  of  the  hip-joint,  and  joined  most  freely  with  branches  of  the  internal  circumflex.  A  posterior 
set.  1.  Three  large  branches  from  the  gluteal  to  the  external  circumflex :  2.  Several  branches 
from  the  sciatic  around  the  great  sciatic  notch  to  the  internal  and  external  circumflex,  and  the 
perforating  branches  of  the  profunda. 

Branches.  Besides  several  small  branches  to  the  Psoas  muscles  and  the 
neighboring  lymphatic  glands,  the  external  iliac  gives  off  two  branches  of 
considerable  size,  the 

Epigastric  and  Circumflex  iliac. 

The  Epigastric  artery  arises  from  the  external  iliac,  a  few  lines  above  Pou- 
part's ligament.  It  at  first  descends  to  reach  this  ligament,  and  then  ascends 
obliquely  inwards  between  the  peritoneum  and  transversalis  fascia,  to  the 
margin  of  the  sheath  of  the  Rectus  muscle.  Having  perforated  the  sheath  near 
its  lower  third,  it  runs  vertically  upwards  behind  tne  Eectus,  to  which  it  is 
distributed,  dividing  into  numerous  branches,  which  anastomose  above  the 
umbilicus  with  the  terminal  branches  of  the  internal  mammary  and  inferior 
intercostal  arteries.  It  is  accompanied  by  two  veins,  which  usually  unite  into 
a  single  trunk  before  their  termination  in  the  external  iliac  vein.  As  this 
artery  ascends  from  Poupart's  ligament  to  the  Rectus,  it  lies  behind  the  inguinal 
canal,  to  the  inner  side  of  the  internal  abdominal  ring,  and  immediately  above 
the  femoral  ring.  The  vas  deferens  in  the  male,  and  the  round  ligament  in  the 
female,  cross  behind  the  artery  in  descending  into  the  pelvis. 

Branches.  The  branches  of  this  vessel  are  the  following :  the  cremasteric, 
which  accompanies  the  spermatic  cord,  and  supplies  the  Cremaster  muscle, 
anastomosing  with  the  spermatic  artery;  a  pubic  branch,  which  runs  across 
Poupart's  ligament,  and  then  descends  behind  the  pubes  to  the  inner  side  of  the 
femoral  ring,  and  anastomoses  with  offsets  from  the  obturator  artery ;  muscular 
branches,  some  of  which  are  distributed  to  the  abdominal  muscles  and  peritoneum, 
35 
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anastomosing  with  the  lumbar  and  circumflex  iliac  arteries:  others  perforate 
the  tendon  of  the  External  oblique  and  supply  the  integument,  anastomosing 
with  branches  of  the  external  epigastric. 

Peculiarities.  The  origin  of  the  epigastric  may  take  place  from  any  part  of  the  external  iliac 
between  Poupart's  ligament  and  two  inches  and  a  half  above  it ;  or  it  may  arise  below  this  liga- 
ment, from  the  femoral,  or  from  the  deep  femoral. 

Union  with  Branches.  It  frequently  arises  from  the  external  iliac,  by  a  common  trunk  with 
the  obturator.  Sometimes  the  epigastric  arises  from  the  obturator,  the  latter  vessel  being 
furnished  by  the  internal  iliac,  or  the  epigastric  may  be  formed  of  two  branches,  one  derived  from 
the  external  iliac,  the  other  from  the  internal  iliac. 

The  circumflex  iliac  artery  arises  from  the  outer  side  of  the  external  iliac 
nearly  opposite  the  epigastric  artery.  It  ascends  obliquely  outwards  behind 
Poupart's  ligament,  and  runs  along  the  inner  surface  of  the  crest  of  the  ilium  to 
about  its  middle,  where  it  pierces  the  Transversalis,  and  runs  backwards  between 
that  muscle  and  the  Internal  oblique,  to  anastomose  with  the  ilio-lumbar  and 
gluteal  arteries.  Opposite  the  anterior  superior  spine  of  the  ilium,  it  gives  off 
a  large  branch,  which  ascends  between  the  internal  oblique  and  Transversalis 
muscles,  supplying  them  and  anastomosing  with  the  lumbar  and  epigastric 
arteries.  The  circumflex  iliac  artery  is  accompanied  by  two  veins.  These 
unite  into  a  single  trunk  which  crosses  the  external  iliac  artery  just  above  Pou- 
part's ligament,  and  enters  the  external  iliac  vein. 

Femoral  Artery.    (Fig.  828.) 

The  Femoral  Artery  is  the  continuation  of  the  external  iliac.  It  commences 
immediately  behind  Poupart's  ligament,  midway  between  the  anterior  superior 
spine  of  the  ilium  and  the  symphysis  pubis,  and  passing  down  the  fore  part  and 
inner  side  of  the  thigh,  terminates  at  the  opening  in  the  Adductor  magnus,  at 
the  junction  of  the  middle  with  the  lower  third  of  the  thigh,  where  it  becomes 
the  popliteal  artery.  A  line  drawn  from  a  point  midway  between  the  anterior 
superior  spine  of  the  ilium  and  the  symphysis  pubis  to  the  inner  side  of  the  inner 
condyle  of  the  femur,  will  be  nearly  parallel  with  the  course  of  the  artery.  This 
vessel,  at  the  upper  part  of  the  thigh,  lies  a  little  internal  to  the  head  of  the 
femur ;  in  the  lower  part  of  its  course,  on  the  inner  side  of  the  shaft  of  the  bone, 
and  between  these  two  parts,  the  vessel  is  far  away  from  the  bone. 

In  the  upper  third  of  the  thigh  the  femoral  artery  is  very  superficial,  being 
covered  by  the  integument,  inguinal  glands,  and  the  superficial  and  deep  fascia?, 
and  is  contained  in  a  triangular  space,  called  "Scarpa's  triangle." 

Scarpa's  triangle.  Scarpa's  triangle  corresponds  to  the  depression  seen  imme- 
diately below  the  fold  of  the  groin.  It  is  a  triangular  space,  the  apex  of  which 
is  directed  downwards,  and  the  sides  of  which  are  formed  externally  by  the 
Sartorius,  internally  by  the  Adductor  longus,  and  above  by  Poupart's  ligament. 
The  floor  of  this  space  is  formed  from  without  inwards  by  the  Iliacus,  Psoas, 
Pectineus,  Adductor  longus,  and  a  small  part  of  the  Adductor  brevis  muscles ; 
and  it  is  divided  into  two  nearly  equal  parts  by  the  femoral  vessels,  which 
extend  from  the  middle  of  its  base  to  its  apex ;  the  artery  giving  off  in  this  situa- 
tion its  cutaneous  and  profunda  branches,  the  vein  receiving  the  deep  femoral 
and  internal  saphenous  veins.  In  this  space  the  femoral  artery  rests  on  the 
inner  margin  of  the  psoas  muscle,  which  separates  it  from  the  capsular  ligament 
of  the  hip-joint.  The  artery  in  this  situation  has  in  front  of  it  filaments  from 
the  crural  branch  of  the  genito-crural  nerve,  and  branches  from  the  anterior 
crural,  one  of  which  is  usually  of  considerable  size ;  behind  the  artery  is  the 
branch  to  the  Pectineus  from  the  anterior  crural.  The  femoral  vein  lies  at  its 
inner  side,  between  the  margins  of  the  Pectineus  and  Psoas  muscles.  The  ante- 
rior crural  nerve  lies  about  half  an  inch  to  the  outer  side  of  the  femoral  artery, 
deeply  imbedded  between  the  Iliacus  and  Psoas  muscles.    The  femoral  artery 
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and  vein  are  inclosed  in  a  Fig.  328.— Surgical  Anatomy  of  the  Femoral  Artery, 
strong  fibrous  sheath  formed 
by  fibrous  and  cellular  tissue, 
and  by  a  process  of  fascia  sent 
inwards,  from  the  fascia  lata ; 
the  vessels  are  separated,  how- 
ever, from  one  another  by  thin 
fibrous  partitions. 

In  the  middle  third  of  the 
thigh,  the  femoral  artery  is 
more  deeply  seated,  being 
covered  by  the  integument, 
the  superficial  and  deep  fascia, 
and  the  Sartorius,  and  is  con- 
tained in  an  aponeurotic  canal 
(Hunter's  canal),  formed  by  a 
dense  fibrous  band,  which  ex- 
tends transversely  from  the 
Vastus  interims  to  the  tendons 
of  the  Adductor  longus  and 
magnus  muscles.  In  this  part 
of  its  course  it  lies  in  a  de- 
pression, bounded  externally 
by  the  Vastus  internus,  inter- 
nally by  the  Adductor  longus 
and  Adductor  magnus.  The 
femoral  vein  lies  on  the  outer 
side  of  the  artery,  in  close 
apposition  with  it,  and,  still 
more  externally,  is  the  inter- 
nal (long)  saphenous  nerve. 

Relations.    From  above  down- 
wards, the  femoral  artery  rests 
upon  the  Psoas  muscle,  which 
separates  it  from  the  margin 
of   the    pelvis    and   capsular 
ligament  of  the  hip ;  it  is  next      s*ptr. . 
separated  from  the  Pectineus 
by  the  profunda  vessels  and 
femoral    veins ;    it    then    lies 
upon   the   Adductor   longus ; 
and  lastly,  upon  the  tendon  of         *1» 
the    Adductor    magnus,    the 
femoral  vein  being  interposed. 
To  its  inner  side,  it  is  in  rela-     .inter,  ji 
tion  above,  with  the  femoral 

vein,  and  lower  down,  with  the  Adductor  longus,  and  Sartorius.  To  its  outer 
side,  the  Vastus  internus  separates  it  from  the  femur,  in  the  lower  part  of  its 
course. 

The  femoral  vein,  at  Poupart's  ligament,  lies  close  to  the  inner  side  of  the 
artery,  separated  from  it  by  a  thin  fibrous  partition,  but,  as  it  descends,  gets  be- 
hind it,  and  then  to  its  outer  side. 

The  Internal  saphenous  nerve  is  situated  on  the  outer  side  of  the  artery,  in  the 
middle  third  of  the  thigh,  beneath  the  aponeurotic  covering,  but  not  usually 
within  the  sheath  of  the  vessels.  Small  cutaneous  nerves  cross  the  front  of  the 
sheath. 
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Plan  of  the  Relations  of  the  Femoral  Artery. 

In  front. 

Fascia  lata. 

Branch  of  anterior  crural  nerve. 

Sartorins. 

Long  saphenous  nerve. 

Aponeurotic  covering  of  Hunter's  canal. 


Inner  aide. 

Femoral  vein  (at  upper  part). 
Adductor  longus. 
Sartorius. 


Outer  aide. 

Vastus  intern  us. 

Femoral  vein  (at  lower  part). 


/     Fc  moral     \ 
I      Artery,      f 

Behind. 

Psoas  muscle. 
Profunda  vein. 
Pectineus  muscle. 
Adductor  longus. 
Femoral  vein. 
Adductor  magnus. 

Peculiarities.  Double  femoral  reunited.  Four  cases  are  at  present  recorded,  in  which  the 
femoral  artery  divided  into  two  trunks  below  the  origin  of  the  profunda,  and  became  reunited 
near  the  opening  in  the  Adductor  magnus.  so  as  to  form  a  single  popliteal  artery.  One  of  them 
occurred  in  a  patient  operated  upon  for  popliteal  aneurism. 

Change  of  Position.  A  similar  number  of  cases  have  been  recorded,  in  which  the  femoral 
artery  was  situated  at  the  back  of  the  thigh,  the  vessel  being  continuous  above  with  the  internal 
iliac,  escaping  from  the  pelvis  through  the  great  sacro-sciatic  foramen,  and  accompanying  the 
great  sciatic  nerve  to  the  popliteal  space,  where  its  division  occurred  in  the  usual  manner. 

Position  of  the  Vein.  The  femoral  vein  is  occasionally  placed  along  the  inner  side  of  the 
artery,  throughout  the  entire  extent  of  Scarpa's  triangle ;  or  it  may  be  slit,  so  that  a  large  vein 
is  placed  on  each  side  of  the  artery  for  a  greater  or  less  extent. 

Oriain  of  the  Profunda.  This  vessel  occasionally  arises  from  the  inner  side,  and  more  rarely, 
from  the  back  of  the  common  trunk  ;  but  the  more  important  peculiarity,  in  a  surgical  point  of 
view,  is  that  which  relates  to  the  height  at  which  the  vessel  arises  from  the  femoral.  In  three- 
fourths  of  a  large  number  of  cases,  it  arose  between  one  and  two  inches  below  Pou part's  ligament ; 
in  a  few  cases,  the  distance  was  less  than  an  inch  ;  more  rarely,  opposite  the  ligament ;  and  in  one 
case,  above  Poupart's  ligament,  from  the  external  iliac.  Occasionally,  the  distance  between  the 
origin  of  the  vessel  and  Poupart's  ligament  exceeds  two  inches,  and  m  one  case  it  was  found  to 
be  as  much  as  four  inches. 

Surgical  Anatomy.  Compression  of  the  femoral  artery,  which  is  constantly  requisite  in 
amputations  and  other  operations  on  the  lower  limb,  is  most  effectually  made  immediately  below 
Poupart's  ligament.  In  this  situation  the  artery  is  very  superficial,  and  is  merely  separated  from 
the  margin  of  the  acetabulum  and  front  of  the  head  of  the  femur,  by  the  Psoas  muscle ;  so  that 
the  surgeon,  by  means  of  his  thumb,  or  a  compresser,  may  effectually  control  the  circulation 
through  it.  This  vessel  may  also  be  compressed  in  the  middle  third  of  the  thigh,  by  placing  a 
compress  over  the  artery,  beneath  the  tourniquet,  and  directing  the  pressure  from  within  outwards 
so  as  to  compress  the  vessel  against  the  inner  side  of  the  shaft  of  the  femur. 

'JTie  application  of  a  ligature  to  the  femoral  artery  may  be  required  in  cases  of  wound  or 
aneurism  of  the  arteries  of  the  leg.  of  the  popliteal  or  femoral ;  and  the  vessel  may  be  exposed 
and  tied  in  any  part  of  its  course.  The  great  depth  of  this  vessel  at  its  lower  part,  its  close 
connection  with  important  structures,  and  the  density  of  its  sheath,  render  the  operation  in  this 
situation  one  of  much  greater  difficulty  than  the  application  of  a  ligature  at  its  upper  part,  where 
it  is  more  superficial. 

Ligature  of  the  femoral  artery,  within  two  inches  of  its  origin,  is  usually  considered  unsafe,  on 
account  of  the  connection  of  large  branches  with  it,  the  epigastric  and  circumflex  iliac  arising 
just  above  its  origin  ;  the  profunda,  from  one  to  two  inches  below;  occasionally,  also,  one  of  the 
circumflex  arteries  arises  from  the  vessel  in  the  interspace  between  these.  The  profunda  sometimes 
arises  higher  than  the  point  above  mentioned,  and  rarely  between  two  and  three  inches  (in  one  case 
four)  below  Poupart's  ligament.  It  would  appear,  then,  that  the  most  favorable  situation  for  the 
application  of  a  ligature  to  the  femoral,  is  between  four  and  five  inches  from  its  point  of  origin.  In 
order  to  expose  the  artery  in  this  situation,  an  incision,  between  two  and  three  inches  long,  should 
be  made  in  the  course  of  the  vessel,  the  patient  lying  in  the  recumbent  position,  with  the  limb 
slightly  flexed  and  abducted.  A  large  vein  is  frequently  met  with,  passing  in  the  course  of  the 
artery  to  join  the  saphena ;  this  must  be  avoided,  and  the  fascia  lata  having  been  cautiously 
divided,  and  the  Sartorius  exposed,  that  muscle  must  be  drawn  outwards,  in  order  to  folly  expose 
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the  sheath  of  the  vessels.  The  finger  being  introduced  into  the  wound,  and  the  pulsation  of  the 
artery  felt,  the  sheath  should  be  divided  over  the  artery  to  a  sufficient  extent  to  allow  of  the 
introduction  of  the  ligature,  but  no  further ;  otherwise  the  nutrition  of  the  coats  of  the  vessel 
may  be  interfered  with,  or  muscular  branches  which  arise  from  the  vessel  at  irregular  intervals 
may  be  divided.  In  this  part  of  the  operation,  a  small  nerve  which  crosses  the  sheath  should  be 
avoided.  The  aneurism  needle  must  be  carefully  introduced  and  kept  close  to  the  artery,  to  avoid 
the  femoral  vein,  which  lies  behind  the  vessel  in  this  part  of  its  course. 

To  expose  the  artery  in  the  middle  of  the  thigh,  an  incision  should  be  made  through  the  in- 
tegument, between  three  and  four  inches  in  length,  over  the  inner  margin  of  the  Sartorius,  taking 
care  to  avoid  the  internal  saphenous  vein,  the  situation  of  which  may  be  previously  known  by 
compressing  it  higher  up  in  the  thigh.  The  fascia  lata  having  been  divided,  and  the  Sartorius 
muscle  exposed,  it  should  be  drawn  outwards,  when  the  strong  fascia  which  is  stretched  across 
from  the  Adductors  to  the  Vastus  internus,  will  be  exposed,  and  must  be  freely  divided ;  the 
sheath  of  the  vessels  is  now  seen,  and  must  be  opened,  and  the  artery  secured  by  passing  the 
aneurism  needle  between  the  vein  and  artery,  in  the  direction  from  within  outwards.  The  femoral 
vein  in  this  situation  lies  on  the  outer  side  of  the  artery,  the  long  saphenous  nerve  on  its  anterior 
and  outer  side. 

It  has  been  seen  that  the  femoral  artery  occasionally  divides  into  two  trunks,  below  the  origin 
of  the  profunda.  If,  in  the  operation  for  tying  the  femoral,  two  vessels  are  met  with,  the  surgeon 
should  alternately  compress  each,  in  order  to  ascertain  which  vessel  is  connected  with  the  aneu- 
rismal  tumor,  or  with  the  bleeding  from  the  wound,  and  that  one  only  should  be  tied  which  con- 
trols the  pulsation  or  hemorrhage.  If,  however,  it  is  necessary  to  compress  both  vessels  before 
the  circulation  in  the  tumor  is  controlled,  both  should  be  tied,  as  it  would  be  probable  that  they 
became  re-united,  as  in  the  four  instances  referred  to  above. 

Collateral  Circulation.  When  the  common  femoral  is  tied,  the  main  channels  for  carrying  on 
the  circulation  are  the  anastomoses  of  the  gluteal  and  circumflex  iliac  arteries  above  with  the 
external  circumflex  below ;  of  the  obturator  and  sciatic  above  with  the  internal  circumflex  below ; 
of  the  ilio-lutnbar  with  the  external  circumflex,  and  of  the  comes  nervi  ischiadici  with  the  arteries 
in  the  ham. 

The  principal  agents  in  carrying  on  the  collateral  circulation  after  ligature  of  the  superficial 
femoral  artery  are,  according  to  Sir  A.  Cooper,  as  follows.1 

"  The  arteria  profunda  formed  the  new  channel  for  the  blood.  The  first  artery  sent  off  passed 
down  close  to  the  back  of  the  thigh  bone,  and  entered  the  two  superior  articular  branches  of  the 
popliteal  artery. 

•'  The  second  new  large  vessel  arising  from  the  profunda  at  the  same  part  with  the  former, 
passed  down  by  the  inner  side  of  the  Biceps  muscle,  to  an  artery  of  the  popliteal  which  was  dis- 
tributed to  the  Gastrocnemius  muscle ;  whilst  a  third  artery  dividing  into  several  branches  passed 
down  with  the  sciatic  nerve  behind  the  knee-joint,  and  some  of  its  branches  united  themselves 
with  the  inferior  articular  arteries  of  the  popliteal,  with  some  recurrent  branches  of  those  arteries, 
with  arteries  passing  to  the  Gastrocnemii,  and,  lastly,  with  the  origin  of  the  anterior  and  posterior 
tibial  arteries. 

"  It  appears  then  that  it  is  those  branches  of  the  profunda  which  accompany  the  sciatic  nerve 
that  are  the  principal  supporters  of  the  new  circulation." 

In  Porta's*  work  (Tab.  xii.  xiii.)  is  a  good  representation  of  the  collateral  circulation  after  the 
ligature  of  the  femoral  artery.  The  patient  had  survived  the  operation  three  years.  The  lower 
part  of  the  artery  is,  at  least,  as  large  as  the  upper ;  about  two  inches  of  the  vessel  appear  to  have 
been  obliterated.  The  external  and  internal  circumflex  arteries  are  seen  anastomosing  by  a  great 
number  of  branches  with  the  lower  branches  of  the  femoral  (muscular  and  anastomotica  magna), 
and  with  the  articular  branches  of  the  popliteal.  The  brancnes  from  the  external  circumflex  are 
extremely  large  and  numerous,  one  very  distinct  anastomosis  can  be  traced  between  this  artery 
on  the  outside,  and  the  anastomotica  magna  on  the  inside,  through  the  intervention  of  the  superior 
external  articular  artery  with  which  they  both  anastomose,  and  blood  reaches  even  the  anterior 
tibial  recurrent  from  the  external  circumflex  by  means  of  an  anastomosis  with  the  same  external 
articular  artery.  The  perforating  branches  of  the  profunda  are  also  seen  bringing  blood  round  the 
obliterated  portion  of  the  artery  into  long  brancnes  (muscular)  which  have  been  given  off  just 
below  that  portion.  The  termination  of  the  profunda  itself  anastomoses  most  freely  with  the 
superior  external  articular.  A  long  branch  of  anastomosis  is  also  traced  down  from  the  internal 
iliac  by  means  of  the  comes  nervi  ischiadici  of  the  sciatic  which  anastomoses  on  the  popliteal  nerves 
with  branches  from  the  popliteal  and  posterior  tibial  arteries.  In  this  case  the  anastomosis  had 
been  too  free,  9ince  the  pulsation  and  growth  of  the  aneurism  recurred,  and  the  patient  died  after 
ligature  of  the  external  iliac. 

There  is  an  interesting  preparation  in  the  Musenm  of  the  Royal  College  of  Surgeons,  of  a  limb 
on  which  John  Hunter  had  tied  the  femoral  artery  fifty  years  before  the  patient's  death.  The 
whole  of  the  superficial  femoral  and  popliteal  artery  seems  to  have  been  obliterated.  The  anasto- 
mosis by  means  of  the  comes  nervi  ischiadici,  which  is  shown  in  Porta's  plate,  is  distinctly  seen ; 
the  external  circumflex,  and  the  termination  of  the  profunda  artery,  seem  to  have  been  the  chief 
channels  of  anastomosis ;  but  the  injection  has  not  been  a  very  successful  one. 
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Branches.    The  branches  of  the  femoral  artery  are  the 

Superficial  epigastric. 
Superficial  circumflex  iliac. 
Superficial  external  pudic. 
Deep  external  pudic. 

{External  circumflex. 
Internal  circumflex. 
Three  perforating. 
Muscular. 
Anastomotica  magna. 

The  superficial  epigastric  arises  from  the  femoral,  about  half  an  inch  below 
Poupart's  ligament,  and,  passing  through  the  saphenous  opening  in  the  fascia 
lata,  ascends  on  to  the  abdomen,  in  the  superficial  fascia  covering  the  external 
oblique  muscle,  nearly  as  high  as  the  umbilicus.  It  distributes  branches  to  the 
inguinal  glands,  the  superficial  fascia  and  the  integument,  anastomosing  with 
branches  of  the  deep  epigastric  and  internal  mammary  arteries. 

The  superficial  circumflex  iliac,  the  smallest  of  the  cutaneous  branches,  arises 
close  to  the  preceding,  and,  piercing  the  fascia  lata,  runs  outwards,  parallel  with 
Poupart's  ligament,  as  far  as  the  crest  of  the  ilium,  dividing  into  branches  which 
supply  the  integument  of  the  groin,  the  superficial  fascia,  and  inguinal  glands, 
anastomosing  with  the  circumflex  iliac,  and  with  the  gluteal  and  external  cicum- 
flex  arteries. 

The.  superficial  external  pudic  (superior)  arises  from  the  inner  side  of  the 
femoral  artery,  close  to  the  preceding  vessels,  and,  after  piercing  the  fascia  lata 
at  the  saphenous  opening,  passes  inwards,  across  the  spermatic  cord,  to  be  dis- 
tributed to  the  integument  on  the  lower  part  of  the  abdomen,  the  penis  and 
scrotum  in  the  male,  and  the  labium  in  the  female,  anastomosing  with  branches 
of  the  internal  pudic. 

The  deep  external  pudic  (inferior),  more  deeply  seated  than  the  preceding, 
passes  inwards  on  the  Pectineus  muscle,  covered  by  the  fascia  lata,  which  it 
pierces  opposite  the  ramus  of  the  pubes,  its  branches  being  distributed,  in  the 
male,  to  the  integument  of  the  scrotum  and  perineum,  and  in  the  female,  to  the 
labium,  anastomosing  with  branches  of  the  superficial  perineal  artery. 

The  Profunda  Femoris  (deep  femoral  artery)  nearly  equals  the  size  of  the 
superficial  femoral.  It  arises  from  the  outer  and  back  part  of  the  femoral  artery, 
from  one  to  two  inches  below  Poupart's  ligament.  It  at  first  lies  on  the  outer 
side  of  the  superficial  femoral,  and  then  passes  behind  it  and  the  femoral  vein 
to  the  inner  side  of  the  femur,  and  terminates  at  the  lower  third  of  the  thigh  in 
a  small  branch,  which  pierces  the  Adductor  magnus  (and  from  this  circumstance 
is  sometimes  called  the  fourth  perforating  artery),  to  be  distributed  to  the  flexor 
muscles  on  the  back  of  the  thigh,  anastomosing  with  branches  of  the  popliteal 
and  inferior  perforating  arteries. 

Relations.  Behind,  it  lies  first  upon  the  iliacus,  and  then  on  the  Adductor 
brevis  and  Adductor  magnus  muscles.  In  front,  it  is  separated  from  the  femoral 
artery,  above  by  the  femoral  and  profunda  veins,  and  below  by  the  Adductor 
longus.  On  its  outer  side,  the  origin  of  the  Vastus  internus  separates  it  from  the 
femur. 
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Plan  of  the  Relations  of  the  Profunda  Artery. 


In  front. 

Femoral  and  profunda  veins. 
Adductor  longus. 


Outer  ride.  (  _   m    M     \ 

Profunda.     ) 


Vastus  internus. 


Behind. 

Iliacus. 

Adductor  b  re  vis. 
Adductor  maguus. 

The  External  Circumflex  Artery  supplies  the  muscles  on  the  front  of  the  thigh. 
It  arises  from  the  outer  side  of  the  profunda,  passes  horizontally  outwards, 
between  the  divisions  of  the  anterior  crural  nerve,  and  behind  the  Sartorius  and 
Rectus  muscles,  and  divides  into  three  sets  of  branches,  ascending,  transverse, 
and  descending. 

The  ascending  branches  pass  upwards,  beneath  the  Tensor  vagin®  femoris 
muscle,  to  the  outer  side  of  the  hip,  anastomosing  with  the  terminal  branches 
of  the  gluteal  and  circumflex  iliac  arteries. 

The  descending  branches,  three  or  four  in  number,  pass  downwards,  behind  the 
rectus,  upon  the  Vasti  muscles,  to  which  they  are  distributed,  one  or  two  passing 
beneath  the  Vastus  externus  as  far  as  the  knee,  anastomosing  with  the  superior 
articular  branches  of  the  popliteal  artery. 

The  transverse  branches,  the  smallest  and  least  numerous,  pass  outwards  over 
the  Crurasus,  pierce  the  Vastus  externus,  and  wind  round  the  femur  to  its  back 
part,  just  below  the  great  trochanter,  anastomosing  at  the  back  of  the  thigh 
with  the  internal  circumflex,  sciatic,  and  superior  perforating  arteries. 

The  Internal  Circumflex  Artery,  smaller  than  the  external,  arises  from  the 
inner  and  back  part  of  the  profunda,  and  winds  round  the  inner  side  of  the 
femur,  between  the  Pectineus  and  Psoas  muscles.  On  reaching  the  tendon  of 
the  Obturator  externus,  it  gives  off  two  branches,  one  of  which  passes  inwards 
to  be  distributed  to  the  Adductor  muscles,  the  Gracilis,  and  Obturator  externus, 
anastomosing  with  the  obturator  artery ;  the  other  descends,  and  passes  beneath 
the  Adductor  brevis,  to  supply  it  and  the  great  Adductor ;  while  the  continua- 
tion of  the  vessel  passes  backwards,  between  the  Quadratus  femoris  and  upper 
border  of  the  Adductor  magnus,  anastomosing  with  the  sciatic,  external  circum- 
flex, and  superior  perforating  arteries.  Opposite  the  hip-joint,  this  branch  gives 
off  an  articular  vessel,  which  enters  the  joint  beneath  the  transverse  ligament ; 
and  after  supplying  the  adipose  tissue,  passes  along  the  round  ligament  to  the 
head  of  the  bone. 

The  Per/orating  Arteries  (Fig.  327),  usually  three  in  number,  are  so  called 
from  their  perforating  the  tendons  of  the  Adductor  brevis  and  magnus  muscles 
to  reach  the  back  of  the  thigh.  The  first  is  given  off  above  the  Adductor  brevis, 
the  second  in  front  of  that  muscle,  and  the  third  immediately  below  it. 

The  first  or  superior  per/orating  artery  passes  backwards  between  the  Pectineus 
and  Adductor  brevis  (sometimes  perforates  the  latter) ;  it  then  pierces  the  Adduc- 
tor magnus  close  to  the  linea  aspera,  and  divides  into  branches  which  supply 
both  Adductors,  the  Biceps,  and  Gluteus  maxim  us  muscle;  anastomosing  with 
the  sciatic,  internal  circumflex,  and  middle  perforating  arteries. 

The  second  or  middle  perforating  artery,  larger  than  the  first,  pierces  the  ten- 
dons of  the  Adductor  brevis  and  Adductor  magnus  muscles,  and  divides  into 
ascending  and  descending  branches,  which  supply  the  flexor  muscles  of  the 
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thigh,  anastomosing  with  the  superior  and  inferior  perforating.  The  nutrient 
artery  of  the  femur  is  usually  given  off  from  this  branch. 

The  third  or  inferior  perforating  artery  is  given  off  below  the  Adductor 
brevis ;  it  pierces  the  Adductor  magnus,  and  divides  into  branches  which  supply 
the  flexor  muscles  of  the  thigh;  anastomosing  with  the  perforating  arteries 
above,  and  with  the  terminal  branches  of  the  profunda  below. 

Muscular  Branches  are  given  off  from  the  superficial  femoral  throughout  its 
entire  course.  They  vary  from  two  to  seven  in  number,  and  supply  chiefly  the 
Sartorius  and  Vastus  internus. 

The  Anastomotica  Magna  arises  from  the  femoral  artery  just  before  it  passes 
through  the  tendinous  opening  in  the  Adductor  magnus  muscles,  and  divides 
into  a  superficial  and  deep  branch. 

The  superficial  branch  accompanies  the  long  saphenous  nerve,  beneath  the 
Sartorius,  and,  piercing  the  fascia  lata,  is  distributed  to  the  integument. 

The  deep  branch  descends  in  the  substance  of  the  Vastus  internus,  lying  in 
front  of  the  tendon  of  the  Adductor  magnus,  to  the  inner  side  of  the  knee, 
where  it  anastomoses  with  the  superior  internal  articular  artery  and  recurrent 
branch  of  the  anterior  tibial.  A  branch  from  this  vessel  crosses  outwards  above 
the  articular  surface  of  the  femur,  forming  an  anastomotic  arch  with  the  supe- 
rior external  articular  artery,  and  supplies  branches  to  the  knee-joint. 

Popliteal  Aktert. 

The  Popliteal  Artery  commences  at  the  termination  of  the  femoral  at  the 
opening  in  the  Adductor  magnus,  and,  passing  obliquely  downwards  and  out- 
wards behind  the  knee-joint  to  the  lower  border  of  the  Popliteus  muscle,  divides 
into  the  anterior  and  posterior  tibial  arteries.  Through  the  whole  of  this  extent 
the  artery  lies  in  the  popliteal  space. 

The  Popliteal  Space.    (Fig.  329.) 

Dissection.  A  vertical  incision  about  eight  inches  in  length  should  be  made  along  the  back 
part  of  the  knee-joint,  connected  above  and  below  by  a  transverse  incision  from  the  inner  to  the 
outer  side  of  the  limb.  The  flaps  of  integument  included  between  these  incisions  should  be  re- 
flected in  the  direction  shown  in  fig.  286,  p.  440. 

On  removing  the  integument,  the  superficial  fascia  is  exposed,  and  ramifying 
in  it  along  the  middle  line  are  found  some  filaments  of  the  small  sciatic  nerve, 
and  towards  the  inner  part  some  offsets  from  the  internal  cutaneous  nerve. 

The  superficial  fascia  having  been  removed,  the  fascia  lata  is  brought  into 
view.  In  this  region  it  is  strong  and  dense,  being  strengthened  by  transverse 
fibres,  and  firmly  attached  to  the  tendons  on  the  inner  and  outer  sides  of  the 
space.  It  is  perforated  below  by  the  external  saphenous  vein.  This  fascia 
having  been  reflected  back  in  the  same  direction  as  the  integument,  the  small 
sciatic  nerve  and  external  saphenous  vein  are  seen  immediately  beneath  it,  in 
fche  middle  line.  If  the  loose  adipose  tissue  is  now  removed,  the  boundaries 
and  contents  of  the  space  may  be  examined. 

Boundaries.  The  popliteal  space,  or  the  ham,  occupies  the  lower  third  of  the 
thigh  and  the  upper  fifth  of  the  leg ;  extending  from  the  aperture  in  the  Ad- 
ductor  magnus  to  the  lower  border  of  the  Popliteus  muscle.  It  is  a  lozenge- 
shaped  space,  being  widest  at  the  back  part  of  the  knee-joint,  and  deepest  above 
the  articular  end  of  the  femur.  It  is  bounded,  externally,  above  the  joint,  by 
the  Biceps,  and  below  the  joint  by  the  Plantaris  and  external  head  of  the  Gas- 
trocnemius.  Internally,  above  the  joint,  by  the  Semimembranosus,  Semitendi- 
nosus,  Gracilis,  and  Sartorius;  below  the  joint,  by  the  inner  head  of  the  Gastro- 
cnemius. 

Above,  it  is  limited  by  the  apposition  of  the  inner  and  outer  hamstring 
muscles;  below,  by  the  junction  of  the  two  heads  of  the  Gastrocnemius.  The 
floor  is  formed  by  the  lower  part  of  the  posterior  surface  of  the  shaft  of  the 
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femur,  the  posterior  ligament  of  the  knee-joint,  the  upper  end  of  the  tibia,  and 
the  fascia  covering,  the  Popliteus  muscle,  and  the  space  is  covered  in  by  the 
fascia  lata. 

Contents.  It  contains  the  Popliteal  vessels  and  their  branches,  together  with 
the  termination  of  the  external  saphenous  vein,  the  internal  and  external  popli- 
teal nerves  and  their  branches,  the  small  sciatic  nerve,  the  articular  branch  from 
the  obturator  nerve,  a  few  small  lymphatic  glands,  and  a  considerable  quantity 
of  loose  adipose  tissue. 

Position  of  contained  parts.  The  internal  popliteal  nerve  descends  in  the 
middle  line  of  the  space,  lying  superficial  and  a  little  external  to  the  vein  and 
artery.  The  external  popliteal  nerve  descends  on  the  outer  side  of  the  space, 
lying  close  to  the  tendon  of  the  Biceps  muscle.  More  deeply  at  the  bottom  of 
the  space  are  the  popliteal  vessels,  the  vein  lying  superficial  and  a  little  exter- 
nal to  the  artery,  to  which  it  is  closely  united  by  dense  areolar  tissue ;  sometimes 
the  vein  is  placed  on  the  inner  instead  of  the  outer  side  of  the  artery ;  or  the 
vein  may  be  double,  the  artery  lying  between  the  two  ven»  comites,  which  are 
usually  connected  by  short  transverse  branches.  More  deeply,  and  close  to  the 
surface  of  the  bone,  is  the  popliteal  artery,  and  passing  off  from  it  at  right 
angles  are  its  articular  branches.  The  articular  branch  from  the  obturator 
nerve  descends  upon  the  popliteal  artery  to  supply  the  knee;  and  occasionally 
there  is  found  deep  in  the  space  an  articular  filament  from  the  great  sciatic 
nerve.  The  popliteal  lymphatic  glands,  four  or  five  in  number,  are  found  sur- 
rounding the  artery ;  one  usually  lies  superficial  to  the  vessel,  another  is  situated 
between  it  and  the  bone,  and  the  rest  are  placed  on  either  side  of  it.  The  bursae 
usually  found  in  this  space  are:  1.  On  the  outer  side,  one  beneath  the  outer 
head  of  the  Gastrocnemius  (which  sometimes  communicates  with  the  joint)  and 
one  beneath  the  tendon  of  the  Popliteus,  which  is  almost  always  an  extension 
of  the  synovial  membrane.  Sometimes  also  there  is  a  bursa  above  the  tendon 
of  the  Popliteus,  between  it  and  the  external  lateral  ligament.  2.  On  the  inner 
side  of  the  joint  there  is  a  large  bursa  between  the  inner  head  of  the  Gastro- 
cnemius and  the  femur,  which  sends  a  prolongation  between  the  tendons  of  the 
Gastrocnemius  and  Semimembranosus,  and  lies  in  contact  with  the  ligament  of 
Winslow.  This  bursa  often  communicates  with  the  joint.  There  is  a  second 
bursa  between  the  tendon  of  the  Semimembranosus  and  the  head  of  the  tibia ; 
and  sometimes  a  bursa  between  the  tendons  of  the  Semitendinosus  and  Semi- 
membranosus. 

The  Popliteal  Artery,  in  its  course  downwards  from  the  aperture  in  the 
Adductor  magnus  to  the  lower  border  of  the  Popliteus  muscle,  rests  first  on  the 
inner,  and  then  on  the  posterior  surface  of  the  femur;  in  the  middle  of  its  course, 
on  the  posterior  ligament  of  the  knee-joint;  and  below,  on  the  fascia  covering 
the  Popliteus  muscle.  Superficially,  it  is  covered,  above,  by  the  Semimembra- 
nosus; in  the  middle  of  its  course,  by  a  quantity  of  fat,  which  separates  it  from 
the  deep  fascia  and  integument;  and  below,  it  is  overlapped  by  the  Gastro- 
cnemius, Plantaris,  and  Soleus  muscles,  the  popliteal  vein,  ana  the  internal  popli- 
rteal  nerve.  The  popliteal  vein,  which  is  intimately  attached  to  the  artery,  lies 
superficial  and  external  to  it,  until  near  its  termination,  when  it  crosses  it  and 
lies  to  its  inner  side.  The  popliteal  nerve  is  still  more  superficial  and  external, 
crossing,  however,  the  artery  below  the  joint,  and  lying  on  its  inner  side. 
Laterally,  the  artery  is  bounded  by  the  muscles  which  form  the  boundaries  of 
the  popliteal  space. 

Peculiarities  in  point  of  division.  Occasionally  the  popliteal  artery  divides  prematurely  into 
its  terminal  branches ;  this  division  occurs  most  frequently  opposite  the  knee-joint. 

Unusual  branches.  The  artery  sometimes  divides  into  the  anterior  tibial  and  peroneal,  the 
posterior  tibial  being  wanting,  or  very  small.  In  a  single  case,  the  popliteal  was  found  to  divide 
into  three  branches,  the  anterior  and  posterior  tibial,  and  peroneal. 

Surgical  Anatomy.  Ligature  of  the  popliteal  artery  is  required  in  cases  of  wound  of  that 
vessel,  but  for  anennsm  of  the  posterior  tibial  it  is  preferable  to  tie  the  superficial  femoral.  The 
popliteal  may  be  tied  in  the  upper  or  lower  part  of  its  course ;  but  in  the  middle  of  the  ham  the 
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operation  is  attended  with  considerable  difficulty,  from  the  great  depth  of  the  artery,  and  from 
the  extreme  degree  of  tension  of  the  lateral  boundaries  of  the  space. 

In  order  to  expose  the  vessel  in  the  upper  part  of  its  course,  the  patient  should  be  placed  in 
the  prone  position,  with  the  limb  extended.  An  incision  about  three  inches  in  length  should  then 
be  made  through  the  integument,  along  the  posterior  margin  of  the  Semimembranosus,  and  the 
fascia  lata  having  been  divided,  this  muscle  must  be  drawn  inwards,  when  the  pulsation  of  the 
vessel  will  be  detected  with  the  finger ;  the  nerve  lies  on  the  outer  or  fibular  side  of  the  artery, 
the  vein,  superficial  and  also  to  its  outer  side ;  the  vein  having  been  cautiously  separated  from 
the  artery,  the  aneurism  needle  should  be  passed  around  the  latter  vessel  from  without  inwards. 

To  expose  the  vessel  in  the  lower  part  of  its  course,  where  the  artery  lies  between  the  two 
heads  of  the  Gastrocnemius,  the  patient  should  be  placed  in  the  same  position  as  in  the  preceding 
operation.  An  incision  should  then  be  made  through  the  integument  in  the  middle  line,  com- 
mencing opposite  the  bend  of  the  knee-joint,  care  being  taken  to  avoid  the  external  saphenous  vein 
and  nerve.  After  dividing  the  deep  fascia,  and  separating  some  dense  cellular  membrane,  the 
artery,  vein,  and  nerve  win  be  exposed,  descending  between  the  two  heads  of  the  Gastrocnemius. 
Home  muscular  branches  of  the  popliteal  should  be  avoided  if  possible,  or  if  divided,  tied  imme- 
diately. The  leg  being  now  flexed,  in  order  the  more  effectually  to  separate  the  two  heads  of 
the  Gastrocnemius,  the  nerve  should  be  drawn  inwards  and  the  vein  outwards,  and  the  aneurism 
needle  passed  between  the  artery  and  vein  from  without  inwards. 

Plan  of  Relations  of  Popliteal  Artery. 

In  front. 

Femur. 

Ligamentum  posticum. 

Popliteus. 
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The  superior  muscular  branches,  two  or  three  in  number,  arise  from  the  upper 
part  of  the  popliteal  artery,  and  are  distributed  to  the  Vastus  externus  and 
flexor  muscles  of  the  thigh ;  anastomosing  with  the  inferior  perforating,  and 
terminal  branches  of  the  profunda. 

The  inferior  muscular  (Sural)  are  two  large  branches,  which  are  distributed 
to  the  two  heads  of  the  Gastrocnemius  and  to  the  Plantaris  muscle.  They  arise 
from  the  popliteal  artery  opposite  the  knee-joint. 

Cutaneous  branches  descend  on  each  side  and  in  the  middle  of  the  limb,  be- 
tween the  Gastrocnemius  and  integument;  they  arise  separately  from  the 
popliteal  artery,  or  from  some  of  its  branches,  and  supply  the  integument  of  the 
calf. 

The  superior  articular  arteries,  two  in  number,  arise  one  on  either  side  of  the 
popliteal,  and  wind  round  the  femur  immediately  above  its  condyles  to  the  front 
of  the  knee-joint.  The  internal  branch  passes  beneath  the  tendon  of  the  Adduc- 
tor magnus,  and  divides  into  two,  one  of  which  supplies  the  Vastus  internus, 
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inosculating  with  the  anastomotica  magna  and  inferior  internal  articular ;  the 
other  ramifies  close  to  the  surface  of  the  femur,  supplying  it  and  the  knee-joint, 
and  anastomosing  with  the  superior  external  articular  artery.  The  external 
branch  passes  above  the  outer  condyle,  beneath  the  tendon  of  the  Biceps,  and 
divides  into  a  superficial  and  deep  branch :  the  superficial  branch  supplies  the 
Vastus  externus,  and  anastomoses  with  the  descending  branch  of  the  external 
circumflex  artery ;  the  deep  branch  supplies  the  lower  part  of  the  femur  and 
knee-joint,  and  forms  an  anastomotic  arch  across  the  bone  with  the  anastomo- 
tica magna  artery. 

The  azygos  articular  is  a  small  branch,  arising  from  the  popliteal  artery  oppo- 
site the  bend  of  the  knee-joint.  It  pierces  the  posterior  ligament,  and  supplies 
the  ligaments  and  synovial  membrane  in  the  interior  of  the  articulation. 

The  inferior  articular  arteries,  two  in  number,  arise  from  the  popliteal  beneath 
the  Gastrocnemius,  and  wind  round  the  head  of  the  tibia,  below  the  joint.  The 
internal  one  passes  below  the  inner  tuberosity,  beneath  the  internal  lateral  liga- 
ment, at  the  anterior  border  of  which  it  ascends  to  the  front  and  inner  side  of 
the  joint,  to  supply  the  head  of  the  tibia  and  the  articulation  of  the  knee.  The 
external  one  passes  outwards  above  the  head  of  the  fibula,  to  the  front  of  the 
knee-joint,  lying  in  its  course  beneath  the  outer  head  of  the  Gastrocnemius,  the 
external  lateral  ligament,  and  the  tendon  of  the  Biceps  muscle,  and  divides  into 
branches,  which  anastomose  with  the  inferior  internal  articular  artery,  the  supe- 
rior articular  arteries,  and  the  recurrent  branch  of  the  anterior  tibial. 

Anterior  Tibial  Artery.    (Fig.  330.) 

The  Anterior  Tibial  Artery  commences  at  the  bifurcation  of  the  popliteal,  at 
the  lower  border  of  the  Popliteus  muscle,  passes  forwards  between  the  two 
heads  of  the  Tibialis  posticus,  and  through  the  aperture  left  between  the  bones 
at  the  upper  part  of  tne  interosseous  membrane,  to  the  deep  part  of  the  front 
of  the  leg;  it  then  descends  on  the  anterior  surface  of  the  interosseous  mem- 
brane, and  of  the  tibia,  to  the  front  of  the  ankle-joint,  where  it  lies  more  super- 
ficially, and  becomes  the  dorsalis  pedis.  A  line  drawn  from  the  inner  side  of 
the  head  of  the  fibula  to  midway  between  the  two  malleoli  will  mark  the  course 
of  the  artery. 

Relations.  In  the  upper  two- thirds  of  its  extent,  it  rests  upon  the  interosseous 
membrane,  to  which  it  is  connected  by  delicate  fibrous  arches  thrown  across  it. 
In  the  lower  third,  upon  the  front  of  the  tibia,  and  the  anterior  ligament  of  the 
ankle-joint.  In  the  upper  third  of  its  course,  it  lies  between  the  Tibialis  anticus 
and  Extensor  longus  digitorum ;  in  the  middle  third,  between  the  Tibialis  anti- 
cus and  Extensor  proprius  pollicis.  In  the  lower-  third,  it  is  crossed  by  the 
tendon  of  the  Extensor  proprius  pollicis,  and  lies  between  it  and  the  innermost 
tendon  of  the  Extensor  longus  digitorum.  It  is  covered,  in  the  upper  two-thirds 
of  its  course,  by  the  muscles  which  lie  on  either  side  of  it,  ana  by  the  deep 
fascia;  in  the  lower  third,  by  the  integument,  annular  ligament,  and  fascia. 

The  anterior  tibial  artery  is  accompanied  by  two  veins  (vense  comites),  which 
lie  one  on  either  side  of  the  artery ;  the  anterior  tibial  nerve  lies  at  first  to  its 
outer  side,  and  about  the  middle  of  the  leg  is  placed  superficial  to  it;  at  the 
lower  part  of  the  artery  the  nerve  is  generally  again  on  the  outer  side. 
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Plan  of  the  Relations  op  the  Anterior  Tibial  Artery. 

In  front. 

Integument,  superficial  and  deep  fasciae. 
Tibialis  an  tic  us  (overlaps  it  in  upper  part  of  leg). 
Extensor  longus  digitorum    1      ,        ,      -t  ,.  M  } 
Extensor  proprius  pollicis     J     v  *         8     ;/ 

Anterior  tibial  nerve. 


Inner  side. 

Tibialis  anticus. 
Extensor  proprias  poll ic is 

(crosses  it  at  its  lower 

part). 


Outer  side. 

Anterior  tibial  nerve. 
Extensor  longus  digitorum. 
Extensor  proprius  poll  ids. 


[      Anterior     ) 
I        Tibial.       I 

Behind. 

Interosseous  membrane. 

Tibia. 

Anterior  ligament  of  ankle-joint. 

Peculiarities  in  Size.  This  vessel  may  be  diminished  in  size,  may  be  deficient  to  a  greater  or 
less  extent,  or  may  be  entirely  wanting,  its  place  being  supplied  by  perforating  branches  from 
the  posterior  tibial,  or  by  the  anterior  division  of  the  peroneal  artery. 

Course.  The  artery  occasionally  deviates  in  its  course  towards  the  fibular  side  of  the  leg. 
regaining  its  usual  position  beneath  the  annular  ligament  at  the  front  of  the  ankle.  In  two 
instances,  the  vessel  has  been  found  to  approach  the  surface  in  the  middle  of  the  leg,  being  covered 
merely  by  the  integument  and  fascia  below  that  point. 


the  integument,  midway  between  the  spine  of  the  tibia  and  the  outer  mnrgin  of  the  fibula,  the 
fascia  and  intermuscular  septum  between  the  Tibialis  anticus  and  Extensor  longus  digitorum 


being  divided  to  the  same  extent.  The  foot  must  be  flexed  to  relax  these  muscles,  and  they  must 
be  separated  from  each  other  by  the  finger.  The  artery  is  then  exposed,  deeply  seated,  lying 
upon  the  interosseous  membrane,  the  nerve  lying  externally,  and  one  of  the  venae  comitea  on 
either  side ;  these  must  be  separated  from  the  artery  before  the  aneurism  needle  is  passed  round  it. 

To  tie  the  vessel  in  the  lower  third  of  the  leg  above  the  ankle-joint,  an  incision  about  three 
inches  in  length  should  be  made  through  the  integument  between  the  tendons  of  the  Tibialis 
anticus  and  Extensor  proprius  pollicis  muscles,  the  deep  fascia  being  divided  to  the  same  extent ; 
the  tendon  on  either  side  should  be  held  aside,  when  the  vessel  will  be  seen  lying  upon  the  tibia,  with 
the  nerve  superficial  to  it,  and  one  of  the  venae  comites  on  either  side. 

In  order  to  secure  the  artery  over  the  instep,  an  incision  should  be  made  on  the  fibular  side  of 
the  tendon  of  the  Extensor  proprius  pollicis,  between  it  and  the  innermost  tendon  of  the  long 
Extensor ;  the  deep  fascia  having  been  divided,  the  artery  will  be  exposed,  the  nerve  lying  either 
superficial  to  it,  or  to  its  outer  side. 

The  branches  of  the  anterior  tibial  artery  are,  the 


Recurrent  tibial. 
Muscular. 


Internal  malleolar. 
External  malleolar. 


The  recurrent  branch  arises  from  the  anterior  tibial,  as  soon  as  that  vessel  has 
passed  through  the  interosseous  space ;  it  ascends  in  the  Tibialis  anticus  muscle, 
and  ramifies  on  the  front  and  sides  of  the  knee-joint,  anastomosing  with  the 
articular  branches  of  the  popliteal. 

The  muscular  branches  are  numerous;  they  are  distributed  to  the  muscles 
which  lie  on  either  side  of  the  vessel,  some  piercing  the  deep  fascia  to  supply 
the  integument,  others  passing  through  the  interosseous  membrane,  and  anasto- 
mosing with  branches  of  the  posterior  tibial  and  peroneal  arteries. 

The  malleolar  arteries  supply  the  ankle-joint.  The  internal  arises  about  two 
inches  above  the  articulation,  and  passes  beneath  the  tendon  of  the  Tibialis 
anticus  to  the  inner  ankle,  upon  which  it  ramifies,  anastomosing  with  branches 
of  the  posterior  tibial  and  internal  plantar  arteries.  The  external  passes 
beneath  the  tendons  of  the  Extensor  longus  digitorum  and  Extensor  proprius 
pollicis,  and  supplies  the  outer  ankle,  anastomosing  with  the  anterior  peroneal 
artery,  and  with  ascending  branches  from  the  tarsal  branch  of  the  dorsalis  pedis. 
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Dobsalis  Pedis  Artery.    (Fig.  830.) 

The  Dorsalis  Pedis,  the  continuation  of  the  anterior  tibial,  passes  forwards  from 

the  bend  of  the  ankle  along  the  tibial  side  of  the  foot  to  the  back  part  of  the 
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Plan  of  the  Relations  of  the  Ant 

In  front. 

Integument,  superficial  and  deep 
Tibialis  anticus  (overlaps  it  in  uj» 
Extensor  longus  digitorura    1      ( 
Extensor  proprius  poll ic is     J 
Anterior  tibial  nerve. 


Inner  side. 

Tibialis  anticus. 
Extensor  proprius  poll  ic  is 

(crosses  it  at  its  lower 

part). 


Behind. 

Interosseous  membrane 

Tibia. 

Anterior  ligament  of  a> 

Peculiarities  in  Size.  This  vessel  may  be  diminish 
less  extent,  or  may  be  entirely  wanting,  its  place  bei 
the  posterior  tibial,  or  by  the  anterior  division  of  the  p 

Course.  The  artery  occasionally  deviates  in  its  < 
regaining  its  usual  position  beneath  the  annular  li^r 
instances,  the  vessel  has  been  found  to  approach  the  su 
merely  by  the  integument  and  fascia  below  that  point. 

Surgical  Anatomy.  The  anterior  tibial  artery  m. 
leg.  In  the  upper  part,  the  operation  is  attended  wi 
of  the  vessel  from  the  surface.  An  incision,  about  f»> 
the  integument,  midway  between  the  spine  of  the  til 
fascia  and  intermuscular  septum  between  the  Tibia 
being  divided  to  the  same  extent.  The  foot  must  be 
be  separated  from  each  other  by  the  finger.  The  . 
upon  the  interosseous  membrane,  the  nerve  lying  <• 
either  side ;  these  must  be  separated  from  the  artery 

To  tie  the  vessel  in  the  lower  third  of  the  leg  a  I 
inches  in  length  should  be  made  through  the  inter 
anticus  and  Extensor  proprius  pollicis  muscles,  the  il 
the  tendon  on  either  side  should  be  held  aside,  when  tli 
the  nerve  superficial  to  it,  and  one  of  the  venae  comi1 

In  order  to  secure  the  artery  over  the  instep,  an  i 
the  tendon  of  the  Extensor  proprius  pollicis,  betw» 
Extensor ;  the  deep  fascia  having  been  divided,  the 
superficial  to  it,  or  to  its  outer  side. 

The  branches  of  the  anterior  tibial  arte) 

Recurrent  tibial. 
Muscular. 

The  recurrent  branch  arises  from  the  an 
passed  through  the  interosseous  space;  it 
and  ramifies  on  the  front  and  sides  of 
articular  branches  of  the  popliteal. 

The  muscular  branches  are  numerous 
which  lie  on  either  side  of  the  vessel,  8( 
the  integument,  others  passing  through  i 
mosing  with  branches  of  the  posterior  til 

The  malleolar  arteries  supply  the  ankl 
inches  above  the  articulation,  and  pass 
anticus  to  the  inner  ankle,  upon  which 
of  the  posterior  tibial  and  internal  ] 
beneath  the  tendons  of  the  Extensor  lc 
pollicis,  and  supplies  the  outer  ankle,  a 
artery,  and  with  ascending  branches  fro 


"  \.\:l:-3,  the  dorsalis  halhieis 

«.  :  >:s  upon   the  astragalus, 

_^:::ents  connecting  them, 

-  r.  ,,~  I  -ear  its  termination  by 

.•  ;  ::ii.     On  its  tibial  side  is 

♦.  •     \tr  side,  the  innermost 

•filiation  of  the  anterior 


Pedis  Abtebt. 


'__  ;oram. 

Fibular  side. 

f\tensor  longus  digitorum. 
Vhterior  tibial  nerve. 


Wsrer  than  usual,  to  compensate 
-  imF  branches  to  the  toes,  which 
,  ;v  supplied  altogether  by  a  large 

.sternal  to  the  line  between  the 

uision  through  the  integument, 

• ..  teudon  of  the  Extensor  proprius 

,.  >hort  Extensor  muscle.    The  in- 

•he  first  interosseous  space,  as  the 

,  j  to  the  same  extent,  the  artery 

• ;  the 

x\$i  or  hallucis. 

■-'nig. 

\  as  that  vessel  crosses  the 

..urda,  lying  upon  the  tarsal 

:  in ;  it  supplies  that  muscle 

.s  with  branches  from  the 

,il  plantar  arteries. 

put* :  it  passes  outwards  to 

,  tutarsal  bones,  beneath  the 

iniluenced  by  its  point  of 

rnul  plantar  arteries.    This 

vli  pass  forwards  upon  the 

its  between  the  toes,  divide 

t.u's,     At  the  back  part  of 

-•(rior  perforating  branches 

•  tor  osseous  space,  they  are 

i  jital  arteries.    The  outer- 

-  :i.i.lies  the  outer  side  of  the 
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/••/«  runs  forwards  along  the  outer  border  of  the  first  meta- 
•  i  lie  cleft  between  the  first  and  second  toes,  divides  into  two 
rthich  passes  inwards,  beneath  the  tendon  of  the  Extensor 
-»nl  is  distributed  to  the  inner  border  of  the  great  toe;  the 
■  curing  to  supply  the  adjoining  sides  of  the  great  and  second 

fff  artery  dips  down  into  the  sole  of  the  foot,  between  the  two 

Porsal  interosseous  muscle,  and  inosculates  with  the  termina- 

a\  plantar  artery,  to  complete  the  plantar  arch.    It  here  gives 

r .inches ;  one  runs  along  the  inner  side  of  the  great  toe,  on  its 

;'»h»  other  passes  forwards  along  the  first  metatarsal  space,  and 

■  •  supply  of  the  adjacent  sides  of  the  great  and  second  toes. 

Posterior  Tibial  Artery.    (Fig.  329.) 

•  Tibial  is  an  artery  of  large  size,  which  extends  obliquely  down- 
iower  border  of  the  Popliteus  muscle,  along  the  tibial  side  of  the 

.!  i  H 'tween  the  inner  ankle  and  the  heel,  where  it  divides  beneath 

•  Abductor  pollicis,  into  the  internal  and  external  plantar  arteries. 
■:  lies  opposite  the  interval  between  the  tibia  and  fibula ;  as  it 

•  :»ri>aches  the  inner  side  of  the  leg,  lying  behind  the  tibia,  and,  in 

••of  its  course,  is  situated  midway   between  the  inner  malleolus 

•^ity  of  the  os  calcis. 

It  lies  successively  upon  the  Tibialis  posticus,  the  Flexor  longus 

.  *  tibia  and  the  back  part  of  the  ankle-joint.     It  is  covered  by  the 

.  •*  fascia,  which  separates  it  above  from  the  Gastrocnemius  and  Soleus 

r.!io  lower  third,  where  it  is  more  superficial,  it  is  covered  only  by 

•.it  and  fascia,  and  runs  parallel  with  the  inner  border  of  the  tendo 

\     i*  accompanied  by  two  veins,  and  by  the  posterior  tibial  nerve, 

•.■  first  to  the  inner  side  of  the  artery,  but  soon  crosses  it,  and  is,  in 

j»art  of  its  course,  on  its  outer  side. 

■•  \x  of  the  Relations  of  the  Posterior  Tibial  Artery. 

In  front. 

Tibialis  posticus. 
Flexor  longus  digitorum. 
Tibia. 
Ankle-joint. 


Inner  side.  f  p0lter|0r  \  Outer  side. 


nrior  tibial  nerve,  I      Tibial.      I  Posterior  tibial  nerve, 

upper  third.  V  J  lower  two-thirds. 

Behind. 

Gastrocnemius. 

Soleus. 

Deep  fascia  and  integument. 

'  the  Inner  Ankle,  the  tendons  and  bloodvessels  are  arranged  in  the 

_  order,  from  within  outwards :  First,  the  tendons  of  the  Tibialis  posticus 

\  i  »r  longus  digitorum,  lying  in  the  same  groove,  behind  the  inner  mal- 

:'it».  former  being  the  most  internal.     External  to  these  is  the  posterior 

•  -vry,  having  a  vein  on  either  side ;  and,  still  more  externally,  the  poste- 
al  nerve.  About  half  an  inch  nearer  the  heel  is  the  tendon  of  the  Flexor 
» »llicis. 

.tn'ties  in  Size.    The  posterior  tibial  is  not  unfrequently  smaller  than  usual,  or  absent 

•  bi'injr  supplied  by  a  large  peroneal  artery,  which  passes  inwards  at  the  lower  end  of  the 
.Hi  cither  joins  the  small  tibial  artery,  or  continues  alone  to  the  sole  of  the  foot. 
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first  interosseous  space, 
and  communicating. 

Relations.     This  ve- 
scaphoid,  and  interna 
being  covered  by  the  i 
the  innermost  tendoi. 
the  tendon  of  the  Ex 
tendon  of  the  Exten  * 
tibial  nerve.     It  is  a 

Plan  of 


Tibia! 
Extensor  pm; 


Peculiarities 
for  a  deficient  ]• 
are  then  deriv. 
anterior  perom-. 

Position.     '1 
middle  of  the  , 

Surgical  A. 
between  two  :» 
ppllicis,  in  t In- 
cision should  > 
artery  divide 
will  be  expo 

Branch 


*  ^••«*»ror  tibial  may  be  required  in 
.-.  nt-mage,  when  the  vessel  should 
-•  r  :;oiaI,  it  will  be  necessary  to 
-•  int.  excepting  where  the  vessel  is 
s^s  of  aneurism  from  wound  of  the 
Me  leg.    But  in  aneurism  of  the 


w  «^    |* 


3. \>;oq  should  be  made  through  the 
r--*»r*n  the  heel  and  inner  ankle,  or 
.<~i-e  having  been  divided,  a  strong 
I'-ia  ligament  is  continuous  above 
s.  and  is  intimately  adherent  to  thr 
aron  a  director,  the  sheath  of  the 
*  of  the  venae  comites  on  each  side. 
;«e  heel  towards  the  ankle,  in  order 
une  taken  not  to  include  the  venae 


The  /' 
scaphoid 
bones,  a 
and  tin* 
metatar 
The  / 
the  on: 
tendoi. 
origin  ■ 

vessel 

three  - 

into  t- 

each  '. 

from  ' 

joiiK  . 

most 

littli 


•-  —r  -j  making  an  incision  about  three 

~  -*  ^»  Achillis.     The  internal  saphenous 

*  _s  :*  divided  upon  a  director,  when  the 

-  j.  eras  digitorum,  with  one  of  its  venae 

- 1  ▼»ry  difficult  operation,  on  account  of 

-  -  ^r*  covered  by  the  Gastrocnemius  and 
—  _ti  «r3t  position,  the  injured  limb  should 

j  i  tie  foot  extended,  so  as  to  relax  the 

-    -    f-rth  should  then  be  made  through  the 

-  _  *    i*  The  tibia,  taking  care  to  avoid  the  in- 

.  ■    ,  -.i<?d.  the  margin  of  the  Gastrocnemius 

.  -u*.  tment  of  the  Soleus  divided,  a  director 

r«-  !■  «  be  felt  pulsating  beneath  the  deep 

T:»*  fascia  having  been  divided,  and  the 
^  ^  ..*  the  calf  as  much  as  possible,  the  veins 
-^  Tt«r\i.e  passed  round  the  vessel  from  without 

,-  —  atw  the 

Nutrient. 
Communicating. 
Internal  calcanean. 

1  i.:ng  the  back  part  of  the  fibular 
k  -.  r  tibial,  about  an  inch  below  the 
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Plan  of  the  Relations  of  the  Peroneal  Artery. 


In  front. 

Tibialis  posticus. 
Flexor  longus  pollicis. 


Oivter  side. 
Fibula. 


Behind. 

Soleus. 

Deep  fascia. 

Flexor  longus  pollicis. 

Peculiarities  in  Origin.  The  peroneal  artery  may  arise  three  inches  below  the  Popliteus,  or 
from  the  posterier  tibial  high  up,  or  even  from  the  popliteal. 

Its  Size  is  more  frequently  increased  than  diminished ;  and  then  it  either  reinforces  the  posterior 
tibial  by  its  junction  with  it,  or  altogether  takes  the  place  of  the  posterior  tibial  in  the  lower  part 
of  the  leg  and  foot,  the  latter  vessel  only  existing  as  a  short  muscular  branch.  In  those  rare 
cases  where  the  peroneal  artery  is  smaller  than  usual,  a  branch  from  the  posterior  tibial  supplies 
its  place;  and  a  branch  from  the  anterior  tibial  cmnpensates  for  the  diminished  anterior  peroneal 
artery.    In  one  case,  the  peroneal  artery  has  been  found  entirely  wanting. 

The  anterior  peroneal  is  sometimes  enlarged,  aud  takes  the  place  of  the  dorsal  artery  of  the 
foot 

The  peroneal  artery,  in  its  course,  gives  off  branches  to  the  Soleus,  Tibialis 
posticus,  Flexor  longus  pollicis,  and  Peronei  muscles,  and  a  nutrient  branch  to 
the  fibula. 

The  Anterior  Peroneal,  the  only  named  branch  of  the  peroneal  artery,  pierces 
the  interosseous  membrane,  about  two  inches  above  the  outer  malleolus,  to  reach 
the  fore  part  of  the  leg,  and  passing  down  beneath  the  Peroneus  tertius,  to  the 
outer  ankle,  ramifies  on  the  iront  and  outer  side  of  the  tarsus,  anastomosing 
with  the  external  malleolar  and  tarsal  arteries. 

The  nutrient  artery  of  the  tibia  arises  from  the  posterior  tibial  near  its  origin, 
and,  after  supplying  a  few  muscular  branches,  enters  the  nutrient  canal  of  that 
bone,  which  it  traverses  obliquely  from  above  downwards.  This  is  the  largest 
nutrient  artery  of  bone  in  the  body. 

The  muscular  branches  of  the  posterior  tibial  are  distributed  to  the  Soleus  and 
deep  muscles  along  the  back  of  the  leg. 

The  communicating  branch  to  the  peroneal  runs  transversely  across  the  back 
of  the  tibia,  about  two  inches  above  its  lower  end,  passing  beneath  the  Flexor 
longus  pollicis. 

The  internal  calcanean  are  several  large  arteries,  which  arise  from  the  poste- 
rior tibial  just  before  its  division ;  they  are  distributed  to  the  fat  and  integu- 
ment behind  the  tendo  Achillis  and  about  the  heel,  and  to  the  muscles  on  the 
inner  side  of  the  sole,  anastomosing  with  the  peroneal  and  internal  malleolar 
arteries. 

The  Internal  Plantar  Artery  (Figs.  331,  332),  much  smaller  than  the  external, 
passes  forwards  along  the  inner  side  of  the  foot.  It  is  at  first  situated  above1 
the  Abductor  pollicis,  and  then  between  it  and  the  Flexor  brevis  digitorum, 
both  of  which  it  supplies.  At  the  base  of  the  first  metatarsal  bone,  where  it 
has  become  much  diminished  in  size,  it  passes  along  the  inner  border  of  the 
great  toe,  inosculating  with  its  digital  branches. 

The  External  Plantar  Artery,  much  larger  than  the  internal,  passes  obliquely 
outwards  and  forwards  to  the  base  of  the  fifth  metatarsal  bone.     It  then  turns 

1  This  refers  to  the  erect  position  of  the  body.    In  the  ordinary  dissection,  the  artery  is  deeper 
than  the  muscle. 
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first  interosseous  space,  where  it  divides  into  two  branches,  the  dorsalis  hallucis 
and  communicating. 

Relations.  This  vessel,  in  its  course  forwards,  rests  upon  the  astragalus, 
scaphoid,  and  internal  cuneiform  bones  and  the  ligaments  connecting  them, 
being  covered  by  the  integument  and  fascia,  and  crossed  near  its  termination  by 
the  innermost  tendon  of  the  Extensor  brevis  digitorum.  On  its  tibial  side  is 
the  tendon  of  the  Extensor  proprius  pollicis ;  on  its  fibular  side,  the  innermost 
tendon  of  the  Extensor  longus  digitorum,  and  the  termination  of  the  anterior 
tibial  nerve.     It  is  accompanied  by  two  veins. 

Plan  of  the  Relations  of  the  Dorsalis  Pedis  Artery. 

In  front. 
Integument  and  fascia. 
Innermost  tendon  of  Extensor  brevis  digitorum. 

/  \  Fibular  side. 

I      DorsAlia       }  ^    .  ,  ,.    . 


Anterior  tibial  nerve. 


Tibial  side. 
Extensor  proprius  pollicis.  I       Pedl»-      j  ^!"?°J  !?"i5?8Ji5Lt0nim' 

Behind. 


Astragalus. 
Scaphoid. 

Internal  cuneiform, 
and  their  ligaments. 

Peculiarities  in  Size.  The  dorsal  artery  of  the  foot  may  be  larger  than  usual,  to  compensate 
for  a  deficient  plantar  artery;  or  it  may  be  deficient  in  its  terminal  branches  to  the  toes,  which 
are  then  derived  from  the  iuternal  plantar ;  or  its  place  may  be  supplied  altogether  by  a  large 
anterior  peroneal  artery. 

Position.  This  artery  frequently  curves  ontwards,  lying  external  to  the  line  between  the 
middle  of  the  ankle  and  the  back  part  of  the  first  interosseous  space. 

Surgical  Anatomy.  This  artery  may  be  tied,  by  making  an  incision  through  the  integument, 
between  two  and  three  inches  in  length,  on  the  fibular  side  of  the  tendon  of  the  Extensor  proprius 
pollicis,  in  the  interval  between  it  and  the  inner  border  of  the  short  Extensor  muscle.  The  in- 
cision should  not  extend  further  forwards  than  the  back  part  of  the  first  interosseous  space,  as  the 
artery  divides  in  that  situation.  The  deep  fascia  being  divided  to  the  same  extent,  the  artery 
will  be  exposed,  the  nerve  lying  upon  its  outer  side. 

Branches.    The  branches  of  the  dorsalis  pedis  are  the 

Tarsal.  Dorsalis  pollicis,  or  hallucis. 

Metatarsal.  Communicating. 

Interosseous. 

The  tarsal  artery  arises  from  the  dorsalis  pedis,  as  that  vessel  crosses  the 
scaphoid  bone ;  it  passes  in  an  arched  direction  outwards,  lying  upon  the  tarsal 
bones,  and  covered  by  the  Extensor  brevis  digitorum ;  it  supplies  that  muscle 
and  the  articulations  of  the  tarsus,  and  anastomoses  with  branches  from  the 
metatarsal,  external  malleolar,  peroneal,  and  external  plantar  arteries. 

The  metatarsal  arises  a  little  anterior  to  the  preceding ;  it  passes  outwards  to 
the  outer  part  of  the  foot,  over  the  bases  of  the  metatarsal  oones,  beneath  the 
tendons  of  the  short  Extensor,  its  direction  being  influenced  by  its  point  of 
origin ;  and  it  anastomoses  with  the  tarsal  and  external  plantar  arteries.  This 
vessel  gives  off  three  branches,  the  interosseous,  which  pass  forwards  upon  the 
three  outer  Dorsal  interossei  muscles,  and,  in  the  clefts  between  the  toes,  divide 
into  two  dorsal  collateral  branches  for  the  adjoining  toes.  At  the  back  part  of 
each  interosseous  space  these  vessels  receive  the  posterior  perforating  branches 
from  the  plantar  arch ;  and  at  the  fore  part  of  each  interosseous  space,  they  are 
joined  by  the  anterior  perforating  branches,  from  the  digital  arteries.  The  outer- 
most interosseous  artery  gives  off  a  branch  which  supplies  the  outer  side  of  the 
little  toe. 
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The  dorsalis  hallucis  runs  forwards  along  the  outer  border  of  the  first  meta- 
tarsal bone,  and,  at  the  cleft  between  the  first  and  second  toes,  divides  into  two 
branches,  one  of  which  passes  inwards,  beneath  the  tendon  of  the  Extensor 
proprius  pollicis,  and  is  aistributed  to  the  inner  border  of  the  great  toe ;  the 
other  branch  bifurcating  to  supply  the  adjoining  sides  of  the  great  and  second 
toes. 

The  communicating  artery  dips  down  into  the  sole  of  the  foot,  between  the  two 
heads  of  the  first  Dorsal  interosseous  muscle,  and  inosculates  with  the  termina- 
tion of  the  external  plantar  artery,  to  complete  the  plantar  arch.  It  here  gives 
off  two  digital  branches ;  one  runs  along  the  inner  side  of  the  great  toe,  on  its 
plantar  surface ;  the  other  passes  forwards  along  the  first  metatarsal  space,  and 
bifurcates  for  the  supply  of  the  adjacent  sides  of  the  great  and  second  toes. 

Posterior  Tibial  Artery.    (Fig.  329.) 

The  Posterior  Tibial  is  an  artery  of  large  size,  which  extends  obliquely  down- 
wards from  the  lower  border  of  the  Popliteus  muscle,  along  the  tibial  side  of  the 
leg,  to  the  fossa  between  the  inner  ankle  and  the  heel,  where  it  divides  beneath 
the  origin  of  the  Abductor  pollicis,  into  the  internal  and  external  plantar  arteries. 
At  its  origin  it  lies  opposite  the  interval  between  the  tibia  and  fibula ;  as  it 
descends,  it  approaches  the  inner  side  of  the  leg,  lying  behind  the  tibia,  and,  in 
the  lower  part  of  its  course,  is  situated  midway  between  the  inner  malleolus 
and  the  tuberosity  of  the  os  calcis. 

Relations.  It  lies  successively  upon  the  Tibialis  posticus,  the  Flexor  longus 
digitorum,  the  tibia  and  the  back  part  of  the  ankle-joint.  It  is  covered  by  the 
intermuscular  fascia,  which  separates  it  above  from  the  Gastrocnemius  and  Soleus 
muscles.  In  the  lower  third,  where  it  is  more  superficial,  it  is  covered  only  by 
the  integument  and  fascia,  and  runs  parallel  with  the  inner  border  of  the  tendo 
Achillis.  It  is  accompanied  by  two  veins,  and  by  the  posterior  tibial  nerve, 
which  lies  at  first  to  the  inner  side  of  the  artery,  but  soon  crosses  it,  and  is,  in 
the  greater  part  of  its  course,  on  its  outer  side. 

Plan  of  the  Relations  op  the  Posterior  Tibial  Artery. 

In  front. 

Tibialis  posticus. 
Flexor  longus  digitornm. 
Tibia. 
Ankle-jofnt. 

Inner  aide.  (  poater|0r  ^  Outer  side. 


Posterior  tibial  nerve,  I      Tibial.      J  Posterior  tibial  nerve, 

upper  third.  \  /  lower  two-thirds. 

Behind. 

Gastrocnemius. 

Soleas. 

Deep  fascia  and  integument. 

Behind  the  Inner  Ankle,  the  tendons  and  bloodvessels  are  arranged  in  the 
following  order,  from  within  outwards :  First,  the  tendons  of  the  Tibialis  posticus 
and  Flexor  longus  digitorum,  lying  in  the  same  groove,  behind  the  inner  mal- 
leolus, the  former  being  the  most  internal.  External  to  these  is  the  posterior 
tibial  artery,  having  a  vein  on  either  side ;  and,  still  more  externally,  the  poste- 
rior tibial  nerve.  About  half  an  inch  nearer  the  heel  is  the  tendon  of  the  Flexor 
longus  pollicis. 

Peculiarities  in  Size.  The  posterior  tibial  is  not  un frequently  smaller  than  usual,  or  absent 
its  place  being  supplied  by  a  large  peroneal  artery,  which  passes  inwards  at  the  lower  end  of  the 
tibia,  and  either  joins  the  small  tibial  artery,  or  continues  alone  to  the  sole  of  the  foot. 
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Surgical  Anatomy.  The  application  of  a  ligature  to  the  posterior  tibial  may  be  required  in 
cases  of  wound  of  the  sole  of  the  foot,  attended  with  great  hemorrhage,  when  the  vessel  should 
be  tied  at  the  inner  ankle.  In  cases  of  wound  of  the  posterior  tibial,  it  will  be  necessary  to 
enlarge  the  wound  so  as  to  expose  the  vessel  at  the  wounded  point,  excepting  where  the  vessel  is 
injured  by  a  punctured  wound  from  the  front  of  the  leg.  In  cases  of  aneurism  from  wound  of  the 
artery  low  down,  the  vessel  should  be  tied  in  the  middle  of  the  leg.  But  in  aneurism  of  the 
posterior  tibial  high  up,  it  would  be  better  to  tie  the  femoral  artery. 

To  tie  the  posterior  tibial  artery  at  the  ankle,  a  semilunar  incision  should  be  made  through  the 
integument,  about  two  inches  and  a  half  in  length,  midway  between  the  heel  and  inner  ankle,  or 
a  little  nearer  the  latter.  The  subcutaneous  cellular  membrane  having  been  divided,  a  strong 
and  dense  fascia,  the  internal  annular  ligament,  is  exposed.  This  ligament  is  continuous  above 
with  the  deep  fascia  of  the  leg,  covers  the  vessels  and  nerves,  aud  is  intimately  adherent  to  the 
sheaths  of  the  tendons.  This  having  been  cautiously  divided  upon  a  director,  the  sheath  of  the 
vessels  is  exposed,  and  being  opened,  the  artery  is  seen  with  one  of  the  venae  comites  on  each  side. 
The  aneurism  needle  should  be  passed  round  the  vessel  from  the  heel  towards  the  ankle,  in  order 
to  avoid  the  posterior  tibial  nerve,  care  being  at  the  same  time  taken  not  to  include  the  ven« 
comites. 

The  vessel  may  also  be  tied  in  the  lower  third  of  the  leg  by  making  an  incision  about  three 
inches  in  length,  parallel  with  the  inner  margin  of  the  tendo  Achillis.  The  internal  saphenous 
vein  being  carefully  avoided,  the  two  layers  of  fascia  must  be  divided  upon  a  director,  when  the 
artery  is  exposed  along  the  outer  margin  of  the  Flexor  longus  digitorum,  with  one  of  its  venae 
comites  on  either  side,  and  the  nerve  king  external  to  it. 

To  tie  the  posterior  tibial  in  the  middle  of  the  leg  is  a  very  difficult  operation,  on  account  of 
the  great  depth  of  the  vessel  from  the  surface,  and  its  being  covered  by  the  Gastrocnemius  and 
Soleus  muscles.  The  patient  being  placed  in  the  recumbent  position,  the  injured  limb  should 
rest  on  its  outer  side,  the  knee  being  partially  bent,  and  the  foot  extended,  so  as  to  relax  the 
muscles  of  the  calf.  An  incision  about  four  inches  in  length  should  then  be  made  through  the 
integument,  a  finger's  breadth  behind  the  inner  margin  of  the  tibia,  taking  care  to  avoid  the  in- 
ternal saphenous  vein.  The  deep  fascia  having  been  divided,  the  margin  of  the  Gastrocnemius 
is  exposed,  and  must  be  drawn  aside,  and  the  tibial  attachment  of  the  Soleus  divided,  a  director 
being  previously  passed  beneath  it.  The  artery  may  now  be  felt  pulsating  beneath  the  deep 
fascia,  about  an  inch  from  the  margin  of  the  tibia.  The  fascia  having  been  divided,  and  the 
limb  placed  in  such  a  position  as  to  relax  the  muscles  of  the  calf  as  much  as  possible,  the  veins 
should  be  separated  from  the  artery,  and  the  aneurism  needle  passed  rouud  the  vessel  from  without 
inwards,  bo  as  to  avoid  wounding  the  posterior  tibial  nerve. 

The  branches  of  the  posterior  tibial  artery  are,  the 

Peroneal.  Nutrient. 

Anterior  peroneal.  Communicating. 

Muscular.  Internal  calcanean. 

The  Peroneal  Artery  lies,  deeply  seated,  along  the  back  part  of  the  fibular 
side  of  the  leg.  It  arises  from  the  posterior  tibial,  about  an  inch  below  the 
lower  border  of  the  Popliteus  muscle,  passes  obliquely  outwards  to  the  fibula, 
and  then  descends  along  the  inner  border  of  that  bone  to  the  lower  third  of  the 
leg,  where  it  gives  off  the  anterior  peroneal.  It  then  passes  across  the  articu- 
lation between  the  tibia  and  fibula,  to  the  outer  side  of  the  os  calcis,  supplying 
the  neighboring  muscles  and  back  of  the  ankle,  and  anastomosing  with  tne  ex- 
ternal malleolar,  tarsal,  and  external  plantar  arteries. 

Relations.  This  vessel  rests  at  first  upon  the  Tibialis  posticus,  and,  in  the 
greater  part  of  its  course,  in  the  fibres  of  the  Flexor  longus  pollicis,  in  a  groove 
between  the  interosseous  membrane  and  the  bone.  It  is  covered  in  the  upper 
part  of  its  course  by  the  Soleus  and  deep  fascia;  belong  by  the  Flexor  longus 
pollicis. 
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Plan  of  the  Relations  of  the  Peroneal  Artery. 


In  front. 

Tibialis  posticus. 
Flexor  longus  pollicis. 


Older  side. 
Fibula. 


Behind. 

Soleus. 

Deep  fascia. 

Flexor  longus  pollicis. 

Peculiarities  in  Origin.  The  peroneal  artery  may  arise  three  inches  below  the  Popliteus,  or 
from  the  posterier  tibial  high  up,  or  even  from  the  popliteal. 

Its  Size  is  more  frequently  increased  than  diminished ;  and  then  it  either  reinforces  the  posterior 
tibial  by  its  junction  with  it,  or  altogether  takes  the  place  of  the  posterior  tibial  in  the  lower  part 
of  the  leg  and  foot,  the  latter  vessel  only  existing  as  a  short  muscular  branch.  In  those  rare 
cases  where  the  peroneal  artery  is  smaller  than  usual,  a  branch  from  the  posterior  tibial  supplies 
its  place;  and  a  branch  from  the  anterior  tibial  cumpensates  for  the  diminished  anterior  peroneal 
artery.    In  one  case,  the  peroneal  artery  has  been  found  entirely  wanting. 

The  anterior  peroneal  is  sometimes  enlarged,  aud  takes  the  place  of  the  dorsal  artery  of  the 
foot. 

The  peroneal  artery,  in  its  course,  gives  off  branches  to  the  Soleus,  Tibialis 
posticus,  Flexor  longus  pollicis,  and  Peronei  muscles,  and  a  nutrient  branch  to 
the  fibula. 

The  Anterior  Peroneal,  the  only  named  branch  of  the  peroneal  artery,  pierces 
the  interosseous  membrane,  about  two  inches  above  the  outer  malleolus,  to  reach 
the  fore  part  of  the  leg,  and  passing  down  beneath  the  Peroneus  tertius,  to  the 
outer  ankle,  ramifies  on  the  front  and  outer  side  of  the  tarsus,  anastomosing 
with  the  external  malleolar  and  tarsal  arteries. 

The  nutrient  artery  of  the  tibia  arises  from  the  posterior  tibial  near  its  origin, 
and,  after  supplying  a  few  muscular  branches,  enters  the  nutrient  canal  of  that 
bone,  which  it  traverses  obliquely  from  above  downwards.  This  is  the  largest 
nutrient  artery  of  bone  in  the  body. 

The  muscular  branches  of  the  posterior  tibial  are  distributed  to  the  Soleus  and 
deep  muscles  along  the  back  of  the  leg. 

The  communicating  branch  to  the  peroneal  runs  transversely  across  the  back 
of  the  tibia,  about  two  inches  above  its  lower  end,  passing  beneath  the  Flexor 
longus  pollicis. 

The  internal  calcanean  are  several  large  arteries,  which  arise  from  the  poste- 
rior tibial  just  before  its  division ;  they  are  distributed  to  the  fat  and  integu- 
ment behind  the  tendo  Achillis  and  about  the  heel,  and  to  the  muscles  on  the 
inner  side  of  the  sole,  anastomosing  with  the  peroneal  and  internal  malleolar 
arteries. 

The  Internal  Plantar  Artery  (Figs.  331,  332),  much  smaller  than  the  external, 
passes  forwards  along  the  inner  side  of  the  foot.  It  is  at  first  situated  above1 
the  Abductor  pollicis,  and  then  between  it  and  the  Flexor  brevis  digitorum, 
both  of  which  it  supplies.  At  the  base  of  the  first  metatarsal  bone,  where  it 
has  become  much  aiminished  in  size,  it  passes  along  the  inner  border  of  the 
great  toe,  inosculating  with  its  digital  branches. 

The  External  Plantar  Artery,  much  larger  than  the  internal,  passes  obliquely 
outwards  and  forwards  to  the  base  of  the  fifth  metatarsal  bone.     It  then  turns 

1  This  refers  to  the  erect  position  of  the  body.    In  the  ordinary  dissection,  the  artery  is  deeper 
than  the  muscle. 
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obliquely  inwards  to  the  interval  between  the  bases  of  the  first  and  second  meta- 
tarsal bones,  where  it  anastomoses  with  the  communicating  branch  from  the 
dursalis  pedis  artery,  thus  completing  the  plantar  arch.  As  this  artery  passes 
outwards,  it  is  at  first  placed  between  the  os  oalcis  and  Abductor  polhcis,  and 
then  between  the  Flexor  brevis  digitorum  and  Flexor  accessorius ;  and  as  it 
passes  forwards  to  the  base  of  the  little  toe,  it  lies  more  superficially  between 
the  Flexor  brevis  digitorum,  and  Abductor  minimi  digiti,  covered  by  the  deep 
fascia  and  integument.  The  remaining  portion  of  the  vessel  is  deeply  situated ; 
it  extends  from  the  base  of  the  metatarsal  bone  of  the  little  toe  to  the  back  part 
of  the  first  interosseous  space,  and  forms  the  plantar  arch ;  it  is  convex  forwards, 
lies  upon  the  Interossci  muscles,  opposite  the  tarsal  ends  of  the  metatarsal  bones, 
and  is  covered  by  the  Adductor  pollicis,  the  flexor  tendons  of  the  toes,  and  the 
Lumbricales.  m 

Branches.    The  plantar  arch,  besides  distributing  numerous  branches  to  the 

muscles,  integument,  and  fascue  in  the  sole,  gives  off  the  following  branches : — 

Posterior  perforating.  Digital — Anterior  perforating. 

The  Posterior  Per/orating  are  three  small  branches,  which  ascend  through  the 
back  part  of  the  three  outer  interosseous  spaces,  between  the  heads  of  the  Dorsal 
interossci  muscles,  and  anastomose  with  the  interosseous  branches  from  the 
metatarsal  artery. 

Fig.  331.— The  Plantar  Arteries. 
Superficial  View. 


The  Digital  Branches  are  four  in  number,  and  supply  the  three  outer  toes  and 
half  the  second  toe.  The  first  passes  outwards  from  the  outer  side  of  the  plantar 
arch,  and  is  distributed  to  the  outer  side  of  the  little  toe,  passing  in  its  course 
beneath  the  Abductor  and  short  Flexor  muscles.  The  second,  third,  and  fourth 
run  forwards  along  the  metatarsal  spaces,  and  on  arriving  at  the  clefts  between 
the  toes  divide  into  collateral  branches,  which  supply  the  subjacent  sides  of  the 
three  outer  toes  and  the  outer  side  of  the  Becond.    At  the  bifurcation  of  the 
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toes,  each  digital  artery  sends  upwards,  through  the  forepart  of  the  corre- 
sponding metatarsal  space,  a  small  branch,  which  inosculates  with  the  inter- 
osseous branches  of  the  metatarsal  artery.  These  are  the  anterior  perforating 
branches. 

From  the  arrangement  already  described  of  the  distribution  of  the  vessels  to 
the  toes,  it  will  be  seen  that  both  sides  of  the  three  outer  toes,  and  the  outer 
side  of  the  second  toe,  are  supplied  by  branches  from  the  plantar  arch ;  both 
sides  of  the  great  toe,  and  the  inner  side  of  the  second,  being  supplied  by  the 
dorealis  hallucis. 

Pulmonary  Artery. 

The  Pulmonary  Artery  conveys  the  venous  blood  from  the  right  side  of  the 
heart  to  the  lungs.  It  is  a  short  wide  vessel,  about  two  inches  in  length,  arising 
from  the  left  side  of  the  base  of  the  right  ventricle,  in  front  of  the  aorta.  It 
ascends  obliquely  upwards,  backwards,  and  to  the  left  side,  as  far  as  the  under 
surface  of  the  arch  of  the  aorta,  where  it  divides  into  two  branches  of  nearly 
equal  size,  the  right  and  left  pulmonary  arteries. 

Relations.  The  greater  part  of  this  vessel  is  contained,  together  with  the 
ascending  part  of  the  arch  of  the  aorta,  in  the  pericardium,  being  inclosed  with 
it  in  a  tube  of  serous  membrane,  continued  upwards  from  the  base  of  the  heart, 
and  has  attached  to  it,  above,  the  fibrous  layer  of  the  membrane.  Behind,  it 
rests  at  first  upon  the  ascending  aorta,  and  higher  up  lies  in  front  of  the  left 
auricle.  On  either  side  of  its  origin  is  the  appendix  of  the  corresponding 
auricle,  and  a  coronary  artery ;  and  higher  up  it  passes  to  the  left  side  of  the 
ascending  aorta. 

A  little  to  the  left  of  its  point  of  bifurcation,  it  is  connected  to  the  under 
surface  of  the  arch  of  the  aorta  by  a  short  fibrous  cord,  the  remains  of  a  vessel 
peculiar  to  foetal  life,  the  ductus  arteriosus. 

The  right  pulmonary  artery,  longer  and  larger  than  the  left,  runs  horizontally 
outwards,  behind  the  ascending  aorta  and  superior  vena  cava,  to  the  root  of  the 
right  lung,  where  it  divides  into  two  branches,  of  which  the  lower,  which  is  the 
larger,  supplies  the  lower  lobe ;  the  upper  giving  a  branch  to  the  middle  lobe. 

The  left  pulmonary  artery,  shorter  but  somewhat  smaller  than  the  right,  passes 
horizontally  in  front  of  the  descending  aorta  and  left  bronchus  to  the  root  of  the 
left  lung,  where  it  divides  into  two  branches  for  the  two  lobes. 

The  terminal  branches  of  the  pulmonary  artery  will  be  described  with  the 
anatomy  of  the  lung. 


The  author  has  to  acknowledge  valuable  aid  derived  from  the  following1  works:  Harrison's 
"  Surgical  Anatomy  of  the  Arteries  of  the  Human  Body."  Dublin,  1824.— Richard  Quain's 
"Anatomy  of  the  Arteries  of  the  Human  Body."  London,  1844. — Sibson's  "  Medical  Anatomy ;" 
and  the  other  works  on  General  and  Microscopic  Anatomy  before  referred  to. 


Of  the  Veins. 

The  Veins  are  the  vessels  which  serve  to  return  the  blood  from  the  capilla- 
ries of  the  different  parts  of  the  body  to  the  heart.  They  consist  of  two  distinct 
sets  of  vessels,  the  pulmonary  and  systemic. 

The  Pulmonary  veins,  unlike  other  vessels  of  this  kind,  contain  arterial  blood, 
which  they  return  from  the  lungs  to  the  left  auricle  of  the  heart. 

The  Systemic  Veins  return  the  venous  blood  from  the  body  generally  to  the 
right  auricle  of  the  heart. 

The  Portal  Vein}  an  appendage  to  the  systemic  venous  system,  is  confined 
to  the  abdominal  cavity,  returning  the  venous  blood  from  the  viscera  of  diges- 
tion, and  carrying  it  to  the  liver  by  a  single  trunk  of  large  size,  the  vena  porta?. 
From  this  organ,  the  same  blood  is  conveyed  to  the  inferior  vena  cava  by  means 
of  the  hepatic  veins. 

The  veins,  like  the  arteries,  are  found  in  nearly  every  tissue  of  the  body. 
They  commence  by  minute  plexuses  which  communicate  with  the  capillaries. 
The  branches  which  have  their  commencement  in  these  plexuses  unite  together 
into  trunks,  and  these,  in  their  passage  towards  the  heart,  constantly  increase 
in  size  as  they  receive  branches,  and  join  other  veins  similar  in  size  to  them- 
selves. The  veins  are  larger  and  altogether  more  numerous  than  the  arteries; 
hence,  the  entire  capacity  of  the  venous  system  is  much  greater  than  that  of  the 
arterial ;  the  pulmonary  veins  excepted,  which  do  no  exceed  in  capacity  the  pul- 
monary arteries.  From  the  combined  area  of  the  smaller  venous  branches 
being  greater  than  the  main  trunks,  it  results,  that  the  venous  system  represents 
a  cone,  the  summit  of  which  corresponds  to  the  heart :  its  base  to  the  circum- 
ference of  the  body.  In  form,  the  veins  are  not  perfectly  cylindrical  like  the 
arteries,  their  walls  being  collapsed  when  empty,  and  the  uniformity  of  their 
surface  being  interrupted  at  intervals  by  slight  contractions,  which  indicate  the 
existence  of  valves  in  their  interior.  They  usually  retain,  however,  the  same 
calibre  as  long  as  they  receive  no  branches. 

The  veins  communicate  very  freely  with  one  another,  especially  in  certain 
regions  of  the  body;  and  this  communication  exists  between  the  larger  trunks 
as  well  as  between  the  smaller  branches.  Thus,  in  the  cavity  of  the  cranium, 
and  between  the  veins  of  the  neck,  where  obstruction  woula  be  attended  with 
imminent  danger  to  the  cerebral  venous  system,  we  find  that  the  sinuses  and 
larger  veins  have  large  and  very  frequent  anastomoses.  The  same  free  com- 
munication exists  between  the  veins  throughout  the  whole  extent  of  the  spinal 
canal,  and  between  the  veins  composing  the  various  venous  plexuses  in  the 
abdomen  and  pelvis,  as  the  spermatic,  uterine,  vesical,  prostatic,  etc. 

The  veins  are  subdivided  into  th  ree  sets :  superficial,  deep,  and  sinuses. 

The  Superficial  or  Cutaneous  Veins  are  found  between  the  layers  of  superficial 
fascia,  immediately  beneath  the  integument ;  they  return  the  blood  from  these 
structures,  and  communicate  with  the  deep  veins  by  perforating  the  deep  fascia. 

The  Deep  Veins  accompany  the  arteries,  and  are  usually  inclosed  in  the  same 
sheath  with  those  vessels.  In  the  smaller  arteries,  as  the  radial,  ulnar,  brachial, 
tibial,  peroneal,  they  exist  generally  in  pairs,  one  lying  on  each  side  of  the 
vessel,  and  are  called  vense  comites.  The  larger  arteries,  as  the  axillary,  sub- 
clavian, popliteal,  and  femoral,  have  usually  only  one  accompanying  vein.  In 
certain  organs  of  the  body,  however,  the  deep  veins  do  not  accompany  the 
arteries;  for  instance,  the  veins  in  the  skull  ana  spinal  canal,  the  hepatic  veins 
in  the  liver,  and  the  larger  veins  returning  blood  from  the  osseous  tissue. 
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Sinuses  are  venous  channels,  which,  in  their  structure  and  mode  of  distribu- 
tion, differ  altogether  from  the  veins.  They  are  found  only  in  the  interior  of 
the  skull,  and  are  formed  by  a  separation  of  the  layers  of  the  dura  mater ;  their 
outer  coat  consisting  of  fibrous  tissue,  their  inner  of  a  serous  membrane  con- 
tinuous with  the  serous  membrane  of  the  veins. 

Veins  have  thinner  walls  than  arteries,  the  difference  in  thickness  being  due 
to  the  small  amount  of  elastic  and  muscular  tissues  which  the  veins  contain. 
The  superficial  veins  usually  have  thicker  coats  than  the  deep  veins,  and  the  veins 
of  the  lower  limb  are  thicker  than  those  of  the  upper. 

The  minute  structure  of  these  vessels  is  described  in  the  Introduction. 

The  veins  may  be  arranged  into  three  groups:  1.  Those  of  the  head  and  f 
neck,  upper  extremity,  and  thorax,  which  terminate  in  the  superior  vena  cava. 
2.  Those  of  the  lower  limb,  pelvis,  and  abdomen,  which  terminate  in  the  inferior 
vena  cava.     3.  The  cardiac  veins,  which  open  directly  into  the  right  auricle  of 
the  heart. 

Veins  of  the  Head  and  Neck. 

The  Veins  of  the  Head  and  Neck  may  be  subdivided  into  three  groups:  1. 
The  veins  of  the  exterior  of  the  head.  2.  The  veins  of  the  neck.  3.  The  veins 
of  the  diploe  and  interior  of  the  cranium. 

The  veins  of  the  exterior  of  the  head  are,  the 

Facial.  Temporo-maxillary. 

Temporal.  Posterior  auricular. 

Internal  maxillary.  Occipital. 

The  Facial  Vein  passes  obliquely  across  the  side  of  the  face,  extending  from 
the  inner  angle  of  the  orbit,  downwards  and  outwards,  to  the  anterior  margin 
of  the  Masseter  muscle.  It  lies  to  the  outer  side  of  the  facial  artery,  and  is  not 
so  tortuous  as  that  vessel.  It  commences  in  the  frontal  region,  where  it  is  called 
the  frontal  vein;  at  the  inner  angle  of  the  eye  it  has  received  the  name  of  the 
angular  vein;  and  from  this  point  to  its  termination  is  called  the  facial  vein. 

The  frontal  vein  commences  on  the  anterior  part  of  the  skull,  by  a  venous 
plexus,  which  communicates  with  the  anterior  branches  of  the  temporal  vein  ; 
the  veins  converge  to  form  a  single  trunk,  which  runs  downwards  near  the 
middle  line  of  the  forehead  parallel  with  the  vein  of  the  opposite  side,  and  unites 
with  it  at  the  root  of  the  nose,  by  a  transverse  trunk,  called  the  nasal  arch. 
Occasionally,  the  frontal  veins  join  to  form  a  single  trunk,  which  bifurcates  at 
the  root  of  the  nose  into  the  two  angular  veins.  At  the  nasal  arch  the  branches 
diverge,  and  run  along  the  side  of  the  root  of  the  nose.  The  frontal  vein  as  it 
descends  upon  the  forehead  receives  the  supraorbital  vein ;  the  dorsal  veins  of 
the  nose  terminate  in  the  nasal  arch ;  and  the  angular  vein  receives  the  veins  of 
the  ala  nasi  on  its  inner  side,  and  the  superior  palpebral  veins  on  its  outer  side ; 
it  moreover  communicates  with  the  ophthalmic  vein,  which  establishes  an 
important  anastomosis  between  this  vessel  and  the  cavernous  sinus. 

The  facial  vein  commences  at  the  inner  angle  of  the  orbit,  being  a  continua- 
tion of  the  angular  vein.  It  passes  obliquely  downwards  and  outwards,  beneath 
the  Zygomaticus  major  muscle,  descends  along  the  anterior  border  of  the  Masse- 
ter, crosses  over  the  body  of  the  lower  jaw,  with  the  facial  artery,  and,  passing 
obliquely  outwards  and  backwards,  beneath  the  Platysma  and  cervical  fascia, 
unites  with  a  branch  of  communication  from  the  temporo-maxillary  vein,  to 
form  a  trunk  of  large  size  which  enters  the  internal  jugular. 

Branches.  The  facial  vein  receives,  near  the  angle  of  the  mouth,  communi- 
cating branches  from  the  pterygoid  plexus.  It  is  also  joined  by  the  inferior 
palpebral,  the  superior  and  inferior  labial  veins,  the  buccal  veins  from  the  cheek, 
ana  the  masseteric  veins.  Below  the  jaw  it  receives  the  submental,  the  infe- 
rior palatine,  which  returns  the  blood  from  the  plexus  around  the  tonsil  and 


soft  palate;    the  submaxillary  vein,  which  commences   in  the  submaxillary 
gland ;  and  lastly,  the  ranine  vein. 

Fig.  333.—  Veins  of  the  Head  and  Neck. 


The  Temporal  Vein  commences  by  a  minute  plexus  on  the  side  and  vertex  of 
the  skull,  which  communicates  with  the  frontal  vein  in  front,  the  corresponding 
vein  of  the  opposite  side,  and  the  posterior  auricular  and  occipital  veins  behind. 
From  this  network,  anterior  and  posterior  branches  are  formed  which  unite  above 
the  zygoma,  forming  the  trunk  of  the  vein.  This  trunk  is  joined  in  this  situation 
by  a  large  vein,  the  middle  temporal,  which  receives  the  blood  from  the  substance 
of  the  Temporal  muscle  and  pierces  the  fascia  at  the  upper  border  of  the  zygoma. 
The  temporal  vein  then  descends  between  the  external  auditory  meatus  and  the 
condyle  of  the  jaw,  enters  the  substance  of  the  parotid  gland,  and  unites  with 
the  internal  maxillary  vein,  to  form  the  temporo-maxillary. 

Branches.  The  temporal  vein  receives  in  its  course  some  parotid  veins,  an 
articular  branch  from  the  articulation  of  the  jaw,  anterior  auricular  veins  from 
the  external  car,  and  a  vein  of  large  size,  the  transverse  facial,  from  the  side  of 
the  face. 
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The  Internal  Maxillary  Vein  is  a  vessel  of  considerable  size,  receiving  branches 
which  correspond  with  those  of  the  internal  maxillary  artery .  Thus  it  receives 
the  middle  meningeal  veins,  the  deep  temporal,  the  pterygoid,  masseteric,  and 
buccal,  some  palatine  veins,  and  the  inferior  dental.  These  branches  form  a 
large  plexus,  the  pterygoid,  which  is  placed  between  the  Temporal  and  External 
pterygoid,  and  partly  between  the  Pterygoid  muscles.  This  plexus  communi- 
cates very  freely  with  the  facial  vein,  and  with  the  cavernous  sinus,  by  branches 
through  the  base  of  the  skull.  The  trunk  of  the  vein  then  passes  backwards, 
behind  the  neck  of  the  lower  jaw,  and  unites  with  the  temporal  vein,  forming 
the  temporo-maxiliary. 

The  Temporo-maxiliary  Vein,  formed  by  the  union  of  the  temporal  and  internal 
maxillary  vein,  descends  in  the  substance  of  the  parotid  gland,  between  the 
ramus  of  the  jaw  and  the  Sterno-mastoid  muscle,  ana  divides  into  two  branches, 
one  of  which  passes  inwards  to  join  the  facial  vein,  the  other  is  continuous  with 
the  external  jugular.   It  receives  near  its  termination  the  posterior  auricular  vein. 

The  Posterior  Auricular   Vein  commences  upon  the  side  of  the  head,  by  a  | 
plexus  which  communicates  with  the  branches  of  the  temporal  and  occipital  I 
veins.     The  vein  descends  behind  the  external  ear  and  joins  the  temporo-max-  ' 
illary,  just  before  that  vessel  terminates  in  the  external  jugular.     This  vessel 
receives  the  stylo-mastoid  vein,  aud  some  branches  from  the  back  part  of  the 
external  ear. 

The  Occipital  Vein  commences  at  the  back  part  of  the  vertex  of  the  skull, 
by  a  plexus  in  a  similar  manner  with  the  other  veins.  It  follows  the  course  of 
tne  occipital  artery,  passing  deeply  beneath  the  muscles  of  the  back  part  of  the 
neck,  and  terminates  m  the  internal  jugular,  occasionally  in  the  external  jugular. 
As  this  vein  passes  opposite  the  mastoid  process,  it  receives  the  mastoid  vein, 
which  establishes  a  communication  with  the  lateral  sinus. 

Veins  of  the  Neck. 

The  Veins  of  the  Neck,  which  return  the  blood  from  the  head  and  face,  are 
the 

External  jugular.  n  Anterior  jugular. 

Posterior  external  jugular.  Internal  j ugular. 

Vertebral. 

The  External  Jugular  Vein  receives  the  greater  part  of  the  blood  from  the 
exterior  of  the  cranium  and  deep  parts  of  the  face,  being  a  continuation  of  the 
temporo-maxiliary  and  posterior  auricular  veins.  It  commences  in  the  sub- 
stance of  the  parotid  gland,  on  a  level  with  the  angle  of  the  lower  jaw,  and  runs 
perpendicularly  down  the  neck,  in  the  direction  of  a  line  drawn  from  the  angle 
of  the  iaw  to  the  middle  of  the  clavicle.  In  its  course  it  crosses  the  Sterno- 
mastoid  muscle,  and  runs  parallel  with  its  posterior  border  as  far  as  its  attach- 
ment to  the  clavicle,  where  it  perforates  the  deep  fascia,  and  terminates  in  the 
subclavian  vein,  on  the  outer  side  of  the  internal  jugular.  In  the  neck  it  is 
separated  from  the  Sterno-mastoid  by  the  anterior  layer  of  the  deep  cervical 
fascia,  and  is  covered  by  the  Platysma,  the  superficial  fascia,  and  the  integu- 
ment. This  vein  is  crossed  about  its  middle  by  the  superficial  cervical  nerve, 
and  its  upper  half  is  accompanied  by  the  auricularis  magnus  nerve.  The  ex- 
ternal jugular  vein  varies  in  size,  bearing  an  inverse  proportion  to  that  of  the 
other  veins  of  the  neck ;  it  is  occasionally  double.  It  is  provided  with  two  pairs 
of  valves,  the  lower  pair  being  placed  at  its  entrance  into  the  subclavian  vein, 
the  upper  pair  in  most  cases  about  an  inch  and  a  half  above  the  clavicle.  These 
valves  do  not  prevent  the  regurgitation  of  the  blood,  or  the  passage  of  injection 
from  below  upwards.1 

1  The  student  may  refer  to  an  interesting  paper  by  Dr.  Strnthers.  "  On  Jngular  Venesection 
in  Asphyxia.  Anatomically  and  Experimentally  Considered,  including  the  Demonstration  of 
Valves  in  the  Veins  of  the  Neck,"  in  the  Edinburgh  Medical  Journal,  for  November,  1856. 
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Branches.  This  vein  receives  the  occipital  occasionally,  the  posterior  external 
jugular,  and,  near  its  termination,  the  suprascapular  and  transverse  cervical 
veins.  It  communicates  with  the  anterior  jugular,  and,  in  the  substance  of  the 
parotid,  receives  a  large  branch  of  communication  from  the  internal  jugular. 

The  Posterior  External  Jugular  Vein  returns  the  blood  from  the  integument 
and  superficial  muscles  in  the  upper  and  back  part  of  the  neck,  lying  between 
the  Splenius  and  Trapezius  muscles.  It  runs  down  the  back  part  of  the  neck, 
and  opens  into  the  external  jugular  just  below  the  middle  of  its  course. 

The  Anterior  Jugular  Vein  collects  the  blood  from  the  integument  and  muscles 
in  the  middle  of  the  anterior  region  of  the  neck.  It  passes  down  between  the 
median  line  and  the  anterior  border  of  the  sterno-mastoid,  and,  at  the  lower  part 
of  the  neck,  passes  beneath  that  muscle  to  open  into  the  termination  of  the 
external  jugular,  or  into  the  subclavian  vein  (Fig.  338).  This  vein  varies  con- 
siderably in  size,  bearing  almost  always  an  inverse  proportion  to  the  external 
jugular.  Most  frequently  there  are  two  anterior  jugulars,  a  right  and  left ;  but 
occasionally  only  one.  This  vein  receives  some  laryngeal  branches,  and  occa- 
sionally an  inferior  thyroid  vein.  Just  above  the  sternum,  the  two  anterior 
jugular  veins  communicate  by  a  transverse  trunk,  which  receives  branches  from 
the  inferior  thyroid  veins.  It  also  communicates  with  the  external  and  with 
the  internal  jugular.     There  are  no  valves  in  this  vein. 

The  Internal  Jugular  Vein  collects  the  blood  from  the  interior  of  the  cranium, 
from  the  superficial  parts  of  the  face,  and  from  the  neck.  It  commences  at  the 
jugular  foramen,  in  the  base  of  the  skull,  being  formed  by  the  coalescence  of  the 
lateral  and  inferior  petrosal  sinuses.  At  its  origin  it  is  somewhat  dilated,  and 
this  dilatation  is  called  the  sinus,  or  gulf,  of  the  internal  jugular  vein.  It  ruiis 
down  the  side  of  the  neck  in  a  vertical  direction,  lying  at  first  on  the  outer  side 
of  the  internal  carotid,  and  then  on  the  outer  side  of  the  common  carotid,  and 
at  the  root  of  the  neck  unites  with  the  subclavian  vein,  to  form  the  vena  innomi- 
nata.  The  internal  jugular  vein,  at  its  commencement,  lies  upon  the  Rectus 
lateralis,  behind,  and  at  the  outer  side  of  the  internal  carotid,  ana  the  eighth  and 
ninth  pairs  of  nerves ;  lower  down,  the  vein  and  artery  lie  upon  the  same  plane, 
the  glosso-pharyngeal  and  hypoglossal  nerves  passing  forwards  between  them  ; 
the  pneumogastric  descends  between  and  behind  them,  in  the  same  sheath ;  and 
the  spinal  accessory  passes  obliquely  outwards,  behind  the  vein.  At  the  root 
of  the  neck  the  vein  of  the  right  side  is  placed  at  a  little  distance  from  the 
artery  ;  on  the  left  side,  it  usually  crosses  it  at  its  lower  part.  The  right  internal 
jugular  vein  crosses  the  first  part  of  the  subclavian  artery.  This  vein  is  of 
considerable  size,  but  varies  in  different  individuals,  the  left  one  being  usually 
the  smaller.  It  is  provided  with  a  pair  of  valves,  which  are  placed  at  its  point 
of  termination,  or  from  half  to  three-quarters  of  an  inch  above  it. 

Branches.  This  vein  receives  in  its  course  the  facial,  lingual,  pharyngeal, 
superior  and  middle  thyroid  veins,  and  sometimes  the  occipital.  At  its  point  of 
junction  with  the  branch  common  to  the  temporal  and  facial  veins,  it  becomes 
greatly  increased  in  size. 

The  Ungual  veins  commence  on  the  dorsum,  sides,  and  under  surface  of  the 
tongue,  -and  passing  backwards,  following  the  course  of  the  lingual  artery  and 
its  branches,  terminate  in  the  internal  jugular. 

The  pharyngeal  vein  commences  in  a  minute  plexus,  the  pharyngeal,  at  the 
back  part  and  sides  of  the  pharynx,  and  after  receiving  meningeal  branches,  and 
the  Vidian  and  sphenopalatine  veins,  terminates  in  the  internal  jugular.  It 
.occasionally  opens  into  tne  facial,  lingual,  or  superior  thyroid  vein. 

The  superior  thyroid  vein  commences  in  the  substance  and  on  the  surface  of 
the  thyroid  gland,  by  branches  corresponding  with  those  of  the  superior  thyroid 
artery,  and  terminates  in  the  upper  part  of  the  internal  jugular  vein. 

The  middle  thyroid  vein  collects  the  blood  from  the  lower  part  of  the  lateral 
lobe  of  the  thyroid  gland,  and  being  joined  by  some  branches  from  the  larynx 
And  trachea,  terminates  in  the  lower  part  of  the  internal  jugular  vein. 
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The  occipital  vein  has  been  described  above. 

The  Vertebral  Vein  commences  in  the  occipital  region,  by  numerous  small 
branches,  from  the  deep  muscles  at  the  upper  and  back  part  of  the  neck,  passes 
outwards,  and  enters  the  foramen  in  the  transverse  process  of  the  atlas,  and 
descends  by  the  side  of  the  vertebral  artery,  in  the  canal  formed  by  the  trans- 
verse processes  of  the  cervical  vertebras.  Emerging  from  the  foramen  in  the 
transverse  process  of  the  sixth  cervical,  it  terminates  at  the  root  of  the  neck  in 
the  back  part  of  the  innominate  vein  near  its  origin,  its  mouth  being  guarded 
by  a  pair  of  valves.  On  the  right  side,  it  crosses  the  first  part  of  the  subclavian 
artery.  This  vein,  in  the  lower  part  of  its  course,  occasionally  divides  into  two 
branches,  one  of  which  emerges  with  the  artery  at  the  sixth  cervical  vertebra ; 
the  other  escapes  through  the  foramen  in  the  seventh  cervical. 

Branches,  The  vertebral  vein  receives  in  its  course  the  posterior  condyloid 
vein,  muscular  branches  from  the  muscles  in  the  prevertebral  region ;  dorsi-spinal 
veins,  from  the  back  part  of  the  cervical  portion  of  the  spine;  meningo-rachidian 
veins,  from  the  interior  of  the  spinal  canal ;  and  lastly,  the  ascending  and  deep 
cervical  veins. 

Veins  op  the  Diploe. 

The  diploe'  of  the  cranial  bones  is  channelled  in  the  adult  by  a  number  of 
tortuous  canals,  which  are  lined  by  a  more  or  less  complete  layer  of  compact 

Fig.  334.— Vein*  of  the  DiploH.  as  displayed  by  the  Removal  of  the  Outer  Table  if  the  Skull. 


tissue.  The  veins  they  contain  are  large  and  capacious,  their  walls  being  thin, 
and  formed  only  of  epithelium,  resting  upon  a  layer  of  elastic  tissue,  and  they 
present,  at  irregular  intervals,  punch-like  dilatations, .or  culs-de-sac,  which  servo 
as  reservoirs  for  the  blood.  These  are  the  veins  of  the  diploe  :  they  can  only 
be  displayed  by  removing  the  outer  table  of  the  skull. 

In  adult  life,  as  long  as  the  cranial  bones  are  distinct  and  separable,  these 
veins  are  confined  to  the  particular  bones;  but  in  old  age,  when  the  Butures  are 
united,  they  communicate  with  each  other,  and  increase  in  size.  These  vessels 
communicate,  in  the  interior  of  the  cranium,  with  the  meningeal  veins,  and  with 
the  sinuses  of  the  dura  mater ;  and  on  the  exterior  of  the  skull,  with  the  veinw 
of  the  pericranium.  They  are  divided  into  the  frontal,  which  opens  into  the 
supraorbital  vein,  by  an  aperture  at  the  supraorbital  notch ;  the  anterior  tempo- 
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ral,  which  is  confined  chiefly  to  the  frontal  bone,  and  opens  into  one  of  the  deep 
temporal  veins,  after  escaping  by  an  aperture  in  the  great  wing  of  the  sphenoid; 
the  posterior  temporal,  which  is  confined  to  the  parietal  bone,  and  terminates  in 
the  lateral  sinus  by  an  aperture  at  the  posterior  inferior  angle  of  the  parietal 
bone ;  and  the  occipital,  which  is  confined  to  the  occipital  bone  and  opens  either 
into  the  occipital  vein,  or  the  occipital  sinus. 

Cerebral  Veins. 

The  Cerebral  Veins  are  remarkable  for  the  extreme  thinness  of  their  coats,  in 
consequence  of  the  muscular  tissue  in  them  being  wanting,  and  for  the  absence 
of  valves.  They  may  be  divided  into  two  sets,  the  superficial,  which  are  placed 
on  the  surface,  and  the  deep  veins,  which  occupy  the  interior  of  the  organ. 

The  Superficial  Cerebral  Veins  ramify  upon  the  surface  of  the  brain,  being 
lodged  in  the  sulci,  between  the  convolutions,  a  few  running  across  the  convolu- 
tions. They  receive  branches  from  the  substance  of  the  brain,  and  terminate  in 
the  sinuses.  They  are  named,  from  the  position  they  occupy,  superior,  inferior, 
internal,  and  external. 

The  Superior  Cerebral  Veins,  seven  or  eight  in  number  on  each  side,  pass 
forwards  and  inwards  towards  the  great  longitudinal  fissure,  where  they  receive 
the  internal  cerebral  veins,  which  return  the  blood  from  the  convolutions  of  the 
flat  surface  of  the  corresponding  hemisphere;  near  their  termination,  they 
become  invested  with  a  tubular  sheath  of  the  arachnoid  membrane,  and  open 
into  the  superior  longitudinal  sinus,  in  the  opposite  direction  to  the  course  of 
the  blood.     The  external  cerebral  veins  also  open  chiefly  into  these  veins. 

The  Inferior  Anterior  Cerebral  Veins  commence  on  the  under  surface  of  the 
anterior  lobes  of  the  brain,  and  terminate  in  the  cavernous  sinuses. 

The  Inferior  Lateral  Cerebral  Veins  commence  on  the  lateral  parts  of  the 
hemispheres,  and  at  the  base  of  the  brain:  they  unite  to  form  from  three  to  five 
veins,  which  open  into  the  lateral  sinus  from  before  backwards.  One  of  these 
sometimes  opens  into  the  superior  petrosal  sinus. 

The  Inferior  Median  Cerebral  Veins,  which  are  very  large,  commence  at  the 
fore  part  of  the  under  surface  of  the  cerebrum,  and  from  the  convolutions  of  the 
posterior  lobe,  and  terminate  in  the  straight  sinus  behind  the  venae  Galeni. 

The  Deep  Cerebral,  or  Ventricular  Veins  (venae  Galeni),  are  two  in  number, 
one  from  the  right,  the  other  from  the  left,  ventricle.  They  are  each  formed 
by  two  veins,  the  vena  corporis  striati,  and  the  choroid  vein.  They  run  back- 
wards, parallel  with  one  another,  inclosed  within  the  velum  interpositum,  and 
pass  out  of  the  brain  at  the  great  transverse  fissure,  between  the  under  surface 
of  the  corpus  callosum  and  the  tubercula  quadrigemina,  to  enter  the  straight 
sinus. 

The  vena  corporis  striati  commences  in  the  groove  between  the  corpus  striatum 
and  thalamus  opticus,  receives  numerous  veins  from  both  of  these  parts,  and 
unites  behind  the  anterior  pillar  of  the  fornix  with  the  choroid  vein,  to  form  one 
of  the  venae  Galeni. 

The  choroid  vein  runs  along  the  whole  length  of  the  outer  border  of  the  cho- 
roid plexus,  receiving  veins  from  the  hippocampus  major,  the  fornix  and  corpus 
callosum,  and  unites,  at  the  anterior  extremity  of  the  choroid  plexus,  with  the 
vein  of  the  corpus  striatum. 

The  Cerebellar  Veins  occupy  the  surface  of  the  cerebellum,  and  are  disposed 
in  three  sets,  superior,  inferior,  and  lateral.  The  superior  pass  forwards  and 
inwards,  across  the  superior  vermiform  process,  and  terminate  in  the  straight 
sinus :  some  open  into  the  venae  Galeni.  The  inferior  cerebellar  veins,  of  large 
size,  run  transversely  outwards,  and  terminate  by  two  or  three  trunks  in  the 
lateral  sinuses.  The  lateral  anterior  cerebellar  veins  terminate  in  the  superior 
petrosal  sinuses. 


OF  THE   DURA  MATEE 


Sinuses  of  the  Dura  Mater. 


The  Sinuses  of  the  Dura  Mater  are  venous  channels,  analogous  to  the  veins, 
their  outer  coat  being  formed  by  the  dura  mater ;  their  inner,  by  a  continuation 
of  the  serous  membrane  of  the  veins.  They  are  fifteen  in  number,  and  are 
divided  into  two  sets :  1.  Those  situated  at  the  upper  and  back  part  of  the 
skull;    2.  Those  at  the  base  of  the  skull.    The  former  are  the 

Superior  longitudinal.  Straight  sinus. 

Interior  longitudinal.  Lateral  sinuses. 

Occipital  sinuses.  ' 

The  Superior  Longitudinal  Sinus  occupies  the  attached  margin  of  the  falx 

cerebri.     Commencing  at  the  crista  galli,  it  runs  from  before  backwards,  groov- 

Fig.  335— Vertical  Section  of  the  Skull,  showing  the  Sinuses  of  the  Dura  Mater. 


ing  the  inner  surface  of  the  frontal,  the  adjacent  margins  of  the  two  parietal, 
and  the  superior  division  of  the  crucial  ridge  of  the  occipital  bone,  and  termi- 
nates by  dividing  into  the  two  lateral  sinuses.  This  sinus  is  triangular  in  form, 
narrow  in  front,  and  gradually  increasing  in  size  as  it  passes  backwards.  On 
examining  its  inner  surface,  it  presents  the  internal  openings  of  the  cerebral 
veins,  which  run,  for  the  most  part,  from  behind  forwards,  and  open  chiefly  at 
the  back  part  of  the  sinus,  their  orifices  being  concealed  by  fibrous  areola? ; 
numerous  fibrous  bands  (chorda  Willisit)  are  also  seen,  which  extend  trans- 
versely across  the  inferior  angle  of  the  sinus ;  and  lastly,  some  small,  white, 
projecting  bodies,  the  glanduhe  Pacchioni.  This  sinus  receives  the  superior 
cerebral  veins,  numerous  veins  from  the  diploe  and  dura  mater,  and,  at  the 
posterior  extremity  of  the  sagittal  and  parietal  suture,  veins  from  the  pericra- 
nium. 

The  point  where  the  superior  longitudinal  and  lateral  sinuses  are  continuous  is 
called  the  confluence  of  the  sinuses,  or  the  torcular  Herophili.  It  presents  a 
considerable  dilatation,  of  very  irregular  form,  and  is  the  point  of  meeting  of 
six  sinuses,  the  superior  longitudinal,  the  two  lateral,  the  two  occipital,  and  the 
straight. 

The  Inferior  Longitudinal  Sinus,  more  correctly  described  as  the  inferior 
longitudinal  vein,  is  contained  in  the  posterior  part  of  the  free  margin  of  the 
falx  cerebri.  It  is  of  a  circular  form,  increases  in  size  as  it  passes  backwards, 
and  terminates  in  the  straight  sinus.  It  receives  severnl  veins  from  the  falx 
cerebri,  and  occasionally  a  few  from  the  flat   surface  of  the  hemispheres. 
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The  Straight  Sinus  is  situated  at  the  line  of  junction  of  the  falx  cerebri  with 
the  tentorium.  It  is  triangular  in  form,  increases  in  size  as  it  proceeds  back* 
wards,  and  runs  obliquely  downwards  and  backwards  from  the  termination  of 
the  inferior  longitudinal  sinus  to  the  torcular  Herophili.  Besides  the  inferior 
longitudinal  sinus,  it  receives  the  venae  Galeni,  the  inferior  median  cerebral 
veins,  and  the  superior  cerebellar.     A  few  transverse  bands  cross  its  interior. 

The  Lateral  Sinuses  are  of  large  size,  and  are  situated  in  the  attached  margin 
of  the  tentorium  cerebelli.  They  commence  at  the  torcular  Herophili,  and 
passing  horizontally  outwards  to  the  base  of  the  petrous  portion  of  the  temporal 
bone,  curve  downwards  and  inwards  on  each  side  to  reach  the  jugular  foramen, 
where  they  terminate  in  the  internal  jugular  vein.  Each  sinus  rests  in  its 
course,  upon  the  inner  surface  of  the  occipital,  the  posterior  inferior  angle  of 
the  parietal,  the  mastoid  portion  of  the  temporal,  and  on  the  occipital  again  just 
before  its  termination.  These  sinuses  are  frequently  of  unequal  size,  and  they 
increase  in  size  as  they  proceed  from  behind  forwards.  The  horizontal  portion 
is  of  a  triangular  form,  the  curved  portion  semi- cylindrical;  their  inner  surface 
is  smooth,  and  not  crossed  by  the  fibrous  bands  found  in  the  other  sinuses. 
These  sinuses  receive  blood  from  the  superior  longitudinal,  the  straight,  and 
the  occipital  sinuses;  and  in  front  they  communicate  with  the  superior  and  infe- 
rior petrosal.  They  communicate  with  the  veins  of  the  pericranium  by  means 
of  the  mastoid  and  posterior  condyloid  veins,  and  they  receive  the  inferior  cere- 
bral and  inferior  cerebellar  veins,  and  some  veins  from  the  diplog. 

The  Occipital  are  the  smallest  of  the  cranial  sinuses.  They  are  usually  two 
in  number,  and  situated  in  the  attached  margin  of  the  falx  cerebelli.  They 
commence  by  several  small  veins  around  the  posterior  margin  of  the  foramen 
magnum,which  communicate  with  the  posterior  spinal  veins,  and  terminate  by 
saparate  openings  (sometimes  by  a  single  aperture)  in  the  torcular  Herophili. 

The  sinuses  at  the  base  of  the  skull  arc  the 

Cavernous.  Inferior  petrosal. 

Circular.  Superior  petrosal. 

Transverse. 

The  Cavernous  Sinuses  are  named  from  their  presenting  a  reticulated  structure. 

They  are  two  in  number,  of  large  size,  and  placed  one  on  each  side  of  the  sella 
Turcica,  extending  from  the  sphenoidal  fissure  to  the  apex  of  the  petrous  por- 
tion of  the  temporal  bone ;  they  receive  anteriorly  the  ophthalmic  vein  through 
the  sphenoidal  fissure,  and  communicate  behind  with  the  petrosal  sinuses,  and 
with  each  other  by  the  circular  and  transverse  sinuses.  On  the  inner  wall  of 
each  sinus  is  found  the  internal  corotid  artery,  accompanied  by  filaments  of  the 
carotid  plexus  and  by  the  sixth  nerve;  and  on  its  outer  wall,  the  third,  fourth, 
and  ophthalmic  nerves.  These  parts  are  separated  from  the  blood  flowing  along 
the  sinus  by  the  lining  membrane,  which  is  continuous  with  the  outer  coat  of 
the  veins.  The  cavity  of  the  sinus,  which  is  larger  behind  than  in  front,  is 
intersected  by  filaments  of  fibrous  tissue  and  small  vessels.  The  cavernous 
sinuses  receive  the  inferior  anterior  cerebral  veins;  they  communicate  with  the 
lateral  sinuses  by  means  of  the  superior  and  inferior  petrosal,  and  with  the  facial 
vein  through  the  ophthalmic. 

The  ophthalmic  is  a  large  vein,  which  connects  the  frontal  vein  at  the  inner 
angle  of  the  orbit  with  the  cavernous  sinus;  it  pursues  the  same  course  as  the 
ophthalmic  artery,  and  receives  branches  corresponding  to  those  derived  from 
that  vessel.  Forming  a  short  single  trunk,  it  passes  through  the  inner  extremity 
of  the  sphenoidal  fissure,  and  terminates  in  the  cavernous  sinus. 

The  Circular  Sinus  completely  surrounds  the  pituitary  body,  and  communi- 
cates on  each  side  with  the  cavernous  sinus.  Its  posterior  half  is  larger  than 
the  anterior ;  and  in  old  age  it  is  more  capacious  than  at  an  early  period  of  life. 
It  receives  veins  from  the  pituitary  body,  and  from  the  adjacent  bone  and  dura 
mater. 
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The  Inferior  Petrosal  Sinus  is  situated  in  the  groove  formed  by  the  junction 
of  the  inferior  border  of  the  petrous  portion  of  the  temporal  with  the  basilar  pro- 
cess of  the  occipital.  It  commences  in  front  at  the  termination  of  the  cavernous 
sinus,  and  opens  behind  into  the  jugular  foramen,  forming  with  the  lateral  sinus 
the  commencement  of  the  internal  jugular  vein.  These  sinuses  are  semi-cylindri- 
cal in  form. 

Fig.  336.— The  Sinuses  at  the  Base  or  the  Skull. 


The  Transverse  Sinus  is  placed  transversely  across  the  fore  part  of  the  basilar 
process  of  the  occipital  bone  serving  to  connect  the  two  inferior  petrosal  and 
cavernous  sinuses.  A  second  is  occasionally  found  opposite  the  foramen 
magnum. 

The  Superior  Petrosal  Sinus  ia  situated  along  the  upper  border  of  the  petrous 
portion  of  the  temporal  bone,  in  the  front  part  of  the  attached  margin  of  the 
tentorium.  It  is  small  and  narrow,  and  connects  together  the  cavernous  and 
lateral  sinuses  at  each  side.  It  receives  a  cerebral  vein  (anterior  lateral  cere- 
bellar) from  the  anterior  border  of  the  cerebellum,  a  vein  from  the  internal  ear, 
and  sometimes  a  cerebral  vein  (inferior  lateral  cerebral)  from  the  under  part  of 
the  middle  lobe. 


VEINS  OF  THE  UPPER  EXTREMITY. 

The  Veins  of  the  Upper  Extremity  are  divided  into  two  sets,  superficial  and 
deep. 

The  Superficial  Veins  are  placed  immediately  beneath  the  integument  be- 
tween the  two  layers  of  superficial  fascia;  they  commence  in  the  hand  chiefly 
on  its  dorsal  aspect,  where  they  form  a  more  or  less  complete  arch. 

The  Deep  Veins  accompany  the  arteries  and  constitute  the  venae  comites  of 
those  vessels. 

Both  sets  of  vessels  are  provided  with  valves  which  are  more  numerous  in 
the  deep  than  in  the  superficial. 


Fig.  337.— The  Superficial  Veins  of  the  The  superficial  veins  of  the  upper  ex- 

Upper  Extremity,  tremity  are  the 

Anterior  ulnar.  Cephalic. 
Posterior  ulnar.  Median. 
Basilic.  Median  basilic. 

Radial.  Median  cephalic. 

The  Anterior  Ulnar  Vein  commences  on 
the  anterior  surface  of  the  ulnar  side  of 
the  hand  and  wrist,  and  ascends  along  the 
inner  side  of  the  forearm  to  the  bend  of 
the  elbow,  where  it  joins  with  the  pos- 
terior ulnar  vein  to  form  the  basilic.  It 
communicates  with  branches  of  the  median 
vein  in  front,  and  with  the  posterior  ulnar 
behind. 

The  Posterior  Ulnar  Vein  commences  on 
the  posterior  surface  of  the  ulnar  side  of 
the  hand,  and  from  the  vein  of  the  little 
finger  (vena  salvatella),  situated  over  the 
fourth  metacarpal  space.  It  runs  on  the 
posterior  surface  of  the  ulnar  side  of  the 
forearm,  and  just  below  the  elbow  unites 
with  the  anterior  ulnar  vein  to  form  the 
basilic. 

The  Basilic  is  a  vein  of  considerable 
size,  formed  by  the  coalescence  of  the  an- 
terior and  posterior  ulnar  veins.  It  is 
situated  along  the  inner  side  of  the  elbow, 
receives  the  median  basilac  vein,  and  pass- 
ing upwards  along  the  inner  side  of  the  arm 
pierces  the  deep  fascia,  and  ascends  in  the 
course  of  the  brachial  artery,  terminating 
either  in  one  of  the  venae  comites  of  that 
vessel,  or  in  the  axillary  vein. 

The  Radial  Vein  commences  from  the 
dorsal  surface  of  the  thumb,  index  finger, 
and  radial  side  of  the  hand,  by  branches 
communicating  with  the  vena  salvatella, 
and  forming  by  their  union  a  large  vessel, 
which  ascends  along  the  radial  aide  of  the 
forearm,  and  receives  numerous  branches 
from  both  its  surfaces.  At  the  bend  of  the 
elbow  it  receives  the  median  cephalic, 
when  it  becomes  the  cephalic  vein. 

Tue    Cephalic    Vein   courses  along   the 
outer  border  of  the  Biceps  muscle,  to  the 
upper  third  of  the  arm;  it  then  passes  in 
the  interval  between  the  Pectoralis  major 
and  Deltoid  muscles,  accompanied  by  the 
descending  branch  of  the  thoracio-acromi- 
iilis  artery  and  the  upper  external  cutane- 
ous branch   of  the  musculo-spiral  nerve, 
and  terminates  in    the   axillary  vein  just 
below  the  clavicle.     This  vein  is  occasionally  connected  with  the  external  jugular 
or  subclavian,  by  a  branch  which  passes  from  it  upwards  in  front  of  the  clavicle. 
The  Median  Vein  collects  the  blood  from  the  superficial  structures  on  the  palmar 
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surface  of  the  hand  and  middle  line  of  the  forearm,  communicating  with  the 
anterior  ulnar  and  radial  veins.  At  the  bend  of  the  elbow,  it  receives  a  branch 
of  communication  from  the  deep  veins,  accompanying  the  brachial  artery  and 
divides  into  two  branches,  the  median  cephalic  and  median  basilic,  which  diverge 
from  each  other  as  they  ascend. 

The  Median  Cephalic,  usually  the  smaller  of  the  two,  passes  outwards  in  the 
groove  between  the  Supinator  longus  and  Biceps  muscles,  and  joins  with  the 
cephalic  vein.  The  branches  of  the  external  cutaneous  nerve  pass  behind  this 
vessel. 

The  Median  Basilic  vein  passes  obliquely  inwards,  in  the  groove  between  the 
Biceps  and  Pronator  radii  teres,  and  joins  with  the  basilic.  This  vein  passes  in 
front  of  the  brachial  artery,  from  which  it  is  separated  by  a  fibrous  expansion 
(the  bicipital  fascia)  which  is  given  off  from  the  tendon  of  the  Biceps  to  the 
fascia  covering  the  Flexor  muscles  of  the  forearm.  Filaments  of  the  internal 
cutaneous  nerve  pass  in  front  as  well  as  behind  this  vessel.1 

The  Deep  Veins  of  the  upper  extremity  follow  the  course  of  the  arteries,  forming 
their  venae  comites.  They  are  generally  two  in  number,  one  lying  on  each  side 
of  the  corresponding  artery,  and  they  are  connected  at  intervals  by  short  trans- 
verse branches. 

There  are  two  digital  veins,  accompanying  each  artery  along  the  sides  of  the 
fingers ;  these,  uniting  at  their  base,  pass  along  the  interosseous  spaces  in  the 
palm,  and  terminata  in  the  two  superficial  palmar  veins.  Branches  from  these 
vessels  on  the  radial  side  of  the  hand  accompany  the  superficialis  volae,  and  on 
the  ulnar  side  terminate  in  the  deep  ulnar  veins.  The  deep  ulnar  veins,  as  they 
pass  in  front  of  the  wrist,  communicate  with  the  interosseous  and  superficial 
veins,  and  unite,  at  the  elbow,  with  the  deep  radial  veins,  to  form  the  venae  co- 
mites of  the  brachial  artery. 

The  Interosseous  Veins  accompany  the  anterior  and  posterior  interosseous 
arteries.  The  anterior  interosseous  veins  commence  in  front  of  the  wrist,  where 
they  communicate  with  the  deep  radial  and  ulnar  veins ;  at  the  upper  part  of 
the  forearm  they  receive  the  posterior  interosseous  veins,  and  terminate  in  the 
venae  comites  of  the  ulnar  artery. 

The  Deep  Palmar  Veins  accompany  the  deep  palmar  arch,  being  formed  by 
branches  which  accompany  the  ramifications  of  that  vessel.  They  communicate 
with  the  superficial  palmar  veins  at  the  inner  side  of  the  hand  ;  and  on  the  outer 
side  terminate  in  the  venae  comites  of  the  radial  artery.  At  the  wrist,  they 
receive  a  dorsal  and  a  palmar  branch  from  the  thumb,  and  unite  with  the  deep 
radial  veins.  Accompanying  the  radial  artery,  these  vessels  terminate  in  the 
venae  comites  of  the  brachial  artery. 

The  brachial  veins  are  placed  one  on  each  side  of  the  brachial  artery,  receiving 
branches  corresponding  with  those  given  off  from  that  vessel ;  at  the  lower 
margin  of  the  axilla  they  unite  with  the  basilic  to  form  the  axillary  vein. 

The  deep  veins  have  numerous  anastomoses,  not  only  with  each  other,  but 
also  with  the  superficial  veins. 

The  Axillary  Vein  is  of  large  size  and  formed  by  the  continuation  upwards 
of  the  basilic  vein.  It  commences  at  the  lower  part  of  the  axillary  space, 
increases  in  size  as  it  ascends,  by  receiving  branches  corresponding  with  those 
of  the  axillary  artery,  and  terminates  immediately  beneath  the  clavicle  at  the 
outer  margin  of  the  first  rib,  where  it  becomes  the  subclavian  vein.  This  vessel 
is  covered  in  front  by  the  Pectoral  muscles  and  costo-coracoid  membrane,  and 
lies  on  the  thoracio  side  of  the  axillary  artery.    Opposite  the  subscapularis, 

1  Cruveilhier  says : "  Numerous  varieties  are  observed  in  the  disposition  of  the  veins  of  the 
elbow ;  sometimes  the  common  median  vein  is  wanting ;  but  in  those  cases,  its  two  branches  of 
bifurcation  are  famished  by  the  radial  vein,  and  the  cephalic  is  almost  always  in  a  rudimentary 
condition.  In  other  cases,  only  two  veins  are  found  at  tne  bend  of  the  elbow,  the  radial  and  ulnar, 
which  are  continuous,  without  any  demarcation,  with  the  cephalic  and  basilic." 
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it  is  joined  by  a  large  vein,  formed  by  the  junction  of  the  venae  comites  of  the 
brachial ;  and  near  its  termination  it  receives  the  cephalic  vein.  This  vein  is 
provided  with  a  pair  of  valves,  opposite  the  lower  border  of  the  subscapularis 
muscle ;  valves  are  also  found  at  the  termination  of  the  cephalic  and  subscapu- 
lar veins. 

The  Subclavian  Vein,  the  continuation  of  the  axillary,  extends  from  the 
outer  margin  of  the  first  rib  to  the  inner  end  of  the  sterno-clavicular  articulation, 
where  it  unites  with  the  internal  jugular,  to  form  the  vena  innominata.  It  is  in 
relation  in  front,  with  the  clavicle  and  Subclavius  muscle;  behind,  with  the 
subclavian  artery,  from  which  it  is  separated  internally  by  the  Scalenus  anticus 
and  phrenic  nerve.  Below,  it  rests  in  a  depression  on  the  first  rib  and  upon  the 
pleura.     Above,  it  is  covered  by  the  cervical  fascia  and  integument. 

The  subclavian  vein  occasionally  rises  in  the  neck  to  a  level  with  the  third 
part  of  the  subclavian  artery,  and  in  two  instances  has  been  seen  passing  with 
this  vessel  behind  the  scalenus  anticus.  This  vessel  is  provided  with  valves 
about  an  inch  from  its  termination  in  the  innominate,  just  external  to  the 
entrance  of  the  external  jugular  vein. 

Branches.  It  receives  the  external  and  anterior  jugular  veins  and  a  small 
branch  from  the  cephalic,  outside  the  Scalenus ;  and  on  the  inner  side  of  that 
muscle,  the  internal  jugular  vein. 

The  Ven^  Innominatjs  (Fig.  338)  are  two  large  trunks,  placed  one  on  each 
side  of  the  root  of  the  neck,  and  formed  by  the  union  of  the  internal  jugular 
and  subclavian  veins  of  the  corresponding  side. 

The  Riyht  Vena  Innominata  is  a  short  vessel,  about  an  inch  and  a  half  in 
length,  which  commences  at  the  inner  end  of  the  clavicle,  and,  passing  almost 
vertically  downwards,  joins  with  the  left  vena  innominata  just  below  the  carti- 
lage of  the  first  rib,  to  form  the  superior  vena  cava.  It  lies  superficial  and 
external  to  the  arteria  innominata ;  on  its  right  side  the  pleura  is  interposed 
between  it  and  the  apex  of  the  lung.  This  vein,  at  its  angle  of  junction  with 
the  subclavian,  receives  the  right  vertebral  vein,  and  right  lymphatic  duct ;  and, 
lower  down,  the  right  internal  mammary,  right  inferior  thyroid,  and  right  supe- 
rior intercostal  veins. 

The  Left  Vena  Innominata,  about  three  inches  in  length,  and  larger  than  the 
right,  passes  obliquely  from  left  to  right  across  the  upper  and  front  part  of  the 
chest,  to  unite  with  its  fellow  of  the  opposite  side,  forming  the  superior  vena 
cava.  It  is  in  relation,  in  front,  with  the  sternal  end  of  the  clavicle,  the  sterno- 
clavicular articulation,  and  the  first  piece  of  the  sternum,  from  which  it  is 
separated  by  the  Sterno-hyoid  and  Sterno- thyroid  muscles,  the  thymus  gland  or 
its  remains,  and  some  loose  areolar  tissue.  Behind,  it  lies  across  the  roots  of  the 
three  large  arteries  arising  from  the  arch  of  the  aorta.  This  vessel  is  joined  by 
the  left  vertebral,  left  inferior  thyroid,  left  internal  mammary,  and  the  left  supe- 
rior intercostal  veins,  and  occasionally  some  thymic  and  pericardiac  veins.  There 
are  no  valves  in  the  venae  innominatae. 

Peculiarities.  Sometimes  the  innominate  veins  open  separately  into  the  right  anricle ;  in  such 
cases  the  right  vein  takes  the  ordinarv  course  of  the  superior  vena  cava,  but  the  left  vein,  after 
communicating  by  a  small  branch  with  the  right  one,  passes  in  front  of  the  root  of  the  left  lung, 
and  turning  to  the  back  of  the  heart,  receives  the  cardiac  veins,  and  terminates  in  the  back  of  the v 
right  auricle.  This  occasional  condition  of  the  veins  in  the  adult,  is  a  regular  one  in  the  foetus 
at  an  early  period,  and  the  two  vessels  are  persistent  in  birds  and  some  mammalia.  The  subse- 
quent changes  which  take  place  in  these  vessels  are  the  following :  The  communicating  branch 
between  the  two  trunks  enlarges  and  forms  the  future  left  innominate  vein  ;  the  remaining  part 
of  the  left  trunk  is  obliterated  as  far  as  the  heart,  where  it  remains  pervious,  and  forms  the  coro- 
nary sinus ;  a  remnant  of  the  obliterated  vessel  is  seen  in  adult  life  as  a  fibrous  band  passing 
along  the  back  of  the  left  auricle  and  in  front  of  the  root  of  the  left  lung,  called  by  Mr.  Marshall 
the  vestigial  folds  of  the  pericardium. 

The  internal  mammary  veins,  two  in  number  to  each  artery,  follow  the  course 
of  that  vessel,  and  receive  branches  corresponding  with  those  derived  from  it. 
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The  two  veins  of  each  side 
anile  into  a  single  trunk, 
which  terminates  in  the  inno- 
minate vein. 

The  inferior  thyroid  veins, 
two,  frequently  three  or  four 
in  number,  arise  in  the  venous 
plexus  on  the  thyroid  body, 
communicating  with  the  mid- 
dle and  Buperior  thyroid 
veins.  The  left  one  descends 
in  front  of  the  trachea,  behind 
the  Ster no-thyroid  muscles, 
communicating  with  its  fel- 
low by  transverse  branches, 
and  terminates  in  the  left 
vena  innominata.  The  right 
one,  which  is  placed  a  little 

to   the   right  of  the  median 

line,    opens    into    the    right 

vena   innominata,  just  at  its 

junction   with    the   superior 

cava.     These    veins    receive 

tracheal  and  inferior  laryngeal 

branches,   and   are   provided 

with  valves  at  their  termina- 
tion in  the  innominate  vein3. 
Tbe    Superior    Intercostal 

Veins  return  the  blood  from 

the  upper  intercostal  spaces. 

The  ri'jkt  superior  inter- 
costal, much  smaller  than  tbe 

left,  closely  corresponds  with 

thesuperior  intercostal  artery, 

receiving  the  blood  from  the 

first,  or  first  and  second  inter- 
costal spaces,  and  terminates 

in  the  right  vena  innominata. 

Sometimes    it    passes  down, 

and  opens  into  the  vena  azy- 

gos  major. 

The  left  superior  intercostal 

is    always    larger    than    the 

right,   but  varies  in  size   in 

different  subjects,  being  small 

when  the  upper  azygos  veiu 

is  large,  and  vice  vend.     It  is 

usually  formed  by  branches 

from  the  two  or  three  upper 

intercostal  spaces,  and,  pass- 
ing  across   the   arch  of  the 

aorta,  terminates  in  the  left 

vena  innominata.      The  left 

bronchial  vein  opens  into  it. 
The  Superior  Vena  Cava  receives  the  blood  which  is  conveyed  to  the  heart 

from  the  whole  of  the  upper  half  of  the  body.     It  is  a  short  trunk,  varying  from 

two  inches  and  a  half  to  tbree  inches  in  length,  formed  by  the  junction  of  the 
37 


578  VEINS. 

two  vena©  innominate.  It  commences  immediately  below  the  cartilage  of  the 
first  rib  on  the  right  side,  and  descending  vertically,  enters  the  pericardium 
about  an  inch  and  a  half  above  the  heart,  and  terminates  in  the  upper  part 
of  the  right  auricle.  In  its  course,  it  describes  a  slight  curve,  the  convexity  of 
which  is  turned  to  the  right  side. 

Relations.  In  front,  with  the  thoracic  fascia,  which  separates  it  from  the 
thymus  gland,  and  from  the  sternum ;  behind,  with  the  root  of  the  right  lung. 
On  its  right  side,  with  the  phrenic  nerve  and  right  pleura;  on  its  left  side,  with 
the  ascending  part  of  the  aorta.  The  portion  contained  within  the  pericardium 
is  covered  by  the  serous  layer  of  that  membrane,  in  its  anterior  three-fourths. 
It  receives  the  vena  azygos  major,  just  before  it  enters  the  pericardium,  and 
several  small  veins  from  the  pericardium  and  parts  in  the  mediastinum.  The 
superior  vena  cava  has  no  valves. 

The  Azygos  Veins  connect  together  the  superior  and  inferior  venae  cava?, 
supplying  the  place  of  those  vessels  in  the  part  of  the  chest  which  is  occupied 
by  the  heart. 

The  larger,  or  right  azygos  vein,  commences  opposite  the  first  or  second  lumbar 
vertebra,  by  a  branch  from  the  right  lumbar  veins;  sometimes  by  a  branch  from 
the  renal  vein,  or  from  the  inferior  vena  cava.  It  enters  the  thorax  through  the 
aortic  opening  in  the  Diaphragm,  and  passes  along  the  right  side  of  the  vertebral 
column  to  the  third  dorsal  vertebra;  where  it  arches  forward  over  the  root  of 
the  right  lung,  and  terminates  in  the  superior  vena  cava,  just  before  that  vessel 
enters  the  pericardium.  Whilst  passing  through  the  aortic  opening  of  the 
Diaphragm,  it  lies  with  the  thoracic  duct  on  the  right  side  of  the  aorta;  and  in 
the  thorax,  it  lies  upon  the  intercostal  arteries,  on  the  right  side  of  the  aorta 
and  thoracic  duct,  covered  by  the  pleura. 

Branches.  It  receives  nine  or  ten  lower  intercostal  veins  of  the  right  side, 
the  vena  azygos  minor,  several  oesophageal,  mediastinal,  and  vertebral  veins; 
near  its  termination,  the  right  bronchial  vein;  and  is  occasionally  connected 
with  the  right  superior  intercostal  vein.  A  few  imperfect  valves  are  found  in 
this  vein ;  but  its  branches  are  provided  with  complete  valves. 

The  intercostal  veins  on  the  left  side,  below  the  two  or  three  upper  intercostal 
spaces,  usually  form  two  trunks,  named  the  left  lower,  and  the  left  upper,  azygos 
veins. 

The  left  lower,  or  smaller  azygos  vein,  commences  in  the  lumbar  region,  by  a 
branch  from  one  of  the  lumbar  veins,  or  from  the  left  renal.  It  passes  into  the 
thorax,  through  the  left  crus  of  the  Diaphragm,  and,  ascending  on  the  left  side 
of  the  spine,  as  high  as  the  sixth  or  seventh  dorsal  vertebra,  passes  across  the 
column,  behind  the  aorta  and  thoracic  duct,  to  terminate  in  the  right  azygos 
vein.  It  receives  the  four  or  five  lower  intercostal  veins  of  the  left  side,  and 
some  oesophageal  and  mediastinal  veins. 

The  left  upper  azygos  vein  varies  according  to  the  size  of  the  left  superior 
intercostal.  It  receives  veins  from  the  intercostal  spaces  between  the  left  supe- 
rior intercostal  vein,  and  highest  branch  of  the  left  lower  azygos.  They  are 
usually  two  or  three  in  number,  and  join  to  form  a  trunk,  which  ends  in  the 
right  azygos  vein,  or  in  the  left  lower  azygos.  When  this  vein  is  small,  or 
altogether  wanting,  the  left  superior  intercostal  vein  will  extend  as  low  as  the 
fifth  or  sixth  intercostal  space. 

The  bronchial  veins  return  the  blood  from  the  substance  of  the  lungs;  that  of 
the  right  side  opens  into  the  vena  azygos  major,  near  its  termination;  that  of 
the  left  side,  into  the  left  superior  intercostal  vein. 

The  Spinal  Veins. 

The  numerous  venous  plexuses  placed  upon  and  within  the  spine  may  be 
arranged  into  four  sets. 

1.  Those  placed  on  the  exterior  of  the  spinal  column  (the  dorsi-spinal  veins). 
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2.  Those  situated  in  the  interior  of  the  spinal  canal,  between  the  vertebrae 
and  the  theca  vertebralis  (meningo-rachidian  veins). 

3.  The  veins  of  the  bodies  of  the  vertebra. 

4.  The  veins  of  the  spinal  cord  (meduDi-spinal). 

1.  The  Dorsi-spinal  Veins  commence  by  small  branches,  which  receive  their 
blood  from  the  integument  of  the  back  of  the  spine,  and  from  the  muscles  in 
the  vertebral  grooves.  They  form  a  complicated  network,  which  surrounds 
the  spinous  processes,  the  laminae,  and  the  transverse  and  articular  processes  of 
all  the  vertebrae.  At  the  basis  of  the  transverse  processes,  they  communicate, 
by  means  of  ascending  and  descending  branches,  with  the, veins  surrounding 
the  contiguous  vertebrae,  and  they  join  with  the  veins  in  the  spinal  canal  by 
branches  which  perforate  the  ligamenta  subflava;  they  terminate  in  the  intervals 
between  the  arches  of  the  vertebrae,  by  joining  the  vertebral  veins  in  the  neck, 
the  intercostal  veins  in  the  thorax,  and  the  lumbar  and  sacral  veins  in  the  loins 
and  pelvis. 

2.  The  principal  veins  contained  in  the  spinal  canal  are  situated  between  the 
theca  vertebralis  and  the  vertebrae.  They  consist  of  two  longitudinal  plexuses, 
one  of  which  runs  along  the  posterior  surface  of  the  bodies  of  the  vertebra 
throughout  the  entire  length  of  the  spinal  canal  (anterior  longitudinal  spinal 
veins),  receiving  the  veins  belonging  to  the  bodies  of  the  vertebrae  (venaB  basis 
vertebrarum).  The  other  plexus  (posterior  longitudinal  spinal  veins)  is  placed 
on  the  inner,  or  anterior  surface  of  the  laminaB  of  the  vertebrae,  and  extends 
also  along  the  entire  length  of  the  spinal  canal. 

The  Anterior  Longitudinal  Spinal  Veins  consist  of  two  large,  tortuous,  venous 
canals,  which  extend  along  the  whole  length  of  the  vertebral  column,  from  the 
foramen  magnum  to  the  base  of  the  coccyx,  being  placed  one  on  each  side  of 
the  posterior  surface  of  the  bodies  of  the  vertebrae,  external  to  the  posterior 
common  ligament.  These  veins  communicate  together  opposite  each  vertebra, 
by  transverse  trunks,  which  pass  beneath  the  ligament,  and  receive  the  large 
venaB  basis  vertebrarum,  from  the  interior  of  the  body  of  each  vertebra.  The 
anterior  longitudinal  spinal  veins  are  least  developed  in  the  cervical  and  sacral 
regions.  They  are  not  of  uniform  size  throughout,  being  alternately  enlarged 
and  constricted.  At  the  intervertebral  foramina,  they  communicate  with  the 
dorsi-spinal  veins,  and  with  the  vertebral  veins  in  the  neck,  with  the  intercostal 
veins  in  the  dorsal  region,  and  with  the  lumbar  and  sacral  veins  in  the  corre- 
sponding regions. 

The  Posterior  Longitudinal  Spinal  Veins,  smaller  than  the  anterior,  are  situated 
one  on  either  side,  between  the  inner  surface  of  the  laminae  and  the  theca  verte- 
bralis. They  communicate  (like  the  anterior),  opposite  each  vertebra,  by  trans- 
verse trunks;  and  with  the  anterior  longitudinal  veins,  by  lateral  transverse 
branches,  which  pass  from  behind  forwards.  These  veins,  at  the  intervertebral 
foramina,  join  with  the  dorsi-spinal  veins. 

3:  The  Veins  of  the  Bodies  of  the  Vertebrse  (venae  basis  vertebrarum)  emerge 
from  the  foramina  on  their  posterior  surface,  and  join  the  transverse  trunk 
connecting  the  anterior  longitudinal  spinal  veins.  They  are  contained  in  large 
tortuous  channels,  in  the  substance  of  the  bones,  similar  in  every  respect  to  those 
found  in  the  diploe  of  the  cranial  bones.  These  canals  lie  parallel  to  the  upper 
and  lower  surface  of  the  bones,  arise  from  the  entire  circumference  of  the 
vertebra,  communicate  with  veins  which  enter  through  the  foramina  on  the 
anterior  surface  of  the  bodies,  and  converge  to  the  principal  canal,  which  is 
sometimes  double  towards  its  posterior  part.  They  become  greatly  developed 
in  advanced  age. 

4.  The  Veins  of  the  Spinal  Cord  (medulli-spinal)  consist  of  a  minute  tortuous 
venous  plexus  which  covers  the  entire  surface  of  the  cord,  being  situated  between 
the  pia  mater  and  arachnoid.  These  vessels  emerge  chiefly  from  the  posterior 
median  furrow,  and  are  largest  in  the  lumbar  region.    Near  the  base  of  the 


skull  they  unite,  and  form  two  or  three  small  trunks,  which  communicate  with 
the  vertebral  veins,  and  then  terminate  in  the  inferior  cerebellar  veins,  or  in  the 

Fig.  3  S3.— Trans  verse  Section  of  a  Dorsal  Vertebra,  showing  the  Spinal  Veins. 


Fig.  340.— Vertical  Section  of  two  Dorsal  Vcrlebne,  showing  the  Spinal  Vcini. 


petrosal  sinuses.  Each  of  the  spinal  nerves  is  accompanied  by  a  branch  as  far 
as  the  inter-vertebral  foramina,  where  they  join  the  other  veins  from  the  spinal 
canal. 

There  are  no  valves  in  the  spinal  veins. 

VEINS  OP  THE  LOWER  EXTREMITY. 

The  Veins  of  the  Lower  Extremity  are  subdivided,  like  those  of  the  upper, 
into  two  sets,  superficial  and  deep;  the  superficial  veins  being  placed  beneath 
the  integument,  between  the  two  layers  of  superficial  fascia;  the  deep  veins 
accompanying  the  arteries,  and  forming  the  vense  comites  of  those  vessels. 
Both  sets  of  veins  are  provided  with  valves,  which  are  more  numerous  in  the 
deep  than  in  the  superficial  set.  These  valves  are  also  more  numerous  in  the 
lower  than  in  the  upper  limb. 

The  Superficial  Veiiis  of  the  lower  extremity  arc  the  internal  or  long  saphe- 
nous, and  the  external  or  short  saphenous. 
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The  internal  saphenous  vein  (Fig.  341)  commences  Fig-  341.— The  Internal  or 
from  a  minute  plexus,  which  covers  the  dorsum  and  £°DR  Saphenous  Vein  and  its 
toner  side  of  the  foot ;  it  ascends  in  front  of  the  inner  I*nc 
ankle,  and  along  the  inner  side  of  the  leg,  behind  the 
inner  margin  of  the  tibia,  accompanied  by  the  inter- 
nal saphenous  nerve.  At  the  knee,  it  passes  back- 
wards behind  the  inner  condyle  of  the  femur,  ascends 
along  the  inside  of  the  thigh,  and  passing  through 
the  saphenous  opening  in  the  fascia  lata,  terminates 
in  the  femoral  vein  about  an  inch  and  a  half  below 
Poupart's  ligament.  This  vein  receives  in  its  course 
cutaneous  branches  from  the  leg  and  thigh,  and  at 
the  saphenous  opening  the  superficial  epigastric,  su- 
perficial circumflex  iliac,  and  external  pudic  veins. 
The  veins  from  the  inner  and  back  part  of  the  thigh 
frequently  nnite  to  form  a  large  vessel,  which  enters 
the  main  trunk  near  the  saphenous'  opening ;  and 
sometimes  those  on  the  outer  aide  of  the  thigh  join 
to  form  a  large  branch ;  so  that  occasionally  three 
large  veins  are  seen  converging  from  different  parts  of 
the  thigh  towards  the  saphenous  opening.  The  in- 
ternal saphenous  vein  communicates  in  the  foot  with 
the  internal  plantar  vein ;  in  the  leg,  with  the  pos- 
terior tibial  veins,  by  branches  which  perforate  the 
tibial  origin  of  the  Soleus  muscle,  and  also  with  the 
anterior  tibial  veins ;  at  the  knee,  with  the  articular 
veins;  in  the  thigh,  with  the  femoral  vein  by  one  or 
more  branches.  The  valves  in  this  vein  vary  from 
two  to  six  in  number;  they  are  more  numerous  in 
the  thigh  than  in  the  leg. 

The  external  or  short  saphenous  vein  (Fig.  342)  is 
formed  by  branches  which  collect  the  blood  from  the 
dorsum  and  outer  side  of  the  foot;  it  ascends  behind 
the  outer  ankle,  and  along  the  outer  border  of  the 
tendo  Achillis,  across  which  it  passes  at  an  acute 
angle  to  reach  the  middle  line  of  the  posterior  aspect 
of  the  leg.  Passing  directly  upwards,  it  perforates 
the  deep  fascia  in  the  lower  part  of  the  popliteal  space, 
and  terminates  in  the  popliteal  vein,  between  the 
heads  of  the  Gastrocnemius  muscle.  It  is  accompa- 
nied by  the  external  saphenous  nerve.  It  receives 
numerous  large  branches  from  the  back  part  of  the 
leg,  and  communicates  with  the  deep  veins  on  the 
dorsum  of  the  foot,  and  behind  the  outer  malleolus. 
This  vein  has  only  two  valves,  one  of  which  is  always 
found  near  its  termination  in  the  popliteal  vein. 

The  Deep  Veins  of  the  lower  extremity  accompany 
the  arteries  and  their  branches,  and  are  called  the 
venie  comites  of  those  vessels. 

The  external  and  internal  plantar  veins  unite  to 
form  the  posterior  tibial.  They  accompany  the 
posterior  tibial  artery,  and  are  joined  by  the  pero- 
neal veins. 

The  anterior  tibial  veins  are  formed  by  a  continuation  upwards  of  the  venre 
comites  of  the  dorsalis  pedis  artery.  They  perforate  the  interosseous  mem- 
brane at  the  upper  part  of  the  leg,  and  form,  by  their  junction  with  the  posterior 
tibial,  the  popliteal  vein. 
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The  valves  in  the  deep  veins  are  very  numerous. 

The  Popliteal  "Vein  is  formed  by  the  junction  of  the  venae  comites  of  the 

anterior  and  posterior  tibial  vessels;  it  ascends  through  the 

Fig.   342.— biter-    popliteal  space  to  the  tendinous  aperture  in  the  Adductor 
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dodb  Vein.  magnuB,  where  it  becomes  the  lemoral  vein.     In  the  lower 

part  of  its  course,  it  is  placed  internal  to  the  artery ;  between 

the  heads  of  the  Gastrocnemius,  it   ib   superficial   to  that 

vessel;  but  above  the  knee-joint,  it  is  close  to  its  outer  side. 

It  receives  the  sural  veins  from  the  Gastrocnemius  muscle, 

the  articular  veins,  aud  the  external  saphenous.    The  valves 

in  this  vein  are  usually  four  in  number. 

The  Femobal  Vein  accompanies  the  femoral  artery 
through  the  upper  two-thirds  of  the  thigh.  In  the  lower 
part  of  its  course,  it  lies  external  to  the  artery ;  higher  up, 
it  is  behiud  it;  and  beneath  Poupart's  ligament,  it  lies  to  its 
inner  side,  and  on  the  same  plan.  It  receives  numerous 
muscular  branches;  the  profunda  femoris'joina  it  about  an 
inch  and  a  half  below  Poupart's  ligament,  and  near  its  termi- 
nation the  internal  saphenous  vein.  The  valves  in  this  vein 
are  four  or  five  in  number. 

The  External  Iliac  Vein  commences  at  the  termination 
of  the  femoral,  beneath  the  crural  arch,  and  passing  upwards 
along  the  brim  of  the  pelvis,  terminates  opposite  the  sacro- 
iliac symphysis,  by  uniting  with  the  internal  iliac  to  form 
the  common  iliac  vein.  On  the  right  side,  it  lies  at  first 
along  the  inner  side  of  the  external  iliac  artery ;  but  as  it 
passes  upwards,  gradually  inclines  behind  it.  On  the  left 
side,  it  lies  altogether  on  the  inner  side  of  the  artery.  It 
receives,  immediately  above  Poupart's  ligament,  the  epi- 
gastric and  circumflex  iliac  veins.     It  has  no  valves. 

The  Internal  Iliac  Vein  is  formed  by  the  venoe  comites 
of  the  branches  of  the  internal  iliac  artery,  the  umbilical 
arteries  excepted.     It  receives  the  blood  from  the  exterior 
of  the  pelvis  by  the  gluteal,  sciatic,  internal  pudic,  and  obtu- 
rator veins  ;  and  from  the  organs  in  the  cavity  of  the  pelvis 
by  the  hemorrhoidal  and  vesico-prostatic  plexuses  in  the 
male,  and  the  uterine  and  vaginal   plexuses  in  the  female. 
The  vessels  forming  these  plexuses  are  remarkable  for  their 
large  size,  their  frequent  anastomoses,  and  the  number  of 
valves  which  they  contain.     The  internal  iliac  vein  lies  at 
first  on  the  inner  side  and  then  behind  the  internal  iliac  artery,  and  terminates 
opposite  the  sacroiliac  articulation,  by  uniting  with  the  external  iliac,  to  form 
the  common  iliac  vein.     This  vessel  has  no  valves. 

The  hemorrhoidal  plexus  surrounds  the  lower  end  of  the  rectum,  being  formed 
by  the  superior  hemorrhoidal  veins  (branches  of  the  inferior  mesenteric),  and  the 
middle  and  inferior  hemorrhoidal,  which  terminate  in  the  internal  iliac.  The 
portal  and  general  venous  systems  have  a  free  communication  by  means  of  the 
branches  composing  this  plexus. 

The  vesico-prostatic  plexus  surrounds  the  neck  and  base  of  the  bladder  and 
prostate  gland.  It  communicates  with  the  hemorrhoidal  plexus  behind,  and 
receives  the  dorsal  vein  of  the  penis,  which  enters  the  pelvis  beneath  the  sub- 
pubic ligament.  This  plexus  is  supported  upon  the  sides  of  the  bladder  by  ft 
reflection  of  the  pelvic  fascia.  The  veins  composing  it  are  very  liable  to  become 
varicose,  and  often  contain  hard  earthy  concretions,  called  phleboliths. 

The  dorsal  vein  of  the  penis  is  a  vessel  of  large  size,  which  returns  the  blood 
from  the  body  of  that  organ.  At  first  it  consists  of  two  branches,  which  are 
contained  in  the  groove  on  the  dorsum  of  the  penis,  and  it  receives  veins  from 
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the  glans,  the  corpus  spongiosum,  and  numerous  superficial  veins ;  these  unite 
near  the  root  of  the  penis  into  a  single  trunk,  which  pierces  the  triangular  liga- 
ment beneath  the  pubio  arch,  and  divides  into  two  branches,  which  enter  the 
prostatic  plexus. 

The  vaginal  plexus  surrounds  the  mucous  membrane,  being  especially  de- 
veloped at  the  orifice  of  the  vagina ;  it  communicates  with  the  vesical  plexus 
in  front,  and  with  the  hemorrhoidal  plexus  behind. 

The  uterine  plexus  is  situated  along  the  sides  and  superior  angles  of  the  uterus, 
receiving  large  venous  canals  (the  uterine  sinuses)  from  its  substance.  The 
veins  composing  this  plexus  anastomose  frequently  with  each  other  and  with 
the  ovarian  veins.     They  are  not  tortuous  like  the  arteries. 

The  Common  Iliac  Veins  are  formed  by  the  union  of  the  external  and  internal 
iliac  veins  in  front  of  the  sacro- vertebral  articulation ;  passing  obliquely  upwards 
towards  the  right  side,  they  terminate  upon  the  intervertebral  substance  between 
the  fourth  and  fifth  lumbar  vertebra,  where  the  veins  of  the  two  sides  unite  at 
an  acute  angle  to  form  the  inferior  vena  cava.  The  right  common  iliac  is  shorter 
than  the  left,  nearly  vertical  in  its  direction,  and  ascends  behind  and  then  to  the 
outer  side  of  its  corresponding  artery.  The  left  common  iliac,  longer  and  more 
oblique  in  its  course,  is  at  first  situated  on  the  inner  side  of  the  corresponding 
artery,  and  then  behind  the  right  common  iliac.  Each  common  iliac  receives 
the  ilio-lumbar  and  sometimes  the  lateral  sacral  veins.  The  left  receives,  in 
addition,  the  middle  sacral  vein.     No  valves  are  found  in  these  veins. 

The  middle  sacral  vein  accompanies  its  corresponding  artery  along  the  front 
of  the  sacrum,  and  terminates  in  the  left  common  iliac  vein ;  occasionally  in  the 
commencement  of  the  inferior  vena  cava. 

Peculiarities.  The  left  common  iliac  vein,  instead  of  joining  with  the  right  in  its  usual  posi- 
tion, occasionally  ascends  on  the  left  side  of  the  aorta  as  high  as  the  kidney,  where,  after  receiv- 
ing the  left  renal  vein,  it  crosses  over  the  aorta,  and  then  joins  with  the  right  vein  to  form  the 
vena  cava.  In  these  cases,  the  two  common  iliacs  are  connected  by  a  small  communicating  branch 
at  the  spot  where  they  are  usually  united. 

The  Inferior  Vena  Cava  returns  to  the  heart  the  blood  from  all  the  parts 
below  the  Diaphragm.  It  is  formed  by  the  junction  of  the  two  common  iliac 
veins  on  the  right  side  of  the  intervertebral  substance  between  the  fourth  and 
fifth  lumbar  vertebrae.  It  passes  upwards  along  the  front  of  the  spine,  on  the 
right  side  of  the  aorta,  and  having  reached  the  under  surface  of  the  liver,  is 
contained  in  a  groove  in  its  posterior  border.  It  then  perforates  the  tendinous 
centre  of  the  Diaphragm,  enters  the  pericardium,  where  it  is  covered  by  its 
serous  layer,  and  terminates  in  the  lower  and  back  part  of  the  right  auricle.  At 
its  termination  in  the  auricle,  it  is  provided  with  a  valve,  the  Eustachian,  which 
is  of  large  size  during  foetal  life. 

Relations.  In  front,  from  below  upwards,  with  the  mesentery,  transverse 
portion  of  the  duodenum,  the  pancreas,  portal  vein,  and  the  posterior  border  of 
the  liver,  which  partly  and  occasionally  completely  surrounds  it ;  behind,  with 
the  vertebral  column,  the  right  crus  of  the  Diaphragm,  the  right  renal  and 
lumbar  arteries ;  on  the  left  side,  with  the  aorta.  It  receives  in  its  course  the 
following  branches : 

Lumbar.  Suprarenal. 

Bight  spermatic.  Phrenic. 

Renal.  Hepatic. 

^  Peculiarities.  In  Position.  This  vessel  is  sometimes  placed  on  the  left  side  of  the  aorta,  as 
high  as  the  left  renal  vein,  after  receiving  which,  it  crosses  over  to  its  usual  position  on  the  right 
side ;  or  it  may  be  placed  altogether  on  the  left  side  of  the  aorta,  as  far  upwards  as  its  termina- 
tion in  the  heart :  in  such  cases,  the  abdominal  and  thoracic  viscera,  together  with  the  great  ves- 
sels, are  all  transposed. 

Point  of  Termination.  Occasionally,  the  inferior  vena  cava  joins  the  right  azygos  vein,  which 
is  then  of  large  size.  In  such  cases,  the  superior  cava  receives  the  whole  of  the  blood  from  the 
body  before  transmitting  it  to  the  right  auricle,  except  the  blood  from  the.  hepatij  veins,  which 
terminate  directly  in  the  right  auricle. 
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The  lumbar  veins,  three  or  four  in  number  on  each  side,  collect  the  blood  by 
dorsal  branches  from  the  muscles  and  integument  of  the  loins,  and  by  abdominal 
branches  from  the  walls  of  the  abdomen,  where  they  communicate  with  the 
epigastric  veins.  At  the  spine,  they  receive  branches  from  the  spinal  plexuses, 
and  then  pass  forwards  round  the  sides  of  the  bodies  of  the  vertebrae  beneath 
the  Psoas  magnus,  and  terminate  at  the  back  part  of  the  inferior  cava.  The 
left  lumbar  veins  are  longer  than  the  right,  ana  pass  behind  the  aorta.  The 
lumbar  veins  communicate  with  each  other  by  branches  which  pass  in  front  of 
the  transverse  processes.  Occasionally,  two  or  more  of  these  veins  unite  to  form 
a  single  trunk,  the  ascending  lumbar,  which  serves  to  connect  the  common  iliac, 
ilio-lumbar,  lumbar,  and  azygos  veins  of  the  corresponding  side  of  the  body. 

The  spermatic  veins  emerge  from  the  back  of  the  testis,  and  receive  branches 
from  the  epididymis;  they  form  a  branched  and  convoluted  plexus,  called  the 
spermatic  plexus  (plexus  pampiniformis),  below  the  abdominal  ring:  the  vessels 
composing  this  plexus  are  very  numerous,  and  ascend  along  the  cord  in  front 
of  the  vas  deferens;  having  entered  the  abdomen,  they  coalesce  to  form  two 
branches,  which  ascend  on  the  Psoas  muscle,  behind  the  peritoneum,  lying  one 
on  each  side  of  the  spermatic  artery,  and  unite  to  form  a  single  vessel,  which 
opens  on  the  right  side  in  the  inferior  vena  cava,  at  an  acute  angle,  on  the  left 
side  in  the  left  renal  vein,  at  a  right  angle.  The  spermatic  veins  are  provided 
with  valves.  The  left  spermatic  vein  passes  behind  the  sigmoid  flexure  of  the 
colon,  a  part  of  the  intestine  in  which  faecal  accumulation  is  common ;  this  cir- 
cumstance, as  well  as  the  indirect  communication  of  the  vessel  with  the  inferior 
vena  cava,  may  serve  to  explain  the  more  frequent  occurrence  of  varicocele  on 
the  left  side. 

The  ovarian  veins  are  analogous  to  the  spermatic  in  the  male ;  they  form  a 
plexus  near  the  ovary,  and  in  the  broad  ligament  and  Fallopian  tube,  communi- 
cating with  the  uterine  plexus.  They  terminate  as  in  the  male.  Valves  are 
occasionally  found  in  these  veins.  These  vessels,  like  the  uterine  veins,  become 
much  enlarged  during  pregnancy. 

The  renal  veins  are  of  large  size,  and  placed  in  front  of  the  renal  arteries.1 
The  left  is  longer  than  the  right,  and  passes  in  front  of  the  aorta,  just  below  the 
origin  of  the  superior  mesenteric  artery.  It  receives  the  left  spermatic  and  left 
inferior  phrenic  veins.  It  usually  opens  into  the  vena  cava,  a  little  higher  than 
the  right. 

The  suprarenal  vein  terminates,  on  the  right  side,  in  the  vena  cava;  on  the 
left  side,  in  the  left  renal  or  phrenic  vein. 

The  phrenic  veins  follow  the  course  of  the  phrenic  arteries.  The  two  superior, 
of  small  size,  accompany  the  phrenic  nerve  and  comes  nervi  phrenici  artery ; 
the  right  terminating  opposite  the  junction  of  the  two  venae  innominatae,  the 
left  in  the  left  superior  intercostal  or  left  internal  mammary.  The  two  inferior 
phrenic  veins  follow  the  course  of  the  phrenic  arteries,  and  terminate,  the  right 
in  the  inferior  vena  cava,  the  left  in  the  left  renal  vein. 

The  hepatic  veins  commence  in  the  substance  of  the  liver,  in  the  capillary 
terminations  of  the  vena  portao :  these  branches,  gradually  uniting,  form  three 
large  veins,  which  converge  towards  the  posterior  border  of  the  liver,  and  open 
into  the  inferior  vena  cava,  whilst  that  vessel  is  situated  in  the  groove  at  the 
back  part  of  this  organ.  Of  these  three  veins,  one  from  the  right,  and  another 
from  the  left  lobe,  open  obliquely  into  the  vena  bava ;  that  from  the  middle  of 
the  organ  and  lobulus  Spigelii  having  a  straight  course.  The  hepatic  veins  run 
singly,  and  are  in  direct  contact  with  the  hepatic  tissue.  They  are  destitute  of 
valves. 

1  The  student  may  observe  that  all  veins  above  the  Diaphragm,  which  do  not  lie  on  the  same 
plane  as  the  arteries  which  they  accompany,  lie  in  front  of  them;  and  that  all  veins  below  the 
Diaphragm,  which  do  not  lie  on  the  same  plane  as  the  arteries  which  they  accompany,  lie  behind 
them,  except  the  renal  and  profunda  femoris  vein. 
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Portal  System  of  Veins. 

The  Portal  Venous  System  is  composed  of  four  large  veins,  which  collect  the 
venous  blood  from  the  viscera  of  digestion.  The  trunk  formed  by  their  union 
(vena  portse)  enters  the  liver  and  ramifies  throughout  its  substance;  and  its 
branches  again  emerging  from  that  organ  as  the  hepatic  veins  terminate  in  the 
inferior  vena  cava.  The  branches  of  this  vein  are  in  all  cases  single,  and  desti- 
tute of  valves. 

The  veins  forming  the  portal  system  are,  the 

Inferior  mesenteric.  Splenic. 

Superior  mesenteric.  Gastric. 

The  inferior  mesenteric  vein  returns  the  blood  from  the  rectum,  sigmoid  flex- 
ure, and  descending  colon,  corresponding  with  the  ramifications  of  the  branches 
of  the  inferior  mesenteric  arterv.  Ascending  beneath  the  peritoneum  in  the 
lumbar  region,  it  passes  behind  the  transverse  portion  of  the  duodenum  and 
pancreas,  and  terminates  in  the  splenic  vein.  Its  hemorrhoidal  branches  inos- 
culate with  those  of  the  internal  iliac,  and  thus  establish  a  communication 
between  the  portal  and  the  general  venous  system.1 

The  superior  mesenteric  vein  returns  the  blood  from  the  small  intestines,  and 
from  the  Cfflcum  and  ascending  and  transverse  portions  of  the  colon,  correspond- 
ing with  the  distribution  of  the  branches  of  the  superior  mesenteric  artery. 
The  large  trunk  formed  by  the  union  of  these  branches  ascends  along  the  right 
side  and  in  front  of  the  corresponding  artery,  passes  in  front  of  the  transverse 
portion  of  the  duodenum,  and  unites  behind  the  upper  border  of  the  pancreas 
with  the  splenic  vein  to  form  the  vena  porte.  It  receives  the  right  gastro- 
epiploic vein. 

The  splenic  vein  commences  by  five  or  six  large  branches,  which  return  the 
blood  from  the  substance  of  the  spleen.  These  uniting  form  a  single  vessel, 
which  passes  from  left  to  right  behind  the  upper  border  of  the  pancreas,  and 
terminates  at  its  greater  end  by  uniting  at  a  right  angle  with  the  superior 
mesenteric  to  form  the  vena  porte.  The  splenic  vein  is  of  large  size,  and  not 
tortuous  like  the  artery.  It  receives  the  vasa  brevia  from  the  left  extremity  of 
the  stomach,  the  left  gastro-epiploic  vein,  pancreatic  branches  from  the  pancreas, 
the  pancreatico-duodenal  vein,  and  the  inferior  mesenteric  vein. 

The  gastric  is  a  vein  of  small  size,  which  accompanies  the  gastric  artery  from 
left  to  right  along  the  lesser  curvature  of  the  stomach,  and  terminates  in  the  vena 
port®. 

The  Portal  Vein  is  formed  by  the  junction  of  the  superior  mesenteric  and 
splenic  veins,  their  union  taking  place  in  front  of  the  vena  cava,  and  behind  the 
upper  border  of  the  great  end  of  the  pancreas.  Passing  upwards  through  the 
right  border  of  the  lesser  omentum  to  the  under  surface  of  the  liver,  it  enters 
the  transverse  fissure,  where  it  is  somewhat  enlarged,  forming  the  sinus  of  the 
.  portal  vein,  and  divides  into  two  branches,  which  accompany  the  ramifications 
of  the  hepatic  artery  and  hepatic  duct  throughout  the  substance  of  the  liver. 
Of  these  two  branches  the  right  is  the  larger  but  the  shorter  of  the  two.  The 
portal  vein  is  about  four  inches  in  length,  and,  whilst  contained  in  the  lesser 
omentum,  lies  behind  and  between  the  hepatic  duct  and  artery,  the  former  being 
to  the  right,  the  latter  to  the  left.  These  structures  are  accompanied  by  fila- 
ments of  the  hepatic  plexus  of  nerves,  and  numerous  lymphatics,  surrounded  by 
a  quantity  of  loose  areolar  tissue  (capsule  of  Glisson),  and  placed  between  the 

1  Besides  this  anastomosis  between  the  portal  vein  and  the  branches  of  the  vena  cava,  other 
anastomoses  between  the  portal  and  systemic  veins  are  formed  by  the  communication  between  the 
left  renal  vein  and  the  veins  of  the  intestines,  especially  of  the  colon  and  duodenum,  and  between 
superficial  branches  of  the  portal  veins  of  the  liver  and  the  phrenic  veins,  as  pointed  out  by  Mr. 
Kieman  (Todd  and  Bowman). 


layers  of  the  lesser  omentum.    The  vena  portra  receives  the  gastric  and  cystic 
veins ;  the  latter  vein  sometimes  terminates  in  the  right  branch  of  the  vena 

Fig.  343.— Portal  Vein  and  its  Branches. 


portee.     Within  the  liver  the  portal  vein  receives  the  blood  from  the  branches 
of  the  hepatic  artery. 

Cardiac  Veins. 

The  veins  which  return  the  blood  from  the  substance  of  the  heart  are,  the 

Great  cardiac  vein.  Anterior  cardiac  veins. 

Posterior  cardiac  vein.  Venae  Thebesii. 

The  Great  Cardiac  Vein  is  a  vessel  of  considerable  size,  which  commences  at 

the  apex  of  the  heart,  and  ascends  along  the  anterior  interventricular  groove  to 

the  base  of  the  ventricles.     It  then  curves  to  the  left  side,  around  the  auriculo- 

ventricular  groove,  between  the  left  auricle  and  ventricle,  to  the  back  part  of 

the  heart,  and  opens  into  the  coronary  sinus,  its  aperture  being  guarded  oy  two 
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valves.  It  receives  the  posterior  cardiac  vein,  and  the  left  cardiac  veins  from 
the  left  auricle  and  ventricle,  one  of  which,  ascending  along  the  left  margin  of 
the  ventricle,  is  of  large  size.  The  branches  joining  it  are  provided  with 
valves. 

The  Posterior  Cardiac  Vein  commences,  by  small  branches,  at  the  apex  of  the 
heart,  communicating  with  those  of  the  preceding.  It  ascends  along  the  poste- 
rior interventricular  groove  to  the  base  of  the  heart,  and  terminates  in  the  coro- 
nary sinus,  its  orifice  being  guarded  by  a  valve.  It  receives  the  veins  from  the 
posterior  surface  of  both  ventricles. 

The  Anterior  Cardiac  Veins  are  three  or  four  small  branches,  which  collect 
the  blood  from  the  anterior  surface  of  the  right  ventricle.  One  of  these  (the 
vein  of  Galen),  larger  than  the  rest,  runs  along  the  right  border  of  the  heart. 
They  open  separately  into  the  lower  part  of  the  right  auricle. 

The  Vense  Thebesii  are  numerous  miuute  veins,  which  return  the  blood 
directly  from  the  muscular  substance,  without  entering  the  venous  current. 
They  open  by  minute  orifices  {foramina  Thebesii),  on  the  inner  surface  of  the 
right  auricle. 

The  Coronary  Sinus  is  that  portion  of  the  great  cardiac  vein  which  is  situated 
in  the  posterior  part  of  the  left  auriculo- ventricular  groove.  It  is  about  an  inch 
in  length,  presents  a  considerable  dilatation,  and  is  covered  by  the  muscular  fibres 
of  the  left  auricle.  It  receives  the  great  cardiac  vein,  the  posterior  cardiac  vein, 
and  an  oblique  vein  from  the  back  part  of  the  left  auricle,  the  remnant  of  the 
obliterated  left  innominate  trunk  of  the  foetus,  described  by  Mr.  Marshall.  The 
coronary  sinus  terminates  in  the  right  auricle,  between  the  inferior  vena  cava 
and  the  auriculo- ventricular  aperture,  its  orifice  being  guarded  by  a  semilunar 
fold  of  the  lining  membrane  of  the  heart,  the  coronary  valve.  All  the  branches 
joining  this  vessel,  excepting  the  oblique  vein  above  mentioned,  are  provided 
with  valves. 

The  Pulmonary  Veins. 

The  Pulmonary  Veins  return  the  arterial  blood  from  the  lungs  to  the  left 
auricle  of  the  heart.  They  are  four  in  number,  two  for  each  lung.  The 
pulmonary  differ  from  other  veins  in  several  respects:  1.  They  carry  arterial 
instead  of  venous  blood.  2.  They  are  destitute  of  valves.  3.  They  are  only 
slightly  larger  than  the  arteries  they  accompany.  4.  They  accompany  those 
vessels  singly.  They  commence  in  a  capillary  network,  upon  the  parietes  of  the 
bronchial  cells,  where  they  are  continuous  with  the  ramifications  of  the  pul- 
monary artery,  and,  uniting  together,  form  a  single  trunk  for  each  lobule.  These 
branches,  uniting  successively,  form  a  single  trunk  for  each  lobe,  three  for  the 
right,  and  two  for  the  left  lung.  The  vein  from  the  middle  lobe  of  the  right 
lung  unites  with  that  from  the  upper  lobe,  in  most  cases,  forming  two  trunks 
on  each  side,  which  open  separately  into  the  left  auricle.  Occasionally,  they 
remain  separate ;  there  are  then  three  veins  on  the  right  side.  Not  unfrequently, 
the  two  left  pulmonary  veins  terminate  by  a  common  opening. 

Within  the  lung,  the  branches  of  the  pulmonary  artery  are  in  front,  the  veins 
behind,  and  the  bronchi  between  the  two. 

At  the  root  of  the  lung,  the  veins  are  in  front,  the  artery  in  the  middle,  and  the 
bronchus  behind. 

Within  the  pericardium,  their  anterior  surface  is  invested  by  the  serous  layer 
of  this  membrane.  The  right  pulmonary  veins  pass  behind  the  right  auricle 
and  ascending  aorta;  the  left  pass  in  front  of  the  thoracic  aorta,  with  the  left 
pulmonary  artery. 


Of  the  Lymphatics. 

The  Lymphatics  have  derived  their  name  from  the  appearance  of  the  fluid 
contained  in  their  interior  {lympha,  water).  They  are  also  called  absorbents, 
from  the  property  they  possess  of  absorbing  certain  materials  from  the  tissues, 
and  conveying  them  into  the  circulation. 

The  lymphatic  system  includes  not  only  the  lymphatic  vessels  and  the  glands 
through  which  they  pass,  but  also  the  lacteal,  or  chyliferous  vessels.  The  lac- 
teals  are  the  lymphatic  vessels  of  the  small  intestine,  and  differ  in  no  respect 
from  the  lymphatics  generally,  excepting  that  they  contain  a  milk-white  fluid, 
the  chyle,  during  the  process  of  digestion,  and  convey  it  into  the  blood  through 
the  thoracic  duct. 

The  lymphatics  are  exceedingly  delicate  vessels,  the  coats  of  which  are  so 
transparent,  that  the  fluid  they  contain  is  readily  seen  through  them.  They 
retain  a  nearly  uniform  size,  being  interrupted  at  intervals  by  constrictions 
which  give  them  a  knotted  or  beaded  appearance.  These  constrictions  are  due 
to  the  presence  of  valves  in  their  interior.  Lymphatics  have  been  found  in 
nearly  every  texture  and  organ  of  the  body,  with  the  exception  of  the  substance 
of  the  brain  and  spinal  cord,  the  eyeball,  cartilage,  tendon,  the  membranes  of 
the  ovum,  the  placenta,  and  umbilical  cord,  the  nails,  cuticle,  and  hair.  Their 
existence  in  the  substance  of  bone  is  doubtful. 

The  lymphatics  are  arranged  into  a  superficial  and  deep  set.  The  superficial 
lymphatics,  on  the  surface  of  the  body,  are  placed  immediately  beneath  the 
integument,  accompanying  the  superficial  veins;  they  join  the  deep  lymphatics 
in  certain  situations  by  perforating  the  deep  fascia.  In  the  interior  of  the  body, 
they  lie  in  the  submucous  areolar  tissue,  throughout  the  whole  length  of  the 
gastro-pulmonary  and  genito-urinary  tracts;  and  in  the  subserous  areolar  tissue 
m  the  cranial,  thoracic,  and  abdominal  cavities.  The  method  of  their  origin  is 
described  along  with  the  other  details  of  their  minute  anatomy  in  the  intro- 
duction. Here  it  will  be  sufficient  to  say  that  a  plexiform  network  of  minute 
lymphatics  may  be  found  interspersed  among  the  proper  elements  and  blood- 
vessels of  the  several  tissues;  the  vessels  composing  which,  as  well  as  the 
meshes  between  them,  are  much  larger  than  those  of  the  capillary  plexus. 
From  these  networks  small  vessels  emerge,  which  pass,  either  to  a  neighboring 
gland,  or  to  join  some  larger  lymphatic  trunk.  The  deep  lymphatics,  fewer  in 
number,  and  larger  than  the  superficial,  accompany  the  deep  bloodvessels. 
Their  mode  of  origin  is  not  known ;  it  is,  however,  probably,  similar  to  that  of 
the  superficial  vessels.  The  lymphatics  of  any  part  or  organ  exceed  the  veins 
in  number;  but  in  size  they  are  much  smaller.  Their  anastmoses  also,  espe- 
cially those  of  the  large  trunks,  are  more  frequent,  and  are  effected  by  vessels 
equal  in  diameter  to  those  which  they  connect,  the  continuous  trunks  retaining 
the  same  diameter. 

The  lymphatic  or  absorbent  glands,  named  also  conylobate  glands,  are  small 
solid  glandular  bodies,  situated  in  the  course  of  the  lymphatic  and  lacteal 
vessels.  They  are  found  in  the  neck  and  on  the  external  parts  of  the  head ; 
in  the  upper  extremity,  in  the  axilla  and  in  front  of  the  elbow ;  in  the  lower 
extremity,  in  the  groin  and  popliteal  space.  In  the  abdomen,  they  are  found 
in  large  numbers  in  the  mesentery,  and  along  the  side  of  the  aorta,  vena  cava, 
and  iliac  vessels ;  and  in  the  thorax,  in  the  anterior  and  posterior  mediastina. 
They  are  somewhat  flattened,  and  of  a  round  or  oval  form.  In  size,  they  vary 
from  a  hemp-seed  to  an  almond,  and  their  color,  on  section,  is  of  a  pinkish-gray 
(588) 
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tint,  excepting  the  bronchial  glands,  which  in  the  adult  are  mottled  with  black. 
Each  gland  has  a  layer,  or  capsule  of  cellular  tissue  investing  it,  from  which 
prolongations  dip  into  its  substance  forming  partitions.  The  lymphatic  and 
lacteal  vessels  pass  through  these  bodies  in  their  passage  to  the  thoracic  and 
lymphatio  duets.  A  lympoatic  or  lacteal  vessel,  previous  to  entering  a  gland, 
divides  into  several  small  branches  which  are  named  afferent  vessels.  As  they 
enter,  their  external  coat  becomes  continuous  with  the  capsule  of  the  gland, 
and  the  vessels,  much  thinned,  and  consisting  only  of  their  internal  coat  and 
epithelium,  pass  into   the  gland, 

where  they  subdivide  and  pursue  Fig-  344.— The  Thoracic  and  Eight  Lymphatic  Duct, 
a  tortuous  course ;  and  they  finally 
anastomose,  so  as  to  form  a  plexus. 
The  vessels  composing  this  plexus 
unite  to  form  two  or  more  efferent  *s~ 
vessels,  which,  on  emerging  from 
the  gland,  are  again  invested  with 
their  external  coat.  Further  de- 
tails on  the  minute  anatomy  of 
the  lymphatic  vessels  and  glands 
will  be  found  in  the  Introduction. 

Thoracic  Duct. 

The  Thoracic  Duct  (Fig.  344) 
conveys  the  great  mass  of  the 
lymph  and  chyle  into  the  blood. 
It  is  the  common  trunk  of  all  the 
lymphatic  vessels  of  the  body, 
excepting  those  of  the  right  side 
of  the  head,  neck,  and  thorax, 
and  right  upper  extremity,  the 
right  lung,  right  side  of  the  heart, 
and  the  convex  surface  of  the 
liver.  It  varies  from  eighteen  to  I 
twenty  inches  in  length  in  the  / 
adult,  and  extends  from  the  second 
lumbar  vertebra  to  the  root  of  the 
neck.  It  commences  in  the  abdo- 
men by  a  triangular  dilatation, 
the  receptaculum  chyli  (reservoir 
or  cistern  of  Pecquet),  which  is 
situated  upon  the  front  of  the 
body  of  the  second  lumbnr  verte- 
bra, to  the  right  side  and  behind 
the  aorta,  by  the  side  of  the  right 
cms  of  the  Diaphragm.  It  ascends 
into  the  thorax  through  the  aortic  I 
opening  in  the  Diaphragm,  and  is 
placed  in  the  posterior  medias-  ^ 
tinum  in  front  of  the  vertebral 
column,  lying  between  the  aorta 
and  vena  azygos.  Opposite  the 
fourth  dorsal  vertebra,  it  inclines 
towards  the  left  side  and  ascends  i 
behind  the  arch  of  the  aorta,  on 
the  left  side  of  the  cesophagus,  and  I 
behind  the  first  portion  of  the  left 
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subclavian  artery  to  the  upper  orifice  of  the  thorax.  Opposite  the  upper  border 
of  the  seventh  cervical  vertebra,  it  curves  downwaras  above  the  subclavian 
artery,  and  in  front  of  the  Scalenus  anticus  muscle,  so  as  to  form  an  arch ;  and 
terminates  near  the  angle  of  junction  of  the  left  internal  jugular  and  subclavian 
veins.  The  thoracic  duct,  at  its  commencement,  is  about  equal  in  size  to  the 
diameter  of  a  goose-quill,  diminishes  considerably  in  its  calibre  in  the  middle  of 
the  thorax,  and  is  again  dilated  just  before  its  termination.  It  is  generally 
flexuous  in  its  course,  and  constricted  at  intervals,  so  as  to  present  a  varicose 
appearance.  The  thoracic  duct  not  infrequently  divides  in  the  middle  of  its  i 
course  into  two  branches  of  unequal  size,  which  soon  reunite,  or  into  several 
branches  which  form  a  plexiform  interlacement.  It  occasionally  bifurcates,  at 
its  upper  part,  into  two  branches,  of  which  the  one  on  the  left  side  terminates 
in  the  usual  manner,  while  that  on  the  right  opens  into  the  right  subclavian 
vein  in  connection  with  the  right  lymphatic  duct.  The  thoracic  duct  has 
numerous  valves  throughout  its  whole  course,  but  they  are  mor6  numerous  in 
the  upper  than  in  the  lower  part ;  at  its  termination  it  is  provided  with  a  pair 
of  valves,  the  free  borders  of  which  are  turned  towards  the  vein,  so  as  to 
prevent  the  regurgitation  of  venous  blood  into  the  duct. 

Branches.  The  thoracic  duct,  at  its  commencement,  receives  four  or  five  large 
trunks  from  the  abdominal  lymphatic  glands,  and  also  the  trunk  of  the  lacteal 
vessels.  "Within  the  thorax,  it  is  joined  by  the  lymphatic  vessels  from  the  left 
half  of  the  wall  of  the  thoracic  cavity,  the  lymphatics  from  the  sternal  and 
intercostal  glands,  those  of  the  left  lung,  left  side  of  the  heart,  trachea,  and 
oesophagus;  and  just  before  its  termination,  receives  the  lymphatics  of  the  left 
side  of  the  head  and  neck,  and  left  upper  extremity. 

Structure.  The  thoracic  duct  is  composed  of  three  coats,  which  differ  in  some 
respects  from  those  of  the  lymphatic  vessels.  The  internal  coat  consists  of  a 
layer  of  epithelium,  resting  upon  some  striped  lamella,  and  an  elastic  fibrous 
coat,  the  fibres  of  which  run  in  a  longitudinal  direction.  The  middle  coat 
consists  of  a  layer  of  connective  tissue,  beneath  which  are  several  laminae  of 
muscular  tissue,  the  fibres  of  which  are  disposed  transversely,  and  intermixed 
with  the  elastic  fibres.  The  external  coat  is  composed  of  areolar  tissue,  with 
elastic  fibres  and  isolated  fasciculi  of  muscular  fibres. 

The  Right  Lymphatic  Duct  is  a  short  trunk,  about  an  inch  in  length,  and  a 
line  or  a  line  and  a  half  in  diameter,  which  receives  the  lymph  from  the  right 
side  of  the  head'  and  neck,  the  right  upper  extremity,  the  right  side  of  the 
thorax,  the  right  lung  and  right  side  of  the  heart,  and  from  the  convex  surface  ( 
of  the  liver,  and  terminates  at  the  angle  of  union  of  the  right  subclavian  and 
right  internal  jugular  veins.  Its  orifice  is  guarded  by  two  semilunar  valves,  * 
which  prevent  the  entrance  of  blood  from  the  veins. 

Lymphatics  op  the  Head,  Face,  and  Neck. 

The  Superficial  Lymphatic  Glands  of  the  Head  (Fig.  345)  arc  of  small  size,  few 
in  number,  and  confined  to  its  posterior  region.  They  are  the  occipital,  placed 
at  the  back  of  the  head  along  the  attachment  of  the  occipito- frontalis;  and  the 
posterior  auricular,  near  the  upper  end  of  the  Sterno-mastoid.  These  glands  are 
affected  in  cutaneous  eruptions  and  other  diseases  of  the  scalp.  In  the  face,  the 
superficial  lymphatic  glands  are  more  numerous :  they  are  the  parotid,  some  of 
which  are  superficial  and  others  deeply  placed  in  the  substance  of  the  parotid 
gland;  the  zygomatic,  situated  under  the  zygoma;  the  buccal,  on  the  surface  of 
the  Buccinator  muscle ;  and  the  submaxillary,  the  largest,  beneath  the  body  of 
the  lower  jaw. 

The  superficial  lymphatics  of  the  head  are  divided  into  an  anterior  and  a 
posterior  set,  which  follow  the  course  of  the  temporal  and  occipital  vessels.  ' 
The  temporal  set  accompany  the  temporal  artery  in  front  of  the  ear,  to  the 
parotid  lymphatic  glands,  from  which  they  proceed  to  the  lymphatic  glands  of 
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the  neck.  The  occipital  set  follow  the  course  of  the  occipital  artery,  descend 
to  the  occipital  and  posterior  auricular  lymphatic  glands,  and  from  thence  join 
the  cervical  glands. 

The  superficial  lymphatics  of  the  face  are  more  numerous  than  those  of  the 
head,  and  commence  over  "its  entire  surface.  Those  from  the  frontal  region 
accompany  the  frontal  vessels ;  they  then  pass  obliquely  across  the  face,  running 
with  the  facial  vein,  pass  through  the  buccal  glands  on  the  surface  of  the 
Buccinator  muscle,  and  join  the  submaxillary  lymphatic  glands.  The  latter 
receive  the  lymphatic  vessels  from  the  lips,  and  are  often  found  enlarged  in 
cases  of  malignant  disease  of  those  parts. 

The  deep  lymphatics  of  the/ace  are  derived  from  the  pituitary  membrane  of 
the  nose,  the  mucous  membrane  of  the  mouth  and  pharynx,  and  the  contents  of 
the  temporal  and  orbital  fossoa ;  they  accompany  the  branches  of  the  internal 
maxillary  artery,  and  terminate  in  the  deep  parotid,  and  cervical  lymphatic 
glands. 

The  deep  lymphatics  of  the  cranium  consist  of  two  sets,  the  meningeal  and 
cerebral.     The  meningeal  lymphatics  accompany  the  meningeal  vessels,  escape 

Fig.  345.— The  Superficial  Lymphatics  and  Glands  of  the  Head,  Face,  and  Neck. 


through  foramina  at  the  base  of  the  skull,  and  join  the  deep  cervical  lymphatic 
glands.  The  cerebral  lymphatics  are  described  by  Eshmann  as  being  situated 
Between  the  arachnoid  and  pia  mater,  as  well  as  in  the  choroid  plexuses  of  the 
lateral  ventricles;    they  accompany  the  trunks  of  the  carotid  and  vertebral 
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arteries,  and  probably  pass  through  foramina  at  the  base  of  the  skull,  to  terminate 
in  the  deep_  cervical  glands.  They  have  not  at  present  been  demonstrated  in  the 
dura  mater,  or  in  the  substance  of  the  brain. 

The  Lymphatic  Gflande  of  the  Neck  are  divided  into  two  sets,  superficial  and 
deep.  -  — -  . 

The  superf^iaj^cervical  glands  are  placed  in  the  course  of  the  external  jugular 
vein,  between  the  Platysma  and  stemo-mastoid.  They  are  most  numerous  at 
the  root  of  the  neck,  in  the  triangular  interval  between  the  clavicle,  the  Btcrno- 
mastoid,  and  the  Trapezius,  where  they  are  continuous  with  the  axillary  glands. 
A  few  small  glands  are  also  found  on  the  front  and  sides  of  the  larynx. 

The  deep  cervical  glands  (Fig.  346)  are  numerous  and  of  large  size ;  they  form 
an  uninterrupted  chain  along  the  sheath  of  the  carotid  artery  and  internal  jugu- 
lar vein,  lying  by  the  side  of  the  phrarynx,  oesophagus,  and  trachea,  and  extend- 
ing from  the  base  of  the  skull  to  the  thorax,  where  they  communicate  with  the 
lymphatic  glands  in  that  cavity. 

Fig.  34(1. — The  Deep  Lymphatics  and  Glanda  of  the  Neck  and  Tiioinx. 


The  superficial  and  deep  cervical  lymphatics  are  a  continuation  of  those  already 
described  on  the  cranium  and  face.  After  traversing  the  glands  in  those  regions, 
they  pass  through  the  chain  of  glands  which  lie  along  the  sheath  of  the  carotid 
vessels,  being  joined  by  the  lymphatics  from  the  pharynx,  oesophagus,  larynx, 
trachea,  and  thyroid  gland.     At  the  lower  part  of  the  neck,  after  receiving 
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some  lymphatics  from  the  thorax,  they  unite  into  a  single  trunk,  which  termi- 
nates on  tne  left  side,  in  the  thoracic  duct ;  on  the  right  side,  in  the  right  lym- 
phatic duct^. 

Lymphatics  of  the  Upper  Extremity. 

The  Lymphatic  Glands  of  the  upper  extremity  (Fig.  347)  may  be  subdivided 
into  two  sets,  superficial  and  deep. 

The  superficial  lymphatic  glands  are  few  and  of  small  size.  There  are  occa-  . 
sionally  two  or  three  in  front  of  the  elbow,  and  one  or  two  above  the  internal  , 
condyle  of  the  humerus,  near  the  basilic  vein. 

Fig.  347.— The  Superficial  Lymphatics  ami  Glands  of  the  Upper  Extremity. 


The  deep  lymphatic  glands  are  also  few  in  number.  In  the  forearm  a  few 
small  ones  are  occasionally  found  in  the  course  of  the  radial  and  ulnar  vessels; 
and  in  the  arm,  there  is  a  chain  of  small  glands  along  the  inner  side  of  the  bra- 
chial artery. 
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The  axillary  glands  are  of  large  size,  and  usually  ten  or  twelve  in  number. 
A  chain  of  these  glands  surrounds  the  axillary  vessels  imbedded  in  a  quantity 
of  loose  areolar  tissue ;  they  receive  the  lymphatic  vessels  from  the  arm  ;  others 
are  dispersed  in  the  areolar  tissue  of  the  axilla :  the  remainder  are  arranged  in 
two  series,  a  small  chain  running  along  the  lower  border  of  the  Pectoralis  major 
as  far  as  the  mammary  gland,  receiving  the  lymphatics  from  the  front  of  the 
chest  and  mamma ;  and  others  are  placed  along  the  lower  margin  of  the  poste- 
rior wall  of  the  axilla,  which  receive  the  lymphatics  from  the  integument  of 
the  back.  Two  or  three  subclavian  lymphatic  glands  are  placed  immediately 
beueath  the  clavicle ;  it  is  through  these  that  the  axillary  and  deep  cervical 
glands  communicate  with  each  other.  One  is  figured  by  Mascagni  near  the 
umbilicus.  In  malignant  diseases,  tumors,  or  other  affections  implicating  the 
upper  part  of  the  back  and  shoulder,  the  front  of  the  chest  and  mamma,  the 
upper  part  of  the  front  and  side  of  the  abdomen,  or  the  hand,  forearm,  and  arm, 
the  axillary  glands  are  liable  to  be  found  enlarged. 

The  superficial  lymphatics  of  the  upper  extremity  arise  from  the  skin  of  the 
hand,  and  run  along  the  sides  of  the  fingers  chiefly  on  the  dorsal  surface  of  the 
hand ;  they  then  pass  up  the  forearm,  and  subdivide  into  two  sets,  which  take 
the  course  of  the  subcutaneous  veins.  Those  from  the  inner  border  of  the  hand 
accompany  the  ulnar  veins  along  the  inner  side  of  the  forearm  to  the  bend  of 
the  elbow,  where  they  join  with  some  lymphatics  from  the  outer  side  of  the  fore- 
arm ;  they  then  follow  the  course  of  the  basilic  vein,  communicate  with  the  glands 
immediately  above  the  elbow,  and  terminate  in  the  axillary  glands,  joining  with 
the  deep  lymphatics.  The  superficial  lymphatics  from  the  outer  and  back  part 
of  the  hand  accompany  the  radial  veins  to  the  bend  of  the  elbow.  They  are  less 
numerous  than  the  preceding.  At  the  bend  of  the  elbow,  the  greater  number 
join  the  basilic  group ;  the  rest  ascend  with  the  cephalic  vein  on  the  outer  side 
of  the  arm,  some  crossing  the  upper  part  of  the  Biceps  obliquely,  to  terminate 
in  the  axillary  glands,  whilst  one  or  two  accompany  the  cephalic  vein  in  the 
cellular  interval  between  the  Pectoralis  major  and  Deltoid,  and  enter  the  sub- 
clavian lymphatic  glands. 

The  deep  lymphatics  of  the  upper  extremity  accompany  the  deep  bloodvessels. 
In  the  forearm,  they  consist  of  three  sets,  corresponding  with  the  radial,  ulnar, 
and  interosseous  arteries ;  they  pass  through  the  glands  occasionally  found  in 
the  course  of  those  vessels,  and  communicate  at  intervals  with  the  superficial 
lymphatics.  In  their  course  upwards,  some  of  them  pass  through  the  glands 
which  lie  upon  the  brachial  artery;  they  then  enter  the  axillary  and  subclavian 
glands,  and  at  the  root  of  the  neck  terminate,  on  the  left  side,  in  the  thoracic 
duct,  and  on  the  right  side  in  the  right  lymphatic  duct. 

Lymphatics  of  the  Lower  Extremity. 

The  Lymphatic  Glands  of  the  lower  extremity  may  be  subdivided  into  two 
sets,  superficial  and  deep ;  the  former  are  confined  to  the  inguinal  region. 

The  superficial  inguinal  glands,  placed  immediately  beneath  the  integument, 
are  of  large  size,  and  vary  from  eignt  to  ten  in  number.  They  are  divisible  into 
two  groups:  an  upper,  disposed  irregularly  along  Poupart's  ligament,  which 
receive  the  lymphatic  vessels  from  the  integument  of  the  scrotum,  penis,  parietes 
of  the  abdomen,  perineal  and  gluteal  regions ;  and  an  inferior  group,  which 
surround  the  saphenous  opening  in  the  fascia  lata,  a  few  being  sometimes  con- 
tinued along  the  saphenous  vein  to  a  variable  extent.  The  latter  receive  the 
superficial  lymphatic  vessels  from  the  lower  extremity.  These  glands  frequently 
become  enlarged  in  diseases  implicating  the  parts  from  which  their  lymphatics 
originate.  Thus  in  jnalignant  or  syphilitic  affections  of  the  prepuce  ana  penis, 
or  of  the  labia  majora  in  the  female,  in  cancer  scroti,  in  abscess  in  the  perineum, 
or  in  any  other  disease  affecting  the  integument  and  superficial  structures  in 
those  parts,  or  the  sub-umbilical  part  of  the  abdomen  or  gluteal  region,  the 


OF   THE  LOWER  EXTREMITY.  595 

upper  chain  of  glands  is  almoat  invaria-    Fig.  348.— The  Superficial  Lymphatics  and 
hly  enlarged,  the  lower  chaiD  being  im-  ulttDd8  of  the  ^*"  E^^- 

f>licated  in  diseases  affecting  the  lower  t 
imb. 

The  deep  lymphatic  (/lands  are,  the  an-  , 
terior  tibial,  popliteal,  deep  inguinal,  | 
gluteal,  and  ischiatic. 

The  anterior  tibial  gland  is  not  con- 
stant in  its  existence.      It  is  generally 

found  by  the  side  of  the  anterior  tibial  .  ■ 

artery,  upon  the  interosseous  membrane  I 
at  the  upper  part  of  the  leg.     Occasion- 
ally, two  glands  are  found  in  this  situa- 
tion. 

The  deep  popliteal  glands,  four  or  five 
in  number,  are  of  small  size  ;  they  sur-  I 
round  the  popliteal  vessels,  imbedded  in 
the  cellular  tissue  and  fat  of  the  popliteal 
space. 

The  deep  inguinal  glands  are  placed 
beneath  the  deep  fascia  around  the  femo- 
ral artery  and  vein.  They  are  of  small  I 
size,  and  communicate  with  the  super- 
ficial inguinal  glands  through  the  saphe- 
nous opening. 

The  gluteal   and  ischiatic   glands  are 
placed,  the  former  above,  the  latter  below 
the  Pyriformia  muscle,  resting  on  their  ) 
corresponding     vessels     as     they    pass 
through  the  great  sacro-sciatic  foramen. 

The  Lymphatics  of  the  lower  extremity, 
like  the  veins,  may  be  divided  into  two 
sets,  superficial  and  deep. 

The  superficial  lymphatics  are  placed  ■ 
between  the  integument  and  superficial 
fascia,  and  are  divisible  into  two  groups :  I 
an  internal  group,  which  follow  the 
course  of  the  internal  saphenous  vein ; 
and  an  external  group,  which  accompany 
the  external  saphenous.  The  internal  1 
group,  the  larger,  commences  on  the  ] 
inner  side  and  dorsum  of  the  foot ;  they 
pass,  some  in  front,  and  some  behind  the 
inner  ankle,  run  up  the  leg  with  the  in- 
ternal saphenous  vein,  pass  with  it  be- 
hind the  inner  condyle  of  the  femur,  and 
accompany  it  to  the  groin,  where  they 
terminate  in  the  gToup  of  inguinal  glands 
which  surround  the  saphenous  opening. 
Some  of  the  efferent  vessels  from  these 
glands  pierce  the  cribriform  fascia  and 
sheath  of  the  femoral  vessels,  and  termi- 
nate in  a  lymphatic  gland  contained  in 
the  femoral  canal,  thus  establishing  a 
communication  between  the  lymphatics 
of  the  lower  extremity  and  those  of  the 
trunk ;  others  pierce  the  fascia  lata,  and 
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join  the  deep  inguinal  glands.  The  external  group  arise  from  the  outer  side  of 
the  foot,  ascend  in  front  of  the  leg,  and,  just  below  the  knee,  cross  the  tibia  from 
without  inwards,  to  join  the  lymphatics  on  the  inner  side  of  the  thigh.  Others 
commence  on  the  outer  side  of  the  foot,  pass  behind  the  outer  malleolus,  and 
accompany  the  external  saphenous  vein  along  the  back  of  the  leg,  where  they 
enter  the  popliteal  glands. 

The  deep  lymphatics  of  the  lower  extremity  are  few  in  number,  and  accompany 
the  deep  bloodvessels.  In  the  leg,  they  consist  of  three  sets>  the  anterior  tibial, 
peroneal,  and  posterior  tibial,  which  accompany  the  corresponding  bloodvessels, 
two  or  three  to  each  artery ;  they  ascend  with  the  bloodvessels,  and  enter  the 
lymphatic  glands  in  the  popliteal  space;  the  efferent  vessels  from  these  glands 
accompany  the  femoral  vein,  and  join  the  deep  inguinal  glands;  from  these,  the 
vessels  pass  beneath  Poupart's  ligament,  and  communicate  with  the  chain  of 
glands  surrounding  the  external  iliac  vessels. 

The  deep  lymphatics  of  the  gluteal  and  ischiatic  regions  follow  the  course  of 
the  bloodvessels,  and  join  the  gluteal  and  ischiatic  glands  at  the  great  sacro- 
sciatic  foramen. 

Lymphatics  of  the  Pelvis  and  Abdomen. 

The  deep  lymphatic  glands  in  the  pelvis  are,  the  external  iliac,  the  internal 
iliac,  and  the  sacral.     Those  of  the  abdomen  are  the  lumbar  glands. 

The  external  iliac  glands  form  an  uninterrupted  chain  round  the  external  iliac 
vessels,  three  being  placed  round  the  commencement  of  the  vessels  just  behind 
the  crural  arch.  They  communicate  below  with  the  femoral  lymphatics,  and 
above  with  the  lumbar  glands. 

The  internal  iliac  glands  surround  the  internal  iliac  vessels;  they  receive  the 
lymphatics  corresponding  to  the  branches  of  the  internal  iliac  artery,  and  com- 
municate with  the  lumbar  glands. 

The  sacral  glands  occupy  the  sides  of  the  anterior  surface  of  the  sacrum,  some 
being  situated  in  the  meso-rectal  fold.  These  and  the  internal  iliac  glands  are 
affected  in  malignant  disease  of  the  bladder,  rectum,  or  uterus. 

The  lumbar  glands  are  very  numerous;  they  are  situated  on  the  front  of  the 
lumbar  vertebras,  surrounding  the  common  iliac  vessels,  the  aorta  and  vena 
cava;  they  receive  the  lymphatic  vessels  from  the  lower  extremities  and  pelvis, 
as  well  as  from  the  testes  and  some  of  the  abdominal  viscera;  the  efferent 
vessels  from  these  glands  unite  into  a  few  large  trunks  which,  with  the  lacteals, 
form  the  commencement  of  the  thoracic  duct.  In  some  cases  of  malignant  dis- 
ease, these  glands  become  enormously  enlarged,  completely  surrounding  the 
aorta  and  vena  cava,  and  occasionally  greatly  contracting  the  calibre  of  those 
vessels.  In  all  cases  of  malignant  disease  of  the  testis,  and  in  malignant  disease 
of  the  lower  limb,  before  any  operation  is  attempted,  careful  examination  of 
the  abdomen  should  be  made,  in  order  to  ascertain  if  any  enlargement  exists: 
and  if  any  should  be  detected,  all  operative  measures  should  be  avoided,  as 
fruitless. 

The  lymphatics  of  the  pelvis  and  abdomen  may  be  divided  into  two  sets,  super- 
ficial and  deep. 

The  superficial  lymphatics  of  the  walls  of  the  abdomen  and  pelvis  follow  the 
course  of  the  superficial  bloodvessels.  Those  derived  from  the  integument  of 
the  lower  part  of  the  abdomen  below  the  umbilicus,  follow  the  course  of  the 
superficial  epigastric  vessels,  and  converge  to  the  superior  group  of  the  super- 
ficial inguinal  glands;  the  deep  set  accompany  the  deep  epigastric  vessels,  and 
communicate  with  the  external  iliac  glands.  The  superficial  lymphatics  from 
the  sides  of  the  lumbar  part  of  the  abdominal  wall  wind  round  the  crest  of  the 
ilium,  accompanying  the  superficial  circumflex  iliac  vessels,  to  join  the  superior 
group  of  the  superficial  inguinal  glands;  the  greater  number,  however,  run 
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backwards  along  with  the  iliolumbar  and  lumbar  vessels,  to  join  the  lumbar 
glands. 

The  superficial  lymphatics  of  the  //luteal  reyion  turn  horizontally  round  the 
outer  side  of  the  nates,  and  join  the  superficial  inguinal  glands. 

The  superficial  lymphatics  of  the  scrotum  and  perineum  follow  the  course  of 
the  external  pudic  vessels,  and  terminate  in  the  superficial  inguinal  glands. 

Fig.  349.— The  Deep  Lymphatic  Vessels  and  Glaodi  of  the  Abdomen  and  Pelvis. 


The  superficial  lymphatics  of  the  penis  occupy  the  sides  and  dorsum  of  the 
organ,  the  latter  receiving  the  lymphatics  from  the  skin  covering  the  glaiiB 
penis;  they  all  converge  to  the  upper  chain  of  the  superficial  inguinal  glands. 
The  deep  Ivmphatic  vessels  of  the  penis  follow  the  course  of  the  internal  pudic 
vessels,  and  join  the  internal  iliac  glands. 
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In  the  female,  the  lymphatic  vessels  of  the  mucous  membrane  of  the  labia, 
nymphae,  and  clitoris,  terminate  in  the  upper  chain  of  the  inguinal  glands. 

The  deep  lymphatics  of  the  pelvis  and  abdomen  take  the  course  of  the  principal 
bloodvessels.  Those  of  the  parietes  of  the  pelvis,  which  accompany  the  gluteal, 
ischiatic,  and  obturator  vessels,  follow  the  course  of  the  internal  iliac  artery,  and 
ultimately  join  the  lumbar  lymphatics. 

The  efferent  vessels  from  the  inguinal  glands  enter  the  pelvis  beneath  Pou- 
part's  ligament,  where  they  lie  in  close  relation  with  the  femoral  vein ;  they 
then  pass  through  the  chain  of  glands  surrounding  the  external  iliac  vessels,  and 
finally  terminate  in  the  lumbar  glands.  They  receive  the  deep  epigastric, 
circumflex  iliac,  and  ilio-lumbar  lymphatics. 

The  lymphatics  of  the  bladder  arise  from  the  entire  surface  of  the  organ ;  the 
greater  number  run  beneath  the  peritoneum  on  its  posterior  surface,  and,  after 

Sassing  through  the  lymphatic  glands  in  that  situation,  join  with  the  lymphatics 
:om  the  prostate  and  vesiculce  seminales,  and  enter  the  internal  iliac  glands. 

The  lymphatics  of  the  rectum  are  of  large  size ;  after  passing  through  some 
small  glands  that  lie  upon  its  outer  wall  and  in  the  meso-rectum,  they  pass  tc 
the  sacral  or  lumbar  glands. 

The  lymphatics  of  the  uterus  consist  of  two  sets,  superficial  and  deep :  the 
former  being  placed  beneath  the  peritoneum,  the  latter  in  the  substance  of  the 
organ.  The  lymphatics  of  the  cervix  uteri,  together  with  those  from  the  vagina, 
enter  the  internal  iliac  and  sacral  glands ;  those  from  the  body  and  fundus  of  the 
uterus  pass  outwards  in  the  broad  ligaments,  and,  being  joined  by  the  lympha- 
tics from  the  ovaries,  broad  ligaments,  and  Fallopian  tubes,  ascend  with  the 
ovarian  vessels  to  open  into  the  lumbar  glands.  In  the  unimpregnated  uterus, 
they  are  small ;  but  during  gestation,  they  become  very  greatly  enlarged. 

The  lymphatics  of  the  testicle  consist  of  two  sets,  superficial  and  deep ;  the 
former  commence  on  the  surface  of  the  tunica  vaginalis,  the  latter  in  the  epidi- 
dymis and  body  of  the  testis.  They  form  several  large  trunks,  which  ascend 
with  the  spermatic  cord,  and  accompanying  the  spermatic  vessels  into  the  abdo- 
men, open  into  the  lumbar  glands ;  hence  the  enlargement  of  these  glands  in 
malignant  disease  of  the  testis. 

The  lymphatics  of  the  kidney  arise  on  the  surface,  and  also  in  the  interior  of 
the  organ ;  they  join  at  the  hilum,  and,  after  receiving  the  lymphatic  vessels 
from  the  ureter  and  suprarenal  capsules,  open  into  the  lumbar  glands. 

The  lymphatics  of  the  liver  are  divisible  into  two  sets,  superficial  and  deep. 
The  former  arise  in  the  sub-peritoneal  areolar  tissue  over  the  entire  surface  of 
the  organ.  Those  on  the  convex  surface  may  be  divided  into  four  groups:  1. 
Those  which  pass  from  behind  forwards,  consisting  of  three  or  four  branches, 
which  ascend  in  the  longitudinal  ligament,  and  unite  to  form  a  single  trunk, 
which  passes  up  between  the  fibres  of  the  Diaphragm,  behind  the  ensiform 
cartilage  to  enter  the  anterior  mediastinal  glands,  and  finally  ascends  to  the  root 
of  the  neck,  to  terminate  in  the  right  lymphatic  duct.  2.  Another  group,  which 
also  incline  from  behind  forwards,  are  reflected  over  the  anterior  margin  of  the 
liver  to  its  under  surface,  and  from  thence  pass  along  the  longitudinal  fissure  to 
the  glands  in  the  gastro-hepatio  omentum.  3.  A  third  group  incline  outwards 
to  the  right  lateral  ligament,  and  uniting  into  one  or  two  large  trunks,  pierce 
the  Diaphragm,  and  run  along  its  upper  surface  to  enter  the  anterior  mediastinal 
glands;  or,  instead  of  entering  the  thorax,  turn  inwards  across  the  crus  of  the 
Diaphragm,  and  open  into  the  commencement  of  the  thoracic  duct.  4.  The 
fourth  group  incline  outwards  from  the  surface  of  the  left  lobe  of  the  liver  to 
the  left  lateral  ligament,  pierce  the  Diaphragm,  and  passing  forwards,  terminate 
in  the  glands  in  the  anterior  mediastinum. 

The  superficial  lymphatics  on  the  under  surface  of  the  liver  are  divided  into 
three  sets:  1.  Those  on  the  right  side  of  the  gall-bladder  enter  the  lumbar 
glands.  2.  Those  surrounding  the  gall  bladder  form  a  remarkable  plexus:  they 
accompany  the  hepatic  vessels,  and  open  into  the  glands  in  the  gastro-hepatio 
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omentum.  8.  Those  on  the  left  of  the  gall-bladder  pass  to  the  oesophageal 
glands,  and  to  the  glands  which  are  situated  along  the  lesser  curvature  of  the 
stomach. 

The  deep  lymphatics  accompany  the  branches  of  the  portal  vein  and  the 
hepatic  artery  and  duct  through  the  substance  of  the  liver ;  passing  out  at  the 
transverse  fissure,  they  enter  the  lymphatic  glands  along  the  lesser  curvature 
of  the  stomach  and  behind  the  pancreas,  or  join  with  one  of  the  lacteal  vessels 
previous  to  its  termination  in  the  thoracic  duct. 

The  lymphatic  glands  of  the  stomach  are  of  small  size ;  they  are  placed  along 
the  lesser  and  greater  curvatures,  some  within  the  gastro-  splenic  omentum, 
whilst  others  surround  the  cardiac  and  pyloric  orifices. 

The  lymphatics  of  the  stomach  consist  of  two  sets,  superficial  and  deep ;  the 
former  originating  in  the  subserous,  and  the  latter  in  the  submucous  coat.  They 
follow  the  course  of  the  bloodvessels,  and  may,  consequently,  be  arranged  into 
three  groups.  The  first  group  accompany  the  coronary  vessels  along  the  lesser 
curvature,  receiving  branches  from  both  surfaces  of  tne  organ,  and  pass  to  the 
glands  around  the  pylorus.  The  second  group  pass  from  the  great  end  of  the 
stomach,  accompany  the  vasa  brevia,  and  enter  the  splenic  lvmphatic  glands. 
The  third  group  run  along  the  greater  curvature  with  the  right  gastroepiploic 
vessels,  and  terminate  at  the  rcjot  of  the  mesentery  in  one  of  the  principal  lacteal 
vessels. 

The  lymphatic  glands  of  the  spleen  occupy  the  hilum.  Its  lymphatic  vessels 
consist  of  two  sets,  superficial  and  deep;  the  former  are  placed  beneath  its 
peritoneal  covering,  the  latter  in  the  substance  of  the  organ :  they  accompany 
the  bloodvessels,  passing  through  a  series  of  small  glands,  and  after  receiving 
the  lymphatics  from  the  pancreas,  ultimately  pass  into  the  thoracic  duct. 

The  Lymphatic  System  of  the  Intestines. 

* 

The  lymphatic  glands  of  the  small  intestine  are  placed  between  the  layers  of 
the  mesentery,  occupying  the  meshes  formed  by  the  superior  mesenteric  vessels, 
and  hence  called  mesenteric  glands.  They  vary  in  number  from  a  hundred  to  ax 
hundred  and  fifty :  and  in  size,  from  that  of  a  pea  to  that  of  a  small  almond. 
These  glands  are  most  numerous,  and  largest,  above  near  the  duodenum,  and 
below  opposite  the  termination  of  the  ileum  in  the  colon.  This  latter  group 
becomes  enlarged  and  infiltrated  with  deposit  in  cases  of  fever  accompanied  witn 
ulceration  of  the  intestines. 

The  lymphatic  glands  of  the  large  intestine  are  much  less  numerous  than  the 
mesenteric  glands ;  they  are  situated  along  the  vascular  arches  formed  by  the 
arteries  previous  to  their  distribution,  and  even  sometimes  upon  the  intestine 
itself.  They  are  fewest  in  number  along  the  transverse  colon,  where  they  form 
an  uninterrupted  chain  with  the  mesenteric  glands. 

The  lymphatics  of  the  small  intestine  are  called  lacteals,  from  the  milk-white 
fluid  they  usually  contain:  they  consist  of  two  sets,  superficial  and  deep:  the 
former  lie  beneath  the  peritoneal  coat,  taking  a  longitudinal  course  along  the 
outer  side  of  the  intestine;  the  latter  occupv  the  submucous  tissue,  and  course 
transversely  round  the  intestine,  accompanied  by  the  branches  of  the  mesenteric 
vessels:  they  pass  between  the  layers  of  the  mesentery,  enter  the  mesenteric 
glands,  and  finally  unite  to  form  two  or  three  large  trunks,  which  terminate  in 
the  thoracic  duct. 

The  lymphatics  of  the  large  intestine  consist  of  two  sets :  those  of  the  caecum, 
ascending  and  transverse  colon,  which,  after  passing  through  their  proper  glands, 
enter  the  mesenteric  glands;  and  those  of  the  descending  colon  and  rectum, 
which  pass  to  the  lumbar  glands. 
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The  Lymphatics  of  the  Thorax. 

The  deep  lymphatic  glands  of  the  thorax  are  the  intercostal,  internal  mammary, 
anterior  mediastinal,  and  posterior  mediastinal. 

The  intercostal  glands  are  small,  irregular  in  number,  and  situated  on  each 
side  of  the  spine,  near  the  costo-vertebral  articulations,  some  being  placed 
between  the  two  planes  of  intercostal  muscles. 

The  internal  mammary  glands  are  placed  at  the  anterior  extremity  of  each 
intercostal  space,  by  the  side  of  the  internal  mammary  vessels. 

The  anterior  mediastinal  glands  are  placed  in  the  loose  areolar  tissue  of  the 
anterior  mediastinum,  some  lying  upon  the  Diaphragm  in  front  of  the  pericar- 
dium, and  others  round  the  great  vessels  at  the  base  of  the  heart. 

The  posterior  mediastinal  glands  are  situated  in  the  areolar  tissue  in  the  poste- 
rior mediastinum,  forming  a  continuous  chain  by  the  side  of  the  aorta  and 
oesophagus;  they  communicate  on  each  side  with  the  intercostal,  below  with  the 
lumbar  glands,  and  above  with  the  deep  cervical. 

The  superficial  lymphatics  of  the  front  of  the  thorax  run  across  the  great  Pecto- 
ral muscle,  and  those  on  the  back  part  of  this  cavity  lie  upon  the  Trapezius  and 
Latissimus  dorsi;  they  all  converge  to  the  axillary  glands.  The  lymphatics 
from  the  mamma  run  along  the  lower  border  of  the  Pectoralis  major,  through 
a  chain  of  small  lymphatic  glands,  and  communicate  with  the  axillary  glands. 

The  deep  lymphatics  of  the  thorax  are  the  intercostal,  internal  mammary,  and 
diaphragmatic. 

The  intercostal  lymphatics  follow  the  course  of  the  intercostal  vessels,  receiving 
lymphatics  from  the  intercostal  muscles  and  pleura ;  they  pass  backwards  to 
the  spine,  and  unite  with  lymphatics  from  the  back  part  of  the  thorax  and 
spinal  canal.  After  traversing  the  intercostal  glands,  they  incline  down  the 
spine,  and  terminate  in  the  thoracic  duct. 

The  internal  mammary  lymphatics  follow  the  course  of  the  internal  mammary 
vessels;  they  commence  in  the  muscles  of  the  abdomen  above  the  umbilicus 
communicating  with  the  epigastric  lymphatics,  ascend  between  the  fibres  of  the 
Diaphragm  at  its  attachment  to  the  ensiform  appendix,  and  in  their  course 
behind  the  costal  cartilages  are  joined  by  the  intercostal  lymphatics,  termi- 
nating on  the  right  side  in  the  right  lymphatic  duct,  on  the  left  side  in  the 
thoracic  duct. 

The  lymphatics  of  the  Diaphragm  follow  the  course  of  their  corresponding 
vessels,  afld  terminate,  6ome  in  front,  in  the  anterior  mediastinal  and  internal 
mammary  glands,  some  behind  in  the  intercostal  and  hepatic  lymphatics. 

The  bronchial  glands  are  situated  round  the  bifurcation  of  the  trachea  and 
roots  of  the  lungs.  They  are  ten  or  twelve  in  number,  the  largest  being  placed 
opposite  the  bifurcation  of  the  trachea,  the  smallest  round  the  bronchi  ana  their 

frimary  divisions  for  some  little  distance  within  the  substance  of  the  lungs, 
n  infancy,  they  present  the  same  appearance  as  lymphatic  glands  in  other  situa- 
tions, in  the  adult  they  assume  a  brownish  tinge,  and  in  old  age  a  deep  black 
color.  Occasionally,  they  become  sufficiently  enlarged  to  compress  and  narrow 
the  canal  of  the  bronchi ;  and  they  are  often  the  seat  of  tubercle  or  deposits  of 
phosphate  of  lime. 

The  lymphatics  of  the  lung  consist  of  two  sets,  superficial  and  deep:  the 
former  are  placed  beneath  the  pleura,  forming  a  minute  plexus,  which  covers  the 
outer  surface  of  the  lung ;  the  latter  accompany  the  bloodvessels,  and  run  along 
the  bronchi:  they  both  terminate  at  the  root  of  the  lungs  in  the  bronchial 
glands.  The  efferent  vessels  from  these  glands,  two  or  three  in  number,  ascend 
upon  the  trachea  to  the  root  of  the  neck,  traverse  the  tracheal  and  oesophageal 
glands,  and  terminate  on  the  left  side  in  the  thoracic  duct,  and  on  the  right  side 
in  the  right  lymphatic  duct. 

The  cardiac  lymphatics  consist  of  two  sets,  superficial  and  deep ;  the  former 
arise  in  the  subserous  areolar  tissue  of  the  surface,  and  the  latter  beneath  the 
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internal  lining  membrane  of  the  heart.  They  follow  the  course  of  the  coro- 
nary vessels;  those  of  the  right  side  unite  into  a  trunk  at  the  root  of  the  aorta, 
which,  ascending  across  the  arch  of  that  vessel,  passes  backwards  to  the  trachea, 
upon  which  it  ascends,  to  terminate  at  the  root  of  the  neck  in  the  right  lym- 

Ehatic  duct.  Those  of  the  left  side  unite  into  a  single  vessel  at  the  base  of  the 
eart,  which,  passing  along  the  pulmonary  artery,  and  traversing  some  glands 
at  the  root  of  the  aorta,  ascends  on  the  trachea  to  terminate  in  the  thoracic 
duct. 

The  thymic  lymphatics  arise  from  the  spinal  surface  of  the  thymus  gland,  and 
terminate  on  each  side  in  the  internal  jugular  veins. 

The  thyroid  lymphatics  arise  from  either  lateral  lobe  of  this  organ ;  they  con- 
verge to  form  a  short  trunk,  which  terminates  on  the  right  side  in  the  right 
lymphatic  duct,  on  the  left  side  in  the  thoracic  duct. 

The  lymphatics  of  the  oesophagus  form  a  plexus  round  that  tube,  traverse  the 
glands  in  the  posterior  mediastinum,  and,  after  communicating  with  the  pulmo- 
nary lymphatic  vessels  near  the  roots  of  the  lungs,  terminate  in  the  thoracic 
duct. 


Nervous  System. 


The  Nervous  System  is  composed:  1.  of  a  series  of  connected  central  organs, 
called,  collectively,  the  cerebrospinal  centre  or  axis ;  2.  of  the  ganglia ;  and  3.  of 
the  nerves. 

The  Cerebro-spinal  Centre  consists  of  two  parts,  the  spinal  cord  and  the  ence- 
phalon :  the  latter  may  be  subdivided  into  the  cerebrum,  the  cerebellum,  the 
pons  Varolii,  and  the  medulla  oblongata. 

The  Spinal  Cord  and  its  Membranes. 

Dhsection.  To  dissect  the  cord  and  its  membranes,  it  will  be  necessary  to  Iny  open  the  whole 
length  of  the  spinal  canal.  For  this  purpose,  the  muscles  must  be  separated  from  the  vertebral 
grooves,  so  as  to  expose  the  spinous  processes  and  laminae  of  the  vertebrae  ;  and  the  latter  must  be 
sawn  through  on  each  side,  close  to  the  roots  of  the  transverse  processes,  from  the  third  or  fourth 
cervical  vertebra,  above,  to  the  sacrum  below.  The  vertebral  arches  having  been  displaced,  by 
means  of  a  chisel,  and  the  separate  fragments  removed,  the  dura  mater  will  be  exposed,  covered 
by  a  plexus  of  veins  and  a  quantity  of  loose  areolar  tissue,  often  infiltrated  with  serous  fluid.  The 
arches  of  the  upper  vertebras  are  best  divided  by  means  of  a  strong  pair  of  cutting  bone-forceps. 

Membranes  of  the  Cord. 

The  Membranes  which  envelop  the  spinal  cord  are  three  in  number.  The 
most  external  is  the  dura  mater,  a  strong  fibrous  membrane,  which  forms  a  loose 
sheath  around  the  cord.  The  most  internal  is  the  pia  mater,  a  cellulo- vascular 
membrane,  which  closely  invests  the  entire  surface  of  the  cord.  Between  the 
two  is  the  arachnoid  membrane,  an  intermediate  serous  sac,  which  envelops 
the  cord,  and  is  then  reflected  on  the  inner  surface  of  the  dura  mater. 
f  The  Dura  Mater  of  the  cord,  continuous  with  that  which  invests  the  brain, 
is  a  loose  sheath  which  surrounds  the  cord,  and  is  separated  from  the  bony 
j  walls  of  the  spinal  canal  by  a  quantity  of  loose  areolar  adipose  tissue,  and  a 
•  plexus  of  veins.  It  is  attached  to  the  circumference  of  the  foramen  magnum, 
and  to  the  posterior  common  ligament,  throughout  the  whole  length  of  the  spinal 
canal,  by  fibrous  tissue ;  and  extends,  below,  as  far  as  the  top  of  the  sacrum ;  but 
beyond  this  point,  it  is  impervious,  being  continued,  in  the  form  of  a  slender  cord, 
to  the  back  of  the  coccyx,  where  it  blends  with  the  periosteum.  This  sheath  is 
much  larger  than  is  necessary  for  its  contents,  and  its  size  is  greater  in  the  cer- 
vical and  lumbar  regions  than  in  the  dorsal.  Its  inner  surface  is  smooth,  covered 
by  a  layer  of  polygonal  cells ;  and  on  each  side  may  be  seen  the  double  openings 
which  transmit  the  two  roots  of  the  corresponding  spinal  nerve,  the  fibrous  layer 
of  the  dura  mater  being  continued  in  the  form  of  a  tubular  prolongation  on  them 
as  they  issue  from  these  apertures.  These  prolongations  of  the  dura  mater  are 
short  in  the  upper  part  of  the  spine,  but  become  gradually  longer  below,  forming 
a  number  of  tubes  of  fibrous  membrane,  which  inclose  the  sacral  nerves,  and 
are  contained  in  the  spinal  canal. 

The  chief  peculiarities  of  the  dura  mater  of  the  cord,  as  compared  with  that 
investing  the  brain,  are  the  following: 

The  dura  mater  of  the  cord  is  not  adherent  to  the  bones  of  the  spinal  canal, 
which  have  an  independent  periosteum. 

It  does  not  send  partitions  into  the  fissures  of  the  cord,  as  in  the  brain. 
Its  fibrous  laminrc  do  not  separate,  to  form  venous  sinuses,  as  in  the  brain. 
Structure.     The  dura  mater  consists  of  white  fibrous  tissue,  arranged  in  bands 
(602) 
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which  intersect  one  another.  It  is  sparingly  supplied  with  vessels;  and  no 
nerves  bave  as  yet  been  traced  into  it. 

The  Arachnoid  is  exposed  by  slitting  up  the  dura  mater,  and  reflecting  that 
membramno- either  side  (Fig.  350).  It  is  a  thin,  delicate  serous  membrane, 
which  invests  the  outer  surface  of  the  cord,  and  is 
then  reflected  upon  the  inner  surface  of  the  dura 
mater,  to  which  it  is  intimately  adherent.  Above, 
it  is  continuous  with  the  cerebral  arachnoid ;  below, 
it  is  reflected  on  the  various  nerves,  so  that  its  parie- 
tal and  visceral  layers  become  continuous  with  each 
other.  The  visceral  layer  is  the  portion  which  sur- 
rounds the~cor3,  and"  that  which  lines  the  inner  surface 
of  the  dura  mater  is  called  the  parietal  layer;'  the  in- 
terval between  the  two  is  caned  ""the  cavity  of  the 
arachnoid._  The  visceral  layer  forms  a  loose  sheath 
around  the  cord,  so  as  to  leave  a  considerable  interval 
between  the  two,  which  is  called  the  suk-arachnoidean 
space.  This  space  is  largest  at  the  lower  part  of  the  t 
spinal  canal,  and  incloses  the  mass  of  nerves  which  form 
the  cauda  equina.  It  contains  an  abundant  serous 
secretion,  the  cerebro-spinal  fluid,  and  usually  commu- 
nicates with  the  general  ventricular  cavity  of  the  brain, 
by  means  of  an  opening  in  the  fibrous  layer  of  the  in- 
ferior boundary  of  the  fourth  ventricle.  This  secre- 
tion is  sufficient  in  amount  to  expand  the  arachnoid 
membrane,  so  as  to  completely  fill  up  the  whole  of  the 
space  included  in  the  dura  mater.  The  sub-arach- 
noidean  space  is  crossed,  at  the  back  part  of  the  cord, 
by  numerous  fibrous  bands,  which  stretch  from  the 

arachnoid  to  the  pia  mater,  especially  in  the  cervical  region,  and  is  partially  sub- 
divided by  a  longitudinal  membranous  partition,  which  serves  to  connect  the 
arachnoid  with  the  pia  mater,  opposite  the  posterior  median  fissure.  This  parti- 
tion is  incomplete,  and  cribriform  in  structure,  consisting  of  bundles  of  white 
fibrous  tissue,  interlacing  with  each  other. 

The  visceral  layer  of  the  arachnoid  sur-  Fip.  351— Transverse  Section  or  the 
rounds  the  spinal  nerves  where  they  arise  8PitlQl  Cord  "ld  iu  Membranes, 

from  the  cord,  and  incloses  them  in  a  tubu- 
lar sheath  as  far  aa  their  point  of  exit  from  j 
the  dura  mater,  where  it  becomes  continuous                                                            \ 
with  the  parietal  layer.  *i 

The  arachnoid  isdestitute  of  vessels.  No 
nerves  have  as  yet  been  traced  into  this 
membrane. 

The  Pia  Mater  of  the  cord  is  exposed  on 
theremovaTof  the  arachnoid  (Fig.  350).    It 

is  less  vascular  in  structure  than  the  pia  mater  of  the  brain,  with  which  it  is 
continuous,  being  thicker,  more  dense  in  structure,  and  composed  of  fibrous 
tissue,  arranged  in  longitudinal  bundles.  It  covers  the  entire  surface  of  the  cord, 
to  which  it  is  very  intimately  adherent,  forming  its  neurilemma,  and  sends  a 
process  downwards  into  its  anterior  fissure,  and  another,  extremelv  delicate,  into 
the  posterior  fissure.  It  also  forms  a  sheath  for  each  of  the  filaments  of  the 
spinal  nerves,  and  invests  the  nerves  themselves.  A  longitudinal  fibrous  band 
extends  along  the  middle  line  on  its  anterior  surface,  called  by  Ilaller  the  linea 

1  Kttlliker  denies  that  the  inner  RnifBce  of  the  dura  mater  h  covered  by  an  outer  layer  of  the 
arachnoid,  and  stales  that  nothing  is  found  here  except  an  epithelial  layer,  no  trace  or  a  special 
membrane  existing. 
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splendggs ;  and  a  somewhat  similar  band,  the  ligainentum  denticulatum,  is 
situated  on  each  side.  At  the  point  where  the  cord  terminates,  the  pia  mater 
becomes  contracted,  and  is  continued  down  as  a  long,  slender  filament  (/Hum 
terminate),  which  descends  through  the  centre  of  the  mass  of  nerves  forming  the 
cauda  equina,  and  is  blended  with  the  impervious  sheath  of  dura  mater,  on  a 
level  with  the  top'of  the  sacraT~canaI7~  "it  assists  Tn  maintaining  the  cord  in  its 
position  during  the  movements  of  the  trunk,  and  is,  from  this  circumstance, 
called  the  central  ligament  of  the  spinal  cord.  It  contains  a  little  gray  nervous 
substance,  which  may  be  traced  for  some  distance  into  its  upper  part,  and  is 
accompanied  by  a  small  artery  and  vein. 

Structure.  The  pia  mater  of  the  cord,  though  less  vascular  than  that  which 
invests  the  brain,  contains  a  network  of  delicate  vessels  in  its  substance.  It  is 
also  supplied  with  nerves,  which  are  derived  from  the  sympathetic,  and  from 
the  posterior  roots  of  the  spinal  nerves.  At  the  upper  part  of  the  cord,  the  pia 
mater  presents  a  grayish,  mottled  tint,  which  is  owing  to  yellowish  or  brown 
pigment  cells  being  scattered  within  its  tissue. 

The  Liyamentum  Denticulatum  or  Dentatum  (Fig.  350)  is  a  narrow  fibrous 
band,  situated  on  each  side  of  the  spinal  cord,  throughout  its  entire  length,  and 
separating  the  anterior  from  the  posterior  roots  of  the  spinal  nerves,  having 
received  its  name  from  the  serrated  appearance  which  it  presents.     Its  inner 
border  is  continuous  with  the  pia  mater,  at  the  side  of  the  cord.     Its  outer 
border  presents  a  series  of  triangular,  dentated  serrations,  the  points  of  which 
are  fixed,  at  intervals,  to  the  dura  mater,  serving  to  unite  together  the  two 
layers  of  the  arachnoid  membrane.     These   serrations  are  about  twenty  in 
j    number,  on  each  side,  the  first  being  attached  to  the  dura  mater,  opposite  the 
:    margin  of  the  foramen  magnum,  between  the  vertebral  artery  and  the  hypo- 
glossal nerve ;  and  the  last  near  the  lower  end  of  the  cord.    Its  use  is  to  support 
,    the  cord  in  the  fluid  by  which  it  is  surrounded. 

The  Spinal  Cord. 

The  Spinal  Cord  (medulla  spinalis)  is  the  cylindrical  elongated  part  of  the 
cerebro-spinal  axis,  which  is  contained  in  the  vertebral  canal.  Its  length  is 
usually  about  sixteen  or  seventeen  inches,  and  its  weight,  when  divested  of  its 
membranes  and  nerves,  about  one  ounce  and  a  half,  its  proportion  to  the 
encephalon  being  about  1  to  33.  It  does  not  nearly  fill  the  canal  in  which  it  is 
contained,  its  investing  membranes  being  separated  from  the  surrounding  walls 
by  areolar  tissue  and  a  plexus  of  veins.  It  occupies,  in  the  adult,  the  upper 
two-thirds  of  the  vertebral  canal,  extending  from  the  upper  border  of  the  atlas 
to  the  lower  border  of  the  body  of  the  "first  lumbar  vertebra,  where  it  termi- 
nates in  a  slender  filament  of  gray  substance,  which  is  continued  for  some  dis- 
tance into  the  Jilum  terminate.  In  the  foetus,  before  the  third  month,  it  extends 
to  the  bottom  of  the  sacral  canal ;  but,  after  this  period,  it  gradually  recedes 
from  below,  as  the  growth  of  the  bones  composing  the  canal  is  more  rapid  in 
proportion  than  that  of  the  cord ;  so  that,  in  the  child  at  birth,  the  cord  extends 
as  far  as  the  third  lumbar  vertebra.  Its  position  varies  also  according  to  the 
degree  of  curvature  of  the  spinal  column,  being  raised  somewhat  in  flexion  of  * 
the  spine.  On  examining  its  surface,  it  presents  a  difference  in  its  diameter  in 
different  parts,  being  marked  by  two  enlargements,  an  upper  or  cervical,  and  a 
lower  or  lumbar.  The  cervical  enlargement,  which  is  the  larger,  extends  from 
the  third" "cervical  to  the  first  dorsal  vertebra :  its  greatest  diameter  is  in  the 
transverse  direction,  and  it  corresponds  with  the  origin  of  the  nerves  which 
supply  the  upper  extremities.  The  lower,  or  lumbar  enlargement,  is  situated 
opposite  the  last  dorsal  vertebra,  its  greatest  diameter  being  from  before  back- 
wards. It  corresponds  with  the  origin  of  the  nerves  which  supply  the  lower 
extremities.  In  form,  the  spinal  cord  is  a  flattened  cylinder.  It  presents,  on  its 
anterior  surface,  along  the  middle  line,  a  longitudinal  fissure,  the  anterior  median 
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fissure ;  and,  on  its  posterior  surface,  another  fissure,  which  also  extends  along 
the  entire  length  of  the  cord,  the  posterior  median  fissure.  These  fissures  serve 
to  divide  the  cord  into  two  symmetrical  halves,  which  are  united  in  the  middle 
line,  throughout  their  entire  length,  by  a  transverse  band  of  nervous  substance, 
the  commissure. 

The  Anterior^  median  fissure  is  wider,  but  of  less  depth  than  the  posterior, 
extending  into  the  cord  for  about  one-third  of  its  thickness,  and  is  deepest  at 
the  lower  part  of  the  cord.  It  contains  a  prolongation  from  the  pia  mater ;  and 
its  floor  is  formed  by  the  anterior  white  commissure,  which  is  perforated  by 
numerous  bloodvessels,  passing  to  the  centre  of  the  cord. 

The  Posterior  median  fissure  is  much  more  delicate  than  the  anterior,  and 
most  distinct  at  the~uppcf~and  lower  parte  of  the  cord.  It  extends  into  the  cord 
to  about  one-half  of  its  depth.     It  contains  a  very 

slender  process  of  the  pia  mater,  and  numerous  blood-     Fifr-  352.— Spinal  Cord.   Side 
vessels,  and  its  floor  is  formed  by  a  thin  layer  of        Vi2^0iPI*n  ^ tbe  Fi5aan;* 
white   substance,    the   posterior   white   commissure. 
Some  anatomists  state  that  the  bottom  of  this  fissure 

corresponds  to  the  gray  matter,  except  in  the  cervU  ™« 

cal  region,  and  at  a  point  corresponding  to  the  en- 
largement in  the  lumbar  region.1 

Lateral  Fissures.    On  cither  side  of  the  anterior  ■„ 

median  fissure,  a  linear  series  of  foramina  may  be 
observed,  indicating  the  points  where  the  anterior 
roots  of  the  spinal  nerves  emerge  from  the  cord. 
This  is  called,  by  some  anatomists,  the  antero-lateral 
figsure  of  the  cord,  although  no  actual  Ussurc :  "exists 
in  this  situation.  And  on  either  side  of  the  posterior 
median  fissure,  along  the  line  of  attachment  of  the 

posterior  roots  of  the  nerves,  a  delicate  fissure  may  be  seen,  leading  down  to 
the  gray  matter  which  approaches  the  surface  in  this  situation;  this  is  called 
the  postcro-lateral  fissure  of  the  spinal  cord.  On  tbe  posterior  surface  of  the 
spinal  cord,  on  either  side  of  the  posterior  median  fissure,  is  a  slight  longitudinal 
furrow,  marking  off  two  slender  tracts,  the  posterior  median _col urn ns.  These 
are  most  distinct  in  the  cervical  region,  but  are  Btate67byTToville  to  exist  through- 
out the  whole  length  of  the  cord. 

Columns  of  the  Cord.  The  fissures  divide  each  half  of  the  spinal  cord  into  four 
columns,  an  anterior  column,  a  lateral  column,  a  posterior  column,  and  a  poste- 
rior median  column.  "~  — 

The  anterior  column  includes  all  the  portion  of  the  cord  between  the  anterior 
median  fissure  and  the  antero-lateral  fissure,  from  which  the  anterior  roots  of 
the  nerves  arise.  It  is  continuous  with  the  anterior  pyramid  of  the  medulla 
oblongata.  ~~ — ■ —  "~  " 

The  lateral  column,  the  largest  segment  of  the  cord,  includes  all  the  portion 
between  the  antero-  and  postero-lateral  fissures.  It  is  continuous  with  the 
lateral  column  of  the  medulla.  By  some  anatomists,  the  anterior  and  lateral 
columns  are  included  together,  under  the  name  of  the  antero-lateral  column, 
which  forms  rather  more  than  two-thirds  of  the  entire  circumference  of  the  cord. 

The  posterior  column  is  situated  between  the  posterior  median  and  postero- 
lateral fissures.    Tt  is  continuous  with  the  restiform  body  of  the  medulla. 

The  posterior  median  column  is  that  narrow  segment  of  the  cord  which  is  seen 
on  each  side  of  The  posterior  median  fissure,  usually  included  with  the  preceding, 
as  the  posterior  column. 

Structure  of  the  Cord.     If  a  transverse  section  of  tbe  spinal  cord  be  made,  it 

1  This  was  the  twu-hinfr  of  Vicq  d'Azrr,  who  is  followed  by  Sappey  and  most  of  the  best  modern 
anatomists.    On  the  other  hand,  Meckel  strongly  affirms  the  existence  or  a  distinct  posterior  white 
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will  be  seen  to  consist  of  white  and  gray  nervous  substance.  The  white  matter 
is  situated  externally,  and  constitutes  the  greater  part.  The  gray  substance 
occupies  the  "centre,  and  is  so  arranged  as  to  present  on  the  surface  of  the 
section  two  crescentic  masses  placed  one  in  each  lateral  half  of  the  cord,  united 
together  by  a  transverse  band  of  gray  matter,  the  gray  commissure.  Each 
crescentic  mass  has  an  anteriorand  posterior  horn.  The"  posterior  horn  is  long 
and~n3rrow,~and  approaches _the""surfiK5^  of  ihepostero-lateral  fissure,  near  which 
it  presents  a  slight  enlargement.  The  anterior  horn  is  short  and  thick,  and 
does  not  quite  reach  the  surface,  but  extends  towards  the  p6lnTt>f  attachment 
of  the  anteftor^ootsoFlhe  Trerves.  Its  margin  presents  a  dentate  or  stellate 
appearance.  Owing  to  the  projections  towards  the  surface  of  the  anterior  and 
posterior  horns  of  the  gray  matter,  each  half  ot  the  cord  is  divided,  more  or  less 
completely,  into  three  columns,  anterior,  middle,  and  posterior;  trie  anterior 
and  middle  being  joined  to  form  the  antero-lateral  column,  as  the  anterior  horn 
does  not  quite  reach  the  surface. 

The  gray  commissure,  which  connects  the  two  crescentic  masses  of  gray 
matter,  is  separated  from  the  bottom  of  the  anterior  median  fissure  by  the 

anterior  white  commissure;  and  from  the  bottom  of 
Fig.  353.— -Transverse  Sections  the  posterior  fissure  by  the  posterior  white  commis- 
sure. The  gray  commissure  consists  of  a  transverse 
band  of  gray  matter  and  of  white  fibres,  derived 
from  the  opposite  half  of  the  cord  and  the  posterior 
roots  of  the  nerves.  The  anterior  commissure  is 
formed  of  fibres,  partly  from  the  anterior  column, 
and  partly  from  the  fibrils  of  the  anterior  roots  of 
the  spinal  nerves,  which  decussate  as  they  pass 
across  from  one  to  the  other  side. 

The  mode  of  arrangement  of  the  gray  matter,  and 
its  amount  in  proportion  to  the  white,  vary  in  dif- 
ferent parts  of  the  cord.  Thus,  the  posterior  horns 
are  long  and  narrow,  in  the  cervical  region;  short 
and  narrower,  in  the  dorsal ;  short,  but  wider,  in  the 
lumbar  region.    In  the  cervical  region,  the  crescentic 

Portions  are  small,  and  the  white  matter  more  abun- 
ant  than  in  any  other  region  of  the  cord.  In  the 
dorsal  region,  the  gray  matter  is  least  developed,  the 
white  matter  being  a^so  small  in  quantity.  In  the  lumbar  region,  the  gray 
matter  is  more  abundant  than  in  any  other  region  of  the  cord.  Towards  the 
lower  end  of  the  cord,  the  white  matter  gradually  ceases.  The  crescentic 
portions  of  the  gray  matter  soon  blend  into  a  single  mass,  which  forms  the 
only  constituent  of  the  extreme  point  of  the  cord. 

The  minute  anatomy  of  the  cord  was  described  in  the  Introduction. 

The  Brain  and  its  Membranes. 

Dissection,  To  examine  the  brain  with  its  membranes,  the  skull-cup  must  be  removed.  In 
order  to  effect  this,  saw  through  the  external  table,  the  section  commencing,  in  front,  about  an 
inch  above  the  margin  of  the  orbit,  and  extending,  behind,  to  a  level  with  the  occipital  protube- 
rance. Then  break  the  internal  table  with  the  chisel  and  hammer,  to  avoid  injuring  the  investing 
membranes  or  brain  ;  loosen,  and  forcibly  detach  the  skull,  when  the  dura  mater  will  be  exposed. 
The  adhesion  between  the  bone  and  the  dura  mater  is  very  intimate,  and  much  more  so  id  the 
young  subject  than  in  the  adnlt. 

The  Membranes  of  the  Brain  are,  the  dura  mater,  arachnoid  membrane,  and 
pia  mater. 

Dura  Mater. 

I      The  Dura  Mater  is  a  thick  and  dense  inelastic  fibrous  membrane,  which  lines 
'  the  interior  of  the  skull.     Its  outer  surface  is  rough  and  fibrillated,  and  adheres 
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closely  to  the  inner  surface  of  the  bones,  forming  their  internal  periosteum,  this 
adhesion  being  more  intimate  opposite  the  sutures  and  at  the  base  of  the  skull; 
at  the  margin  of  the  foramen  magnum,  it  becomes  continuous  with  the  dura 
mater  lining  the  spinal  canal.  Its  inner  surface  is  smooth  and  epitheliated, 
being  lined  by  the  parietal  layer  of  the  arachnoid.  The  dura  mater  is,  therefore, 
a  fibro-serous  membrane,  composed  of  an  external  fibrous  lamella  and  an  internal 
serous  layer.  It  sends  numerous  processes  inwards,  into  the  cavity  of  the  skull, 
for  the  support  and  protection  of  the  different  parts  of  the  brain ;  and  is  pro- 
longed to  the  outer  surface  of  the  skull,  througn  the  various  foramina  which 
exist  at  the  base,  and  thus  becomes  continuous  with  the  pericranium;  its  fibrous 
layer  forms  sheaths  for  the  nerves  which  pass  through  these  apertures.  At 
the  base  of  the  skull,  it  sends  a  fibrous  prolongation  into  the  foramen  caecum ; 
it  lines  the  olfactory  groove,  and  sends  a  scries  of  tubular  prolongations  round 
the  filaments  of  the  olfactory  nerves  as  they  pass  through  the  cribriform  plate ; 
a  prolongation  is  also  continued  through  the  sphenoidal  fissure  into  the  orbit, 
and  another  is  continued  into  the  same  cavity  through  the  optic  foramen,  forming 
a  sheath  for  the  optic  nerve,  which  is  continued  as  far  as  the  eyeball.  In  certain 
situations  in  the  skull  already  mentioned,  the  fibrous  layers  of  this  membrane 
separate,  to  form  sinuses  for  the  passage  of  venous  blood.  Upon  the  upper 
surface  of  the  dura  mater,  in  the  situation  of  the  longitudinal  sinus,  may  be 
seen  numerous  small  whitish  bodies,  the  glandulaB  Pacchioni. 

Structure.  The  dura  mater  consists  61  white  fibrous  and  elastic  tissues, 
arranged  in  flattened  laminae,  which  intersect  one  another  in  every  direction. 

Its  arteries  are  very  numerous,  but  are  chiefly  distributed  to  the  bones.  Those 
found  in  the  anterior  fossa  are jhe  anteriorj^jungeal  branches  of  the  anterior 
and  posteTior  ethmoidal,  and  internal  carotid.  In  the  middle  fossa  are  the 
middle  ancT  sfnalT  meningeal,  branches  of  the  internal  maxillary,  and  a  third 
branch  from  the  ascending"  pharyngeal,  which  enters  the  skull  through  the 
foramen  lacerum  basis  cranii.  In  the  posterior  fossa,  are  the  meningeal  branch 
of  the  occipital,  which  enters  the  skull  through  the  jugular  foramen;  the  pos- 
terior~meniiigeal,  from  the  vertebral;  and  occasionally  meningeal  branches  from 
the  ascending  pharyngeal,  which  enter  the  skull,  one  at  the  jugular  foramen, 
the  other  at  the  anterioju&ndyloid  foramen. 

The  veins ,  which  returnthe  blood  from  the  dura  mater,  and  partly  from  the 
bones,  anastomose  with  the  diploic  veins.  These  vessels  terminate  in  the 
various  sinuses,  with  the  exception  of  two  which  accompany  the  middle  menin- 
geal artery,  and  pass  out  of  the  skull  at  the  foramen  spinosum. 

The  nerves  of  the  dura  mater  are,  the  recurrent  branch  of  the  fourth,  and 
filaments  from  the  Casserian  ganglion,  from  the  ophthalmic  nerve,  and  from 
the  sympathetic. 

The  so-called  glandulaB  Pacchioni  are  numerous  small  whitish  granulations, 
usually  collected  into  clusters  of  variable  size,  which  are  found  in  the  following 
situations:  1.  Upon  the  outer  surface  of  the  dura  mater,  in  the  vicinitv  of  the 
superior  longitudinal  sinus,  being  received  into  little  depressions  on  the  inner 
surface  of  the  calvarium.  2.  On  the  inner  surface  of  the  dura  mater.  3.  In 
the  superior  longitudinal  sinus.  4.  On  the  pia  mater,  near  the  margin  of  the 
hemispheres. 

These  bodies  are _not  glandular  in  structure,  but  consist  of  a  fibro-cellular 
matrix  originally  developed  from  the  pia  mater ;  by  their  growth  they  produce 
absorption  or  separation  of  the  fibres  of  the  dura  mater;  in  a  similar  manner 
they  make  their  way  into  the  superior  longitudinal  sinus,  where  they  are 
covered  by  the  lining  membrane.  The  cerebral  layer  of  the  arachnoid  in  the 
situation  of  these  growths  is  usually  thickened  and  opaque,  and  adherent  to  the 
parietal  portion. 

These  bodies  are  not  found  in  infancy,  and  very  rarely  until  the  third  year. 
They  are  usually  found  after  the  seventh  year;  and  from  this  period  they  in- 
crease in  number  as  age  advances.     Occasionally  they  are  wanting. 
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Processes  of  the  Dura  Mater.  The  processes  of  the  durajnater,  sent  inwards 
into  the  cavity  of  the  skull,  arethree  ■hriiilmberT'tEe  lalx  cerebri*  the  tentorium 
cerebelli,  and  the  falx  cerebelliT  "" 

The  falx  cerebri^o  named  from  its  sickle-like  form,  is  a  strong  arched  pro- 
cess of  the  dura  mater,  which  descends  vertically  in  the  longitudinal  fissure 
between  the  two  hemispheres  of  the  brain.  It  is  narrow  in  front,  where  it  is 
attached  to  the  crista  galli  process  of  the  ethmoid  bone ;  and  broad  behind, 
where  it  is  connected  with  the  upper  surface  of  the  tentorium.  Its  upper  mar- 
gin is  convex,  and  attached  to  the  inner  surface  of  the  skull  as  far  back  as  the 
internal  occipital  protuberance.  In  this  situation  it  is  broad,  and  contains  the 
superior  longitudinal  sinus.  Its  lower  margin  is  free,  concave,  and  presents  a 
sEarp~curvect  edge,  which  contains  the  inferior  longitudinal  sinus. 

The  tentorium  cerebelli  is  an  arched  laintna  of  dura  mater,  elevated  in  the 
middle,  and  inclining  downwards  towards  the  circumference.  It  covers  the 
upper  surface  of  the  cerebellum,  supporting  the  posterior  lobes  of  the  brain,  and 
preventing  their  pressure  upon  it.  It  is  attached,  behind,  by  its  convex  border, 
to  the  transverse  ridges  upon  the  inner  surface  of  the  occipital  bone,  and  there 
incloses  the  lateral  sinuses ;  in  front,  to  the  superior  margin  of  the  petrous 
portion  of  the  temporal  bone,  inclosing  the  superior  petrosal  sinuses,  and  from 
the  apex  of  this  bone,  on  each  side,  is  continued  to  the  anterior  and  posterior 
clinoid  processes.  Along  the  middle  line  of  its  upper  surface,  the  posterior 
border  of  the  falx  cerebri  is  attached,  the  straight  sinus  being  placed  on  their 
point  of  junction.  Its  anterior  border  is  free  and  concave,  and  presents  a  large 
oval  opening  for  the  transmission  of  the  crura  cerebri. 

The  falx  cerebelli  is  a  small  triangular  process  of  dura  mater,  received  into 
the  indentation  between  the  two  lateral  lobes  of  the  cerebellum  behind.  Its 
base  is  attached,  above,  to  the  under  and  back  part  of  the  tentorium;  its  poste- 
rior margin,  to  the  lower  division  of  the  vertical  crest  on  the  under  surface  of 
the  occipital  bone.  As  it  descends,  it  sometimes  divides  into  two  smaller  folds, 
which  are  lost  on  the  sides  of  the  foramen  magnum. 

Arachnoid  Membrane. 

The  Arachnoid  (apd%vrn  ttiof,  like  a  spider's  web),  so  named  from  its  extreme 
thinness,  is  the  serous  membrane  which  envelops  the  brain,  and  is  then  reflected 
on  the  inner  surface  of  the  dura  mater.  Like  other  serous  membranes,  it  is  a 
shut  sac,  and  consists  of  a  parietal  and  a  visceral  layer. 

The  parietal  layer  covers  the  inner  surface  of  the  dura  mater,1  and  gives  that 
membrane  its  smooth  and  polished  surface ;  it  is  also  reflected  over  those  sur- 
faces which  separate  the  hemispheres  of  the  brain  and  cerebellum. 

The  visceral  layer  invests  the  brain  more  loosely,  being  separated  from  direct 
contact  with  the  cerebral  substance  by  the  pia  mater,  and  a  auantity  of  loose 
areolar  tissue,  the  subarachnoidean.  On  the  upper  surface  of  the  cerebrum,  the 
arachnoid  is  thin  and  transparent,  and  may  be  easily  demonstrated  by  injecting 
a  stream  of  air  beneath  it  by  means  of  a  blowpipe ;  it  passes  over  the  convolu- 
tions without  dipping  down  into  the  sulci  between  them.  At  the  base  of  the 
brain  the  arachnoid  is  thicker,  and  slightly  opaque  towards  the  central  part ; 
it  covers  the  anterior  lobes,  and  is  extended  across  between  the  two  middle 
lobes,  so  as  to  leave  a  considerable  interval  between  it  and  the  brain,  the  ante- 
rior subarachnoidean  space;  it  is  closely  adherent  to  the  pons  and  under  surface 
of  the  cerebellum ;  but  between  the  hemispheres  of  the  cerebellum  and  the 
medulla  oblongata  another  considerable  interval  is  left  between  it  and  the 
brain,  called  the  posterior  subarachnoidean  space.    These  two  spaces  communicate 

1  Kblliker  denies  this;  and  states,  that  the  inner  surface  of  the  dura  mater  is  covered  with 
pavement  epithelium,  but  has  no  other  investment  which  can  be  regarded  as  a  parietal  layer  of 
the  arachnoid. 
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together  across  the  crura  cerebri.  The  arachnoid  membrane  surrounds  the 
nerves  which  arise  from  the  brain,  and  incloses  them  in  loose  sheaths  as  far  as 
their  point  of  exit  from  the  skull,  where  it  becomes  continuous  with  the  parietal 
layer. 

The  subarachnoid  space  is  the  interval  between  the  arachnoid  and  pia  mater : 
this  space  is  narrow  on  the  surface  of  the  hemispheres ;  but  at  the  base  of  the 
brain  a  wide  interval  is  left  between  the  two  middle  lobes,  and  behind,  between 
the  hemispheres  of  the  cerebellum  and  the  medulla  oblongata.  This  space  is 
the  seat  of  an  abundant  serous  secretion,  the  cerebro-spinal  fluid,  which  fills  up 
the  interval  between  the .  arachnoid  and  pia  mater.  The  subarachnoid  space 
usually  communicates  with  the  general  ventricular  cavity  of  the  brain  by  means 
of  an  opening  in  the  inferior  boundary  of  the  fourth  ventricle. 

The  sac  of  the  arachnoid  also  contains  serous  fluid ;  this  is,  however,  small  in 
quantity  compared  with  the  cerebro-spinal  fluid. 

Structure.  The  arachnoid  consists  of  bundles  of  white  fibrous  and  elastic 
tissues  intimately  blended  together.  Its  outer  surface  is  covered  with  a  layer 
of  scaly  epithelium.  It  is  destitute  of  vessels,  and  the  existence  of  nerves  in  it 
has  not  been  satisfactorily  demonstrated. 

The  cerebrospinal  fluid  fills  up  the  subarachnoid  space,  keeping  the  opposed 
surfaces  OTthe  arachnoid  membrane  in  contact.  It  is  a  clear,  limpid  fluid,  hav- 
ing a  saltish  taste,  and  a  slightly  alkaline  reaction.  According  to  Lassaigne,  it 
consists  of  98.5  parts  of  water,  the  remaining  1.5  per  cent,  being  solid  matters, 
animal  and  saline.  It  varies  in  quantity,  being  most  abundant  in  old  persons, 
and  is  quickly  reproduced.  Its  chief  use  is  probably  to  afford  mechanical  pro- 
tection to  the  nervous  centres,  and  to  prevent  the  effects  of  concussions  commu- 
nicated from  without. 

Pia  Mater. 

The  Pia  Mater  is  a  vascular  membrane,  and  derives  its  blood  from  the  internal 
carotid  and  vertebral  arteries.  It  consists  of  a  minute  plexus  of  "bloodvessels, 
held  together  by  an  extremely  fine  areolar  tissue.  It  invests  the  entire  surface 
of  the  brain,  dipping  down  between  the  convolutions  and  laminae,  andis  pro- 
longed into  the  interior,  forming  the  velum  interpositum  and  choroid  plexuses 
of  the-^ftmrth  ventricle.  Upon  the  surfaces  of  the  hemispheres,  where  it  covers 
the  gray  fnatfer  offhe  convolutions,  it  is  very  vascular,  and  gives  off  from  its 
inner  surface  a  multitude  of  minute  vessels,  which  extend  perpendicularly  for 
some  distance  into  the  cerebral  substance.  At  the  base  of  tbfijbrain,  in  the 
situation  of  the  substantia^perforata  and  locus  "perforatus,  a  number  of  long 
straight  vessels  are  given  off,  which  pass  through  the  white  matter  to  reach  the 
gray  substance  in  the  interior.  On  the  cerebellum  the  membrane  is*more  deli- 
cate, and  the  vessels  from  its  inner  surface  are  shorter.  Upon  the  crura  cerebri 
and  pons  Varolii  its  characters  are  altogether  changed;  it  here  presents  a  dense 
fibrous  structure,  marked  only  by  slight  traces  of  vascularity. 

According  to  Fohmann  and  Arnold,  this  membrane  contains  numerous  lym- 
phatic vessels.  Its  nerves  are  derived  from  the  sympathetic,  and  also  from  the 
third,  sixth,  seventh,  eighth,  and  spinal  accessory.  They  accompany  the  branches 
of  the  arteries. 

The  Brain. 

The  Brain  (encephalon)  is  that  portion  of  the  cerebro-spinal  axis  that  is  con- 
tained in  the  cranial  cavity.  It  is  divided  into  four  principal  parts;  viz.,  the 
cerebrum,  the  cerebellum,  the  pons  Var'otii7~and  the  meduira  oblongata. 
^The  cerebrum  Torms  the  largest  portion  of  the  encephalon,  ana  occupies  a 
considerable  part  of  the  cavity  of  the  cranium,  resting  in  the  anterior  and  middle 
fossae  of  the  base  of  the  skull,  and  separated  posteriorly  from  the  cerebellum  by 
ihe  tentorium  cerebelli.  About  the  middle  of  its  under  surface  is  a  narrow  con- 
39 
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stricted  portion,  part  of  which,  the  crura  cerebri,  is  continued  onwards  into  the 
pons  Varolii  below,  and  through  it  to  the  medulla  oblongata  and  spinal  cord ; 
whilst  another  portion,  the  crura  cerebelli,  passes  down  into  the  cerebellum. 

The  cerebellum  (little  brain  or  after  brain)  is  situated  in  the  inferior  occipital 
fossae,  being  separated  from  the  under  surface  of  the  posterior  lo'Bes  oTthe  cere- 
brum by  the  tentorium  cerebelli.  It  is  connected  to  the  rest  of  the  encephalon 
by  means  of  connecting  bands,  called  crura :  of  these,  two  ascend  to  the  cere- 
brum, two  descend  to  the  medulla  oblongata,  and  two  blend  together  in  front, 
foYmfiig  the  ponjTT&rolit: 

The  pons  Varolii  is  that  portion  of  the  encephalon  .which  rests  upon  the  upper 
part  of  the  basilar  process  and  body  of  the  sphenoid  bone.  It  constitutes  the 
bond  of  union  of  the  various  segments  abovenamed,  receiving,  above,  the  crura 
from  the  cerebrum ;  at  the  sides,  the  crura  from  the  cerebellum;  and  below,  the 
medulla  oblongata. 

The  medulla  oblongata  extends  from  the  lower  border  of  the  pons  Varolii  to 
the  upper  part  of  the  spinal  cord.  It  lies  beneath  the  cerebellum,  resting  on  the 
lower  part  of  the  basilar  groove  of  the  occipital  bone. 

Weight  of  the  encephalon.  The  average  weight  of  the  brain,  in  the  adult  male, 
is  49  £  oz.,  or  a  little  more  than  3  lb.  avoirdupois;  that  of  the  female,  44  oz.; 
the  average  difference  between  the  two  being  from  5  to  6  oz.  The  prevailing 
weight  of  the  brain,  in  the  male,  ranges  between  46  oz.  and  53  oz. ;  and  in  the 
female,  between  41  oz.  and  47  oz.  In  the  male,  the  maximum  weight  out  of 
278  cases  was  65  oz.,  and  the  minimum  weight  34  oz.  The  maximum  weight 
of  the  adult  female  brain,  out  of  191  cases,  was  56  oz.,  and  the  minimum  weight 
31  oz.  It  appears  that  the  weight  of  the  brain  increases  rapidly  up  to  the 
seventh  year,  more  slowly  to  between  sixteen  and  twenty,  and  still  more  slowlv 
to  between  thirty  and  forty,  when  it  reaches  its  maximum.  Beyond  this  period, 
as  age  advances  and  the  mental  faculties  decline,  the  brain  diminishes  slowly  in 
weight,  about  an  ounce  for  each  subsequent  decennial  period.  These  results 
apply  alike  to  both  sexes. 

The  size  of  the  brain  appears  to  bear  a  general  relation  to  the  intellectual 
capacity  of  the  individual.  Cuvier's  brain  weighed  rather  more  than  64  oz., 
that  of  the  late  Dr.  Abercrombie  63  oz.,  and  that  of  Dupuytren  62 \  oz.  On  the 
other  hand,  the  brain  of  an  idiot  seldom  weighs  more  than  23  oz. 

The  human  brain  is  heavier  than  that  of  all  the  lower  animals,  excepting 
the  elephant  and  whale.  The  brain  of  the  former  weighs  from  8  lb.  to  10  lb. ; 
and  that  of  a  whale,  in  a  specimen  seventy-five  feet  long,  weighed  rather  more 
than  5  lb. 

Medulla  Oblongata. 

The  Medulla  Oblongata  is  the  upper  enlarged  part  of  the  spinal  cord,  and 
extends  from  the  upper  border  of  the  atlas  to  tne  lower  border _of_the  pons 
Varolii!  It  is  directed  obliquely  downwards  and  backwards;  its  anterior  surface 
rests"  onthe  basilar  groove  of  the  occipital  bone,  its  posterior  surface  is  received 
iHfo"  the  fossa  between  the  hemispheres  of  the  cerebellum,  forming  the  floor  of 
the  fourth  ventricle.  It  is  pyramidal  in  form,  its  broad  extremity  "directed  up- 
wards," itslbwer  end  being  narrow  at  its  point  of  connection  with  the  cord.  It 
measures  an  inch  and  a  quarter  in  length,  three-quarters  of  an  inch  in  breadth 
at  its  widest  partTandTialfan'mcB  in  thickness.  Tts  surface  is  marked,  in  the 
median  line,  in  front  and  "Behind,"  by  an  anterior  and  posterior  median  fissure, 
which  are  continuous  with  those  of  the  spinal  cord.  The  anterior  fissure  con- 
tains a  fold  of  pia  mater,  and  terminates  just  below  the  pons  in  a  cul-de-sac,  the 
foramen  caecum.  The  posterior  is  a  deep  but  narrow'fissure,  continued  upwards 
along  the  lloor  of.  the  "fourth'  ventricle,  where  it  is  finally  lost.  These  two 
fissures  divide  the  medulla  into  two  symmetrical  halves,  each  lateral  half  being 
subdivided  by  minor  grooves  into  four  columns,  which,  from  before  backwards, 
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are  named  the  anterior  pyramid,  lateral  tract  and  olivary  body,  the  restiform  body, 
the  posterior  pyramid.  ~ 

The  mrterior~p~yramids,  OTjnrpora  pyramidalia,  are  two  pyramidal  bundles 
of  white  matter,  piaC&T  one  on  either  side  ot"  'the  anterior  median  fissure,  and 
separated  from  the  olivary  body,  which  is  ex- 
ternal to  them,    by  a    slight    depression.      At    F'ff-  354— Medulla  Oblongata  and 
the  lower  border  of  the  pons  they  are  somewhat      Poos  Vftr0,il'    Antemr  Bnrfftoe- 
constricted;    they  then  become  enlarged,  and 
taper  slightly  as  they  descend,  being  continuous 
below  with  the  anterior  columns  of  the  cord. 
Ou  separating  the  pyramids  below,  it  will  be 
observed  that  their  inn§rjiiasl_fitiies  form  from 
four  to  five  bundles  on  each  side,  which  decus- 
sate with  one  another;  this  decussation,  how- 
ever,  is  not  formed  entirely  of  fibres  from  the 
pyramids,  but  mainly  from  the  deep  portion  of 
the  lateral  columns  of  the  cord  which  pass  for- 
wards  to  the  surface   between   the   diverging 
anterior  columns.     The  outermost  fibres  do  not 
decussate;  they  are  derived  from  the  anterior 
columns  of  the  cord,  and  are  continued  directly 
upwards  through  the  pons  Varolii. 

Lateral  tract  and  olivary  body.  The  lateral 
tract  is  continuous  with  the  lateral  column  of 
the  cord.    Below,  it  is  broad,  and  includes  that 

part  of  the  medulla  between  the  anterior  pyramid  and  reatiform  body;  but 
above,  it  is  pushed  a  little  backwards,  and  narrowed  by  the  projection  forwards 
of  the  olivary  body. 

The  olivary  bodies  are  two  prominent  oval  masses,  situated  behind  the  anterior 
pyramids,  from  which  they  are  separated  by  slight  grooves.  They  equal,  in 
breadth,  the  anterior  pyramids,  are  a  little  broader 

above  than  below,   and  are   about  half  an   inch   in    Fijr.355.— Posterior  Surface 
length,  being  separated  above  from  the  pons  Varolii     of  the  Medulltt  Oblongata. 
by  a  slight  depression.     Numerous  white  fibres  (Jibrse 
arciformes)  are  seen  winding  round  the  lower  end~bT 
each  Dody,  sometimes  crossing  their  surface. 

The  restiform  bodies  (Fig.  355)  are  the  largest 
columns  oTThe  medulla,  and  continuous,  below,  with 
the  posterior  columns  of  the  cord.  They  are  two 
rounded,  cord -like  eminences,  placed  between  the 
lateral  tracts,  in  front,  and  the  posterior  pyramids,  be- 
hind ;  from  both  of  which  they  are  separated  by  slight 
grooves.  As  they  ascend  they  diverge  from  each  other, 
assist  in  forming  the  lateral  boundaries  of  the  fourth 
ventricle,  and  then  enter  the  corresponding  hemi- 
sphere of  the  cerebellum,  forming  its  inferior  peduncle, 
while  other  fibres  are  continued  from  the  restiform 
bodies  into  the  cerebrum. 

The  jinxt erinr  ^ijTnmidii  (fasciculi  gracilcs)  are  two 
narrow  white  cords  placed  one  on  each  side  of  the 
posterior  median  fissure,  and  separated  from  the  resti- 
form bodies  by  a  narrow  groove.  They  consist  entirely 
of  white  fibres,  and  are  continuous  with  the  posterior 
median  columns  of  the  spinal  cord.      These  bodies 

lie,  at  first,  in  close  contact.  Opposite  the  apex  of  the  fourth  ventricle  they  form 
an  enlargement  (process  clavatus),  and  then,  diverging,  are  lost  in  the  corre- 
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■^  icar-ation  to  the  more  extended  range  of  function 
-•_-      r-  r  -~-_.~r;ii  axis  possesses. 

P'j>~s  Vauolii. 

-    " ..  ■  .        —  '  ■'>.  Chaussier)  is  the  bond  of  union  of  the  various 

.-.  _u  .-■  unvoting  the  cerebrum  above,  the  medulla  ob- 

..     .  .     .:    *-r-  cum  behind.     It  is  situated  above  the  medulla 

^     ..    .    _:    .i-ira  ^rvrbri,  and  between  the  hemispheres  of  the  cere- 

-    -t-^.-:-s  a  broad  transverse  band  of  white  fibres,  which 

...         _•  il-s^  :ae  upper  part  of  the  medulla,  extending  between 

•»-<    l   -::e  cerebellum.     This   surface  projects  considerably 

:. .  ^  :?ar:s»  is  of  quadrangular  form,  rests  upon  the  sphenoid 

.    .    .  ■  ■  -e  occipital  bone,  and  is  limited  before  and  behind  by 

u..\.  .:s.     It  presents  along  the  middle  line   a  longitudinal 

.    -  -.  ';ida  behind,  which  lodges  the  basilar  artery;  HUHlWoUs 

^  ^    ••  **~  x^o  josserved  on  each  side,  which  indicate  the  course  of  its 

•.-   -riis  part  of  the  floor  of  the  fourth  ventricle,  and  at  each 
v.-       ^  .•■•.•  racial  iuto  a  thick  rounded  cord,  the  crus  cerebelli,  which 

•  ^  ^;:*.*cv    1'  *  A*  cerebellum,  constituting  its  middle  peduncle. 

•  -.      V  .o  *hm!s  Varolii  consists  of  alternate  layers  of  transverse  and 
.  .   :  \*v  •i-ermixed  with  gray  matter  (Fig.  357). 

.    ._..  ^    ♦.  ...*  v.vtmect  together  the  two  lateral  hemispheres  of  the  cere- 

i   ..   ^\:-<     re  its  great  transverse  commissure.     They  consist  of  a 

x,    >.*\:  jt  Avv  layer.      The  superficial"  layer  passes  uninterruptedly 

.  >^.  s*.v  V  :'vo  pons,  forming  a  uniform  layer,  which  consists  of  fibres 

■*»   «»     v  ,•■*"•  ts  ccrobelli  on  each  side,  meeting  in  the  median  line.     The 

i    *  v>vvr*e  fibres  decussates  with  the  longitudinal  fibres  continued 

v   '.>>:\  ';**  a:tvl  contains  much  more  gray  matter  between  its  fibres. 

,  .  .  ♦.      *t%    »v—$  are  continued  up  through  the  pons.     1.  From  the 

^  .   \     i.  From  the  olivary  body.     3.  From  the  lateral  and  poste- 

»  »  i.v  a  ; V  v»rd»  receiving  special  fibres  from  the  gray  matter  of  the 


\ '  c  *  %:v*  Vs"»  rbo  anterior  pyramid  ascend  through  the  pons,  embedded 
\.  ,.,x.i  ^vk  ;*vo'Nof  transverse  fibres,  being  subdivided  in  their  course  into 
m  ,%  , .  v.  ■*  e^.  **  *v^v  upper  border  of  the  pons  they  enter  the  crus  cerebri, 
v\         ;     x  :w  v  Vv\i  tvrtion. 

<  »;v  ,».  \  r  \  a^vulus  divides  in  the  pons  into  two  bundles,  one  of  which 
%*v^  s  »*  -c  xN'^vra  v\umlrigemina;  the  other  is  continued  to  the  cerebrum 
**     >     v  •  s*v*  o-  •/  o  *a:oral  column. 

\  »  v  »  vNv  #V"*  tho  lateral  and  posterior  columns  of  the  cord,  with  a 
Y  %  ^  v..fc  ^  o^arv  fasciculus,  are  intermixed  with  much  gray  matter,  and 
«  .\*  o  '.\>r  of  the  fourth  ventricle  as  the  fasciculi  teretes:  they  ascend 

**    \  Avv  c*  vwVra*  j^irt  of  the  crus  cerebri. 

*  \  v  *v  cwN<  tV*t  *  ft*w  fibres  from  each  of  the  longitudinal  tracts  of  the 
•*  w     ^  *•  *-\  t^r*ai\K*wd  are  continuous  with  the  transverse  fibres  of  the 

\  "*;v  o  wm^s  is  subdivided  into  two  lateral  halves  by  a  median  septum 

*  s'»  n  \  c  **v*  ^rou^h  its  posterior  half.  The  septum  consists  of  antcro-noste- 
k  v  «  I  v,vx\v^o  fibres*  The  former  are  derived  from  the  floor  of  the  fourth 
\\  '  s  vs  a^i  tVom  tho  transverse  fibres  of  the  pons,  which  bend  backwards 
\  v»v  x^vx-"^  5i\^v<s  to  tho  opposite  side.  The  latter  are  derived  from  the 
•\x*  o'/  *'o  tourth  WMUriolo;  tliey  pierce  the  longitudinal  fibres,  and  are  then 
vv?»;  *uvM  aorv>«s  iWm  one  to  the  other  side  of  the  medulla,  piercing  the  antero- 
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Septum  of  the  medulla  oblongata.    Above  the   decussation  of  the   anterior 

(ivramids,  numerous  white  fibres  extend,  from  behind  forwards,  in  the  median 
ine,  forming  a  septum,  which  subdivides  the  medulla  into  two  lateral  halves. 
Some  of  these  fibres  emerge  at  the  anterior  median  fissure,  and  form  a  band 
which  curves  round  the  lower  border  of  the  olivary  body,  or  passes  transversely 
across  it,  and  round  the  sides  of  the  medulla,  forming  the  arriform  fibres  of 
Rolando.  Others  appear  in  the  floor  of  the  fourth  ventricle;  iiJs'Uillg'  flro"m  the 
posterior  median  fissure,  and  form  the  white  striaj  in  that  situation. 


Gray  matter  nf  the  medulla  oblongata.  The  gray  matter  of  the  medulla  is  a 
continuation  of  that  in  the  interior  of  the  spinal  cord,  besides  a  series  of  special 
deposits  or  nuclei. 

In  the  lower  part  of  the  medulla,  the  gray  matter  is  arranged  as  in  the  cord, 
but  at  the  upper  part  it  becomes  more  abundant,  and  is  disposed  with  less  appa- 
rent regularity,  becoming  blended  with  all  the  white  fibres,  except  the  anterior 
pyramids.  The  part  corresponding  to  the  transverse  gray  commissure  of  the 
cord  is  exposed  to  view_in  the  floor  of  the  fj^tTi_ventriclc,  by  tlie  divergence 
of  the  restiform  Tiodies,  and  posterior  pyramids,  becoming  blended  with  the 
ascending  fibres  of  the  lateral  column,  and  thus  forming  the  fasciculi  teretes. 
The  lateral  crescentic  portions,  but  especially  the  posterior  horns,  become 
enlarged,  blend  with  the  fibres  of  the  restiform  bodies,  and  form  the  tubercolo 
chiereo  of  Rolando.  " 

Special  deposits  of  gray  matter  are  found  both  in  the  anterior  and  posterior 
parts  of  the  medulla,  forming,  in  the  former  situation,  the  corpus  dentatum 
within  the  olivary  body,  and  in  the  latter,  a  series  of  special  masses,  or  nuclei, 
connected  with  the  roots  of  origin  of  the  spinal^  accessory,  vagus,  glossopha- 
ryngeal, and  hmaglossai  nerves.  It  thus  appears  that  the  closest  analogy  in 
structure,  and  also  probably  in  general  endowments,  exists  between  the  medulla 
oblongata  and  the  spinal  cord.  The  larger  size  and  peculiar  form  of  the  medulla 
depend  on  the  enlargement,  divergence,  and  decussation  of  the  various  columns ; 
and  also  on  the  addition  of  special  deposits  of  gray  matter  in  the  olivary  bodies 


614  NERVOUS   SYSTEM. 

and  other  parts,  evidently  in  adaptation  to  the  more  extended  range  of  function 
which  this  part  of  the  cerebro-spinal  axis  possesses. 

Pons  Varolii. 

The  Pons  Varolii  (mSsociphafa  Chaussier)  is  the  bond  of  union  of  the  various 
segments  of  the  encephalon,  connecting  the  cerebrum  above,  the  medulla  ob- 
longata below,  and  the  cerebellum  behind.  It  is  situated  above  the  medulla 
oblongata,  below  the  crura  cerebri,  and  between  the  hemispheres  of  the  cere- 
bellum. 

Its  under  surface  presents  a  broad  transverse  band  of  white  fibres,  which 
arches  like  a  bridge  across  the  upper  part  of  the  medulla,  extending  between 
the  two  hemispheres  of  the  cerebellum.  This  surface  projects  considerably 
beyond  the  level  of  these  parts,  is  of  quadrangular  form,  rests  upon  the  sphenoid 
and  basilar  groove  of  the  occipital  bone,  and  is  limited  before  and  behind  by 
very  prominent  margins.  It  presents  along  the  middle  line  a  longitudinal 
gr^Q^e,  wider  in  front  than  behind,  which  lodges  the  basilar  artery ;  HUmCMUa 
transverse  striaa  are  also  observed  on  each  side,  which  indicate  the  course  of  its 
SUperncial  fibres. 

Its  upper  surface  forms  part  of  the  floor  of  the  fourth  ventricle,  and  at  each 
side  it  becomes  contracted  into  a  thick  rounded  cord,  the  crus  cerebelli,  whfch 
enters  the  substance  of  the  cerebellum,  constituting  its  middle  peduncle. 

Structure.  The  pons  Varolii  consists  of  alternate  layers  01  transverse  and 
longitudinal  fibres  intermixed  with  gray  matter  (Fig.  357). 

The  transverse  fibres  connect  together  the  two  lateral  hemispheres  of  the  cere- 
bellum, and  constitute  its  great  transverse  commissure.  They  consist  of  a 
superficial  and  a  deep  layer.  -  The"  superficianayer  passes  uninterruptedly 
across  the  surface  of  the  pons,  forming  a  uniform  layer,  which  consists  of  fibres 
derived  from  the  crus  cerebelli  on  each  side,  meeting  in  the  median  line.  The 
deep  layer  of  transverse  fibres  decussates  with  the  longitudinal  fibres  continued 
up  from  the  medulla,  and  contains  much  more  gray  matter  between  its  fibres. 

The  longitudiaal  fibres  are  continued  up  through  the  pons.  1.  From  the 
anterior  pyramid.  2.  From  the  olivary  body.  8.  From  the  lateral  and  poste- 
rior columns  of  the  cord,  receiving  special  fibres  from  the  gray  matter  of  the 
pons  itself. 

1.  The  fibres  from  the  anterior  pyramid  ascend  through  the  pons,  embedded 
between  two  layers  of  transverse  fibres,  being  subdivided  in  their  course  into 
smaller  bundles ;  at  the  upper  border  of  the  pons  they  enter  the  crus  cerebri, 
forming  its  fasciculated  portion. 

2.  The  olivary  fasciculus  divides  in  the  pons  into  two  bundles,  one  of  which 
ascends  to  the  corpora  quadrigemina ;  the  other  is  continued  to  the  cerebrum 
with  the  fibres  of  the  lateral  column. 

3.  The  fibres  from  the  lateral  and  posterior  columns  of  the  cord,  with  a 
bundle  from  the  olivary  fasciculus,  are  intermixed  with  much  gray  matter,  and 
appear  in  the  floor  of  the  fourth  ventricle  as  the  fasciculi  teretes :  they  ascend 
to  the  deep  or  cerebral  part  of  the  crus  cerebri. 

Foville  believes  that  a  few  fibres  from  each  of  the  longitudinal  tracts  of  the 
medulla  turn  forwards,  and  are  continuous  with  the  transverse  fibres  of  the 
pons. 

Septum.  The  pons  is  subdivided  into  two  lateral  halves  by  a  median  septum 
which  extends  through  its  posterior  half.  The  septum  consists  of  antero-poste- 
rior  and  transverse  fibres.  The  former  are  derived  from  the  floor  of  the  fourth 
ventricle  and  from  the  transverse  fibres  of  the  pons,  which  bend  backwards 
before  passing  across  to  the  opposite  side.  The  latter  are  derived  from  the 
floor  of  the  fourth  ventricle;  they  pierce  the  longitudinal  fibres,  and  are  then 
continued  across  from  one  to  the  other  side  of  the  medulla,  piercing  the  antero- 
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Eosterior  fibres.     The  two  halves  of  the  pons,  in  front,  are  connected  together 
y  transverse  commissural  fibres. 

Cerebrum.    Upper  Surface.    (Fig.  358.) 

The  Cerebrum,  in  man,  constitutes  the  largest  portion  of  the  encephalon. 
Its  upper  surface  is  of  an  ovoidal  form,  broader  behind  than  in  frout,  convex  in 
its  general  outline,  and  divided  into  two  lateral  halves  or  hemispheres,  right 
and  left,  by  the  great  longitudinal  fissure,  which  extends  throughout  the  entire 
length  of  the  cerebrum  in  the  middle  line,  reaching  down  to  the  base  of  the 
brain  in  front  and  behind,  but  interrupted  in  the  middle  by  a  broad  transverse 
commissure  of  white  matter,  the  corpus  callosum,  which  connects  the  two  hemi- 
spheres together.  This  fissure  lodges  the  falx  cerebri,  and  indicates  the  original 
development  of  the  brain  by  two  lateral  halves. 

Each  hemisphere  presents  an  outer  surface,  which  is  convex,  to  correspond 
with  the  vault  of  the  cranium ;  an  inner  surface,  flattened,  and  in  contact  with 
the  opposite  hemisphere  (the  two  inner  surfaces  forming  the  sides  of  the  longi- 
tudinal fissure) ;  and  an  under  surface  or  base,  of  more  irregular  form,  which 
rests,  in  front,  on  the  anterior  and  middle  fossaB  at  the  base  of  the  skull,  and 
behind,  upon  the  tentorium. 

Convolutions.  If  the  pia  mater  is  removed  with  the  forceps,  the  entire  surface 
of  eachliemisphere  will  be  seen  to  present  a  number  of  convoluted  eminences, 
the  convolutions,  separated  from  each  other  by  depressions  (sulci)  of  various 
depths.  The  outer  surface  of  each  convolution,  as  well  as  the  sides  and  bottom 
of  the  sulci  between  them,  are  composed  of  gray  matter,  which  is  here  called 
the  cortical  substance.  The  interior  of  each  convolution  is  composed  of  white 
matter ;  and  white  fibres  also  blend  with  the  gray  matter  at  the  sides  and  bot- 
tom of  the  sulci.  By  this  arrangement  the  convolutions  are  adapted  to  increase 
the  amount  of  gray  matter  without  occupying  much  additional  space,  while 
they  also  afford  a  greater  extent  of  surface  for  the  termination  of  the  white 
fibres  in  gray  matter.  On  closer  examination,  however,  the  cortical  substance 
is  found  subdivided  into  four  layers,  two  of  which  are  composed  of  gray  and 
two  of  white  nialter.  The  most  external  is  an  outer  white  stratum,  not  equally 
thick  over  all  parts  of  the  brain,  being  most  marked  on  the  convolutions  in  the 
longitudinal  fissure  and  on  the  under  part  of  the  brain,  especially  on  the  middle 
lobe,  near  the  descending  horn  of  the  lateral  ventricle.  Beneath  this  is  a  thick 
reddish-gray  lamina,  and  then  another  thin  white  stratum;  lastly,  a  thin  stratum 
of  gray  matter7"which  lies  in  close  contact  with  the  white  fibres  of  the  hemi- 
spheres": GOTSequently  white  and  gray  laminae  alternate  with  one  another  in 
the  convolutions.  In  certain  convolutions,  however,  the  cortical  substance 
consists  of  no  less  than  arr  lny^n^  three  gray_and  three  white,  an  additional 
white  stratum  dividing  the  most  superficial  gray  one^ into  two  ;  this  is  especially 
marked  in  those  convolutions  which  are  situated  near  the  corpus  callosum. 

There  is  no  accurate  resemblance  between  the  convolutions  in  different  brains, 
nor  are  they  symmetrical  on  the  two  sides  of  the  same  brain.  Occasionally  the 
free  borders  or  the  sides  of  a  deep  convolution  present  a  fissured  or  notched 
appearance. 

The  gufci_are  generally  an  inch  in  depth ;  they  also  vary  in  different  brains, 
and  in  different  parts  of  the  same  brain  ;  they  are  usually  deepest  on  the  outer 
convex  surface  of  the  hemispheres ;  the  deepest  is  situated  on  the  inner  sur- 
face of  the  hemisphere,  on  a  level  with  the"  corpus  callosum,  and  corresponds  to 
the  projection  in  the  posterior  horn  of  the  lateral  ventricle,  the  hippocampus 

minor.  

^TPhe  number  and  e^tfi^t  of  the  convolutions,  as  well  as  their  depth,  appear  to 
bear  a  close  relation  to, the  intellectual  j^ow^r  of  the  individual,  as  is  shown  in 
their  increasing  complexity  of  arrangement  as  we  ascend  from  the  lowest  mam- 
malia up  to  man.     Thus  they  are  absent  in  some  of  the  lower  order  of  mam- 
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malia,  and  they  increase  in  number  and  extent  through  the  higher  orders.  In 
man  they  present  the  most  complex  arrangement.  Again,  in  the  child  at  birth 
before  the  intellectual  faculties  are  exercised,  the  convolutions  have  a  very 
simple  arrangement,  presenting  few  undulations ;  and  the  sulci  between  them 
are  less  deep  than  in  the  adult.  In  old  age,  when  the  mental  faculties  have 
diminished  in  activity,  the  convolutions  become  miLch  less  prominently  marked. 

The  convolutions  on  the  outer  convex  surface  of  the  hemisphere,  the  general 
direction  of  which  is  more  or  less  oblique,  are  the  largest  and  most  complicated 
convolutions  of  the  brain,  frequentlv  becoming  branched  like  the  letter  Y  in 
their  course  upwards  and  back  warns  towards  the  longitudinal  fissure :  ""these 
convolutions  attain  their  greatest  development  in  man,  and  are  especially  charac- 
teristic of  the  human  brain.     They  are  seldom  symmetrical  on  the  two  sides. 

Each  hemisphere  of  the  brain  is  divided  into  five  lobes,  the  division  being 
made  by  the  main  fissures,  and  by  imaginary  lines  drawn  to  connect  them. 
This  division,  however,  is  only  traceable  on  the  external  surface  of  the  hemi- 
spheres. 

In  this  description  of  the  divisions  of  the  brain,  the  first  point  to  be  remem- 
bered is  the  external  termination  of  the  fissure  of  Sylvius.  That  fissure  bifur- 
cates, one  branch  running  forwards  into  the  anterior  lbbe,  the  other,  the  longer 
one,  running  nearly  horizontally  backwards.  An  imaginary  line,  continuing 
this  branch  backwards  to  the  posterior  lobe,  separates  from  the  middle  lobe  a 
few  convolutions  which  fill  up  the  hollow  of  the  middle  fossa  of  the  skull,  and 
these  are  called  the  temporo-sphenoidaljobe  (Fig.  360).  This,  added  to  the  old 
anterior,  middle,  and  posterior  1oHes*(now  renamed  frontal,  parietal,  and  occipi- 
tal), and  to  the  island  of  Eeil,  now  described  as  a  separate  lobe,  raises  the  number 
of  lobes  from  three  to  five.  The  subdivision  is  made  by  fissures  which  are  tole- 
rably distinct.  Thus  the  separation  between  the  anterior,  or  frontal,  and  the 
parietal  lobe  at  the  base,  by  the  fissure  of  Sylvius,  is  obvious,  and  the  large 
vertical  fissure  (fissure  of  Eolando,  Fig.  368)  which  separates  the  frontal  from 
the  parietal  lobe  at  the  vertex  is  usually  very  plainly  marked,  and  runs  down 
nearly  to  the  posterior  bifurcation  of  the  Sylvian  fissure.  The  parietal  lobe  is 
separated  from  the  occipital  above  by  the  parie to- occipital  fissure  (Fig.  358), 
which  becomes  indistinct  below;  and  the  separation  is  completed  by  an  imagi- 
nary line  which  meets  another  imaginary  line,  by  which  the  posterior  bifur- 
cation of  the  fissure  of  Sylvius  is  continued  backwards,  and  by  the  junction  of 
these  two  lines  the  lowest  or  temporo-sphenoidal  lobe  is  bounded  oft*  from  the 
upper  parts  of  the  parietal  and  occipital  lobes. 

The  chief  convolutions  which  bound  these  several  fissures  are  pretty  constant, 
but  the  secondary  convolutions,  or  those  which  form  the  bulk  of  the  several 
lobes,  vary  greatly  in  their  number  and  arrangement. 

The  convolution  of  the  corpus  callosum  (f/yrus  f arnica  tits,  Fig.  359)  is  always 
well  marked.  It  lies  parallel  with  the  upper  surface  of  the  corpus  callosum, 
commencing,  in  front,  on  the  under  surface  of  the  brain  in  front  of  the  anterior 
perforated  space;  it  winds  round  the  curved  border  of  the  corpus  callosum,  and 
passes  along  its  upper  surface  as  far  as  its  posterior  extremity,  where  it  is  con- 
nected with  the  convolutions  of  the  posterior  lobe ;  it  then  curves  downward? 
and  forwards,  embracing  the  cerebral  peduncle,  passes  into  the  middle  lobe, 
forming  the  hippocampus  major,  and  terminates  just  behind  the  point  from 
whence  it  arose. 

The  supraorbital  convolution  on  the  under  surface  of  the  anterior  lobe  is  well 
marked. 

The  convolution  of  the  longitudinal  fissure  (Fig.  358)  bounds  the  margin  of  the 
fissure  on  the  upper  surface  of  the  hemisphere.  It  commences  on  the  under 
surface  of  the  brain,  at  the  anterior  perforated  spot,  passes  forwards  along  the 
inner  margin  of  the  anterior  lobe,  being  here  divided  by  a  deep  sulcus,  in  which 
the  olfactory  nerve  is  received  ;  it  then  curves  over  the  anterior  and  upper  surface 
of  the  hemisphere,  along  the  margin  of  the  longitudinal  fissure,  to  its  posterior 
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extremity,  where  it  curves  forwards  along  the  undes  surface  of  the  hemisphere 
as  far  as  the  middle  lobe. 

The  convolutions  seen  on  the  outer  side  of  the  frontal  lobe  are  described  as  an 
ascending  or  transverse  frontal  convolution,  which  lies  parallel  to  and  in  front 
of  the  fissure  of  Rolando,  and  three  more  or  less  horizontal  convolutions,  the 
superior,  middle,  and  inferior  frontal  (Fig.  358). 

Fig.  368.— Upper  Surface  of  the  Brain,  the  Pia  Muter  having  been  removed. 
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The  external  surface  of  the  parietal  lohe  is  formed  in  front  by  a  convolution 
lying  parallel  to  and  behind  the  fissure  of  Rolando,  named  the  ascendiny  parietal, 
which  usually  joins  the  ascending  frontal  either  above  or  below.  Its  central 
and  lower  part  is  bounded  behind  by  the  inter-parietal  fissure,  a  fissure  which  com- 
mences below  in  or  near  the  fissure  of  Sylvius,  and  runs  upwards  to  the  vertex, 
where  it  terminates  in  or  near  the  paricto- occipital  fissure.  The  group  of  eon- 
volutions  connected  with  the  upper  part  of  the  ascending  parietal,  and  lying  in 
front  of  the  interparietal  fissure,  is  called  the  superior  parietal  lobule.  Lower 
down,  and  lying  behind  the  inter-parietal  fissure,  is  the  lower  parietal  lobule, 
divided  into  "the  supra- marginal  and  the  angular  convolution,  which  run  into  each 
other  above  and  below.  The  angular  convolution  is  continuous  with  the  convo- 
lutions of  the  tern  poro- sphenoidal  and  occipital  lobes. 

1  In  the  specimen  from  which  this  figure  wns  drawn,  the  pnrieto-occipita!  fissnre  has  been 
bridged  over,  or  ohlitPratcd.  by  one  of  the  Hnnectant  convolutions  of  the  occipital  lobe,  but  its 
continuation  cod  be  traced  on  the  internal  aspect  of  the  hemisphere.     (See  Fig.  359.) 
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The  occipital  lobe  is  chiefly  formed  by  three  somewhat  parallel  cod  volutions, 
the  superior,  middle,  and  inferior,  separated  by  two  fissures,  the  superior  and  in- 
ferior occipital.  The  occipital  convolutions  are  connected  with  the  superior 
parietal  lobule,  with  the  angular  convolution,  and  with  the  temporo-sphenoidal 
lobe,  by  various  convolutions  termed  annectant,  described  as  four  in  number. 

The  convolutions  of  the  temporo-sphenoidal  lobe  are  three:  a  superior,  lying 
behind  or  internal  to  the  posterior  oranch  of  the  Sylvian  fissure ;  a  middk. 
continuous  with  the  angular  and  middle  occipital  convolution :  and  an  inferior, 
continuous  with  the  interior  occipital. 

Fig.  359. — Vertical  Median  Section  of  the  Euccpbulon,  showing  the  parte  in  the  middle  line. 
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At the  point  where  the  Sylvian  fissure  bifurcates  is  found  the  commencement 
of  the  island  of  Reil,  the  fifth  lobe  of  the  brain,  a  triangular-shaped  prominent 
cluster  of  about  six  convolutions,  the  yyri  operti,  so  called  from  being  covered 
in  by  the  sides  of  the  fissure.  They  are  continuous  with  those  of  the  frontal, 
parietal,  and  temporo-sphenoidal  lobes.  By  the  removal  of  these  convolutions 
the  extra  ventricular  part  of  the  corpus  striatum  would  be  reached. 

On  the  inner,  or  median,  surface  of  the  hemispheres  there  is  no  division  into 
lobes,  and  the  arrangement  of  the  convolutions  is  less  complex  (Fig.  85ft).  The 
termination  of  the  parieto-occipital  fissure  will  be  seen  at  the  posterior  part,  and 
joining  this  near  the  posterior  extremity  of  the  corpus  callosum  is  another 


BASE  OF  THE   BRAIN.  619 

fissure,  the  calcarine,  which  commences  usually  by  two  branches  at  the  back  of 
the  hemisphere,  and  runs  horizontally  to  join  the  parieto-occipital  fissure. 
Between  it  and  the  latter  fissure  a  wedge-shaped  mass  of  convolutions  (the 
cuneate  lobule)  is  seen.  Another  fissure,  the  calloso-marginal  fissure,  is  seen  in 
front,  commencing  near  the  anterior  extremity  of  the  corpus  callosum,  and 
bounding  the  gyrus  fornicatus  above.  This  runs  upwards  and  backwards  to 
fall  into  the  extremity  of  the  fissure  of  Eolando.  Between  it  and  the  parieto- 
occipital fissure  is  a  somewhat  square-shaped  assemblage  of  convolutions — the 
lobulus  quadratus  or  precuneus.  The  space  between  the  gyrus  fornicatus  and 
the  convolution  of  the  longitudinal  fissure  on  this  aspect  of  the  brain  is  occupied 
by  various  secondary  convolutions,  which  need  not  be  particularly  described. 

Besides  the  great  primary  convolutions  above  named  and  described,  and 
which  can  be  recognized  in  almost  any  well-developed  brain,  there  are  a  great 
number  of  these  secondary  convolutions  which  pass  from  one  to  another  of  the 
primary,  and  often  somewhat  obscure  their  arrangement ;  of  these,  the  annectant 
convolutions  of  the  occipital  lobe,  above  mentioned,  may  be  taken  as  examples. 

Cerebrum.    Under  Surface  op  Base.    (Fig.  360.) 

The  under  surface  of  each  hemisphere  presents  a  subdivision,  as  already 
mentioned,  into  three  lobes,  named  from  their  position,  anterior,  middle,  and 
posterior. 

The  anterior  or  frontal  lobe,  of  a  triangular  form,  with  its  apex  backwards, 
is  somewhat  concave,  and  rests  upon  the  convex  surface  of  the  roof  of  the  orbit, 
being  separated  from  the  middle  lobe  by  the  fissure  of  Sylvius.  The  middle 
lobe,  which  is  more  prominent,  is  received  into  the  middle  fossa  of  the  base  of 
the  skull,  and  comprises  the  parietal  and  temporo-sphenoidal  lobes.  The  pos- 
terior or  occipital  lobe  rests  upon  the  tentorium,  its  extent  forwards  being  limited 
by  the  anterior  margin  of  the  cerebellum. 

The  various  objects  exposed  to  view  on  the  under  surface  of  the  cerebrum, 
in  and  near  the  middle  line,  are  here  arranged  in  the  order  in  which  they  are 
met  with  from  before  backwards. 

Longitudinal  fissure.  Tuber  cinereum. 

Corpus  callosum  and  its  peduncles.  Infundibulum. 

Lamina  cinerea.  Pituitary  body. 

Olfactory  nerve.  Corpora  albicantia. 

Fissure  of  Sylvius.  Posterior  perforated  space. 

Anterior  perforated  space.  Crura  cerebri. 
Optic  commissure. 

The  longitudinal  fissure  partially  separates  the  two  hemispheres  from  one 
another:  it  divides  the  two  anterior  lobes  in  front;  and  on  raising  the  cere- 
bellum and  pons,  it  will  be  seen  completely  separating  the  two  posterior  lobes, 
the  intermediate  portion  of  the  fissure  being  filled  up  by  the  great  transverse 
band  of  white  matter,  the  corpus  callosum.  Of  these  two  portions  of  the 
longitudinal  fissure,  that  which  separates  the  posterior  lobes  is  the  longest.  In 
the  fissure  between  the  two  anterior  lobes  the  anterior  cerebral  arteries  may  be 
seen  ascending  to  the  corpus  callosum ;  and  at  the  back  part  of  this  portion  of 
the  fissure,  the  anterior  curved  portion  of  the  corpus  callosum  descends  to  the 
base  of  the  brain. 

The  corpus  callosum  terminates  at  the  base  of  the  brain  by  a  concave  margin, 
which  is  connected  with  the  tuber  cinereum  through  the  intervention  of  a  thin 
layer  of  gray  substance,  the  lamina  cinerea.  This  may  be  exposed  by  gently 
raising  and  drawing  back  the  optic  commissure.  A  broad  white  band  may 
be  observed  on  each  side,  passing  from  the  under  surface  of  the  corpus  callosum 
backwards  and  outwards,  to  the  commencement  of  the  fissure  of  Sylvius;  these 
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bands  are  called  the  peduncles  of  the  corpus  calhsum.     Laterally,  the  corpus 
callosum  extends  into  the  anterior  lobe. 

The  lamina  einerea  is  a  thin  layer  of  gray  substance,  extending  backwards 
above  the  optic  commissure  from  the  termination  of  the  corpus  callosum  to  the 
tuber  cinereum;  it  is  continuoua  on  either  side  with  this  gray  matter  of  the 
anterior  perforated  space,  and  forms  the  anterior  part  of  the  inferior  boundary 
of  the  third  ventricle.  It  connects  the  genu,  or  reflected  portion,  of  the  corpus 
callosum  with  the  optic  commissure,  and  is  on  this  account  described  by  Sappey 
as  the  gray  root  of  the  optic  nerves.  ' 

'       The  olfactory  nerve,  with  its  bulb,  is  seen  on  either  side  of  the  longitudinal 
fissure,  upon  the  under  surface  of  each  anterior  lobe. 

The  fissure  of  Sylvius  separates  the  anterior  and  middle  lobes,  and  lodges 
the  middle  cerebral  artery.  At  its  commencement  is  seen  a  point  of  medullary 
substance,  corresponding  to  a  subjacent  band  of  white  fibres,  connecting  the 
anterior  and  middle  lobes,  and  called  the  fasciculus  unciformis ;  on  following 
this  fissuro  outwards,  it  divides  into  two  branches,  which  inclose  the  triangular- 
shaped  prominent  cluster  of  isolated  convolutions  (gyri  operti)  called  the  island 
of  Reil. 

Pig-  360.— Base  of  the  Brain. 


.  t  .  _     >f 

Sylvius.    It  is  of  a  triangular  shape,  bounded  in  front  by  the  convolutions  of  the 
anterior  lobe  and  the  roots  of  the  olfactory  nerve;  behind,  by  the  optic  tract; 
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externally,  by  the  middle  lobe  and  commencement  of  the  fissure  of  Sylvius ; 
internally,  it  is  continuous  with  the  lamina  cinerea,  and  crossed  by  the  peduncle 
of  the  corpus  callosum.  It  is  of  a  grayish  color,  and  corresponds  to  the  under 
surface  of  the  corpus  striatum,  a  large  mass  of  gray  matter,  situated  in  the  inte- 
rior of  the  brain ;  it  has  received  its  name  from  being  perforated  by  numerous 
minute  apertures  for  the  transmission  of  small  straight  vessels  into  the  sub- 
stance of  the  corpus  striatum. 

The  optic  commissure  is  situated  in  the  middle  line,  immediately  behind  the     \ 
lamina  cinerea.     It  is  the  point  of  junction  between  the  two  optic  nerves. 

Immediately  behind  the  diverging  optic  tracts,  and  between  them  and  the 
peduncles  of  the  cerebrum  (crura  cere/n"),  is  a  lozenge-shaped  interval,  the  inter- 
peduncular space,  in  which  are  found  the  following  parts,  arranged  in  the  follow- 
ing order  from  before  backwards :  the  tuber  cinereum,  infundibulum,  pituitary 
body,  corpora  albicantia,  and  the  posterior  perforated  space. 

The  tuber  cinereum  is  an  eminence  of  gray  matter,  situated  between  the  optic 
tract  and  the  corpora  albicantia :  it  is  connected  with  the  surrounding  parts  of 
the  cerebrum,  forms  part  of  the  floor  of  the  third  ventricle,  and  is  continuous 
with  the  gray  substance  in  that  cavity.  From  the  middle  of  its  under  surface  a 
conical  tubular  process  of  gray  matter,  about  two  lines  in  length,  is  continuous 
downwards  and  forwards  to  be  attached  to  the  posterior  lobe  of  the  pituitary 
body;  this  is  the  infundibulum.  Its  canal,  which  is  funnel-shaped,  communi- 
cates with  the  third  ventricle.  . 

The  pituitary  body  is  a  small  reddish-gray  vascular  mass,  weighing  from  five  , 
to  ten  grains,  and  of  an  oval  form,  situated  in  the  sella  Turcica,  in  connection 
with  which  it  is  retained  by  the  dura  mater  forming  the  inner  wall  of  the  caver- 
nous sinus.  It  is  very  vascular,  and  consists  of  two  lobes,  separated  from  one 
another  by  a  fibrous  lamina.  Of  these,  the  anterior  is  the  larger,  of  an  oblong 
form,  and  somewhat  concave  behind,  where  it  receives  the  posterior  lobe,  which 
is  round.  The  anterior  lobe  consists  externally  of  a  firm  yellowish -gray  sub- 
stance, and  internally  of  a  soft  pulpy  substance  of  a  yellowish-white  color.  The 
posterior  lobe  is  darker  than  the  anterior.  In  the  foetus  it  is  larger  proportion- 
ally than  in  the  adult,  and  contains  a  cavity  which  communicates  through  the 
infundibulum  with  the  third  ventricle.  In  the  adult  it  is  firmer  and  more  solid, 
and  seldom  contains  any  cavity.  Its  structure,  especially  the  anterior  lobe,  is 
similar  to  that  of  the  ductless  glands. 

The  corpora  albicantia  are  two  small  round  white  masses,  each  about  the  size  i 
of  a  pea,  placed  side  by  side  immediately  behind  the  tuber  cinereum.  They  are  f 
formed  by  the  anterior  crura  of  the  fornix,  hence  called  the  bulbs  of  the  fornix^ 
which,  after  descending  to  the  base  of  the  brain,  are  folded  upon  themselves, 
before  passing  upwards  to  the  thalami  optici.  They  are  composed  externally  of 
white  substance,  and  internally  of  gray  matter;  the  gray  matter  of  the  two  being 
connected  by  a  transverse  commissure  of  the  same  material.  At  an  early  period 
of  foetal  life  they  are  blended  together  into  one  large  mass,  but  become  separated 
about  the  seventh  month. 

The  posterior  perforated  space  (pons  Tarini)  corresponds  to  a  whitish-gray  sub- 
stance, placed  between  the  corpora  albicantia  in  front,  the  pons  Varolii  behind, 
and  the  crura  cerebri  on  either  side.  It  forms  the  back  part  of  the  third  ven- 
tricle, and  is  perforated  by  numerous  small  orifices  for  the  passage  of  blood- 
vessels to  the  thalami  optici. 

The  crura  cerebri  (peduncles  of  the  cerebrum)  are  two  thick  cylindrical  bundles 
of  white  matter,  which  emerge  from  the  anterior  border  of  the  pons,  and  diverge 
as  they  pass  forwards  and  outwards  to  enter  the  under  part  of  either  hemisphere. 
Each  cms  is  about  three-quarters  of  an  inch  in  length,  and  somewhat  broader 
in  front  than  behind.  They  are  marked  upon  their  surface  with  longitudinal 
stri®,  and  each  is  crossed,  just  before  entering  the  hemisphere,  by  a  flattened 
white  band,  the  optic  tract,  which  is  adherent  by  its  upper  border  to  the 
peduncle.     In  the  interior  of  the  crura  is  contained  a  mass  of  dark  gray  matter, 
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called  locus  niger.  The  third  nerves  may  be  seen  emerging  from  the  inner  side 
of  either  cms,  and  the  fourth  nerve  winding  round  its  outer  side  from  above. 

Each  cms  consists  of  a  superficial  and  deep  layer  of  longitudinal  white  fibres, 
continued  upwards  from  the  pons:  these  layers  are  separated  from  each  other  by 
the  locus  niger. 

The  superficial  longitudinal  fibres  are  continued  upwards,  from  the  anterior 
pyramids  to  the  cerebrum.  They  consist  of  coarse  fasciculi,  which  form  the  free 
part  of  the  crus,  and  have  received  the  name  of  thQ  fasciculated  portion  or  crusta 
of  the  peduncle. 

The  deep  longitudinal  fibres  are  continued  upwards,  in  two  layers,  one  from  the 
lateral  and  posterior  columns  of  the  medulla  and  one  from  the  olivary  fasciculus, 
these  fibres  consisting  of  some  derived  from  the  same,  and  others  from  the 
opposite  lateral  tract  of  the  medulla.  More  deeply,  are  finer  fibres,  mixed  with 
gray  matter,  derived  from  the  cerebellum,  blended  with  the  former.  The 
cerebral  surface  of  the  crus  cerebri  is  formed  of  these  fibres,  and  is  named  the 
tegmentum. 

The  locus  niger  is  a  mass  of  gray  matter,  situated  between  the  superficial  and 
deep  layers  of  fibres  above  described.  It  is  placed  nearer  the  inner  than  the 
outer  side  of  the  crus. 

The  posterior  lobes  of  the  cerebrum  are  concealed  from  view  by  the  upper 
surface  of  the  cerebellum,  and  pons  Varolii.  When  these  parts  arc  removed,  the 
two  hemispheres  are  seen  to  be  separated  by  the  great  longitudinal  fissure,  this 
fissure  being  interrupted,  in  front,  by  the  posterior  rounded  border  of  the  corpus 
callosum. 

General  Arrangement  of  the  Parts  composing  the  Cerebrum. 

As  the  peduncles  of  the  cerebrum  enter  the  hemispheres,  they  diverge  from 
one  another,  so  as  to  leave  an  interval  between  them,  the  interpeduncular  space. 
As  they  ascend,  the  component  fibres  of  each  pass  through  two  large  masses  of 
gray  matter,  the  ganglia  of  the  brain,  called  the  thalamus  opticus  and  corpus 
striatum,  which  project  as  rounded  eminences  from  the  upper  and  inner  side  of 
each  peduncle.  The  hemispheres  are  connected  together,  above  these  masses, 
by  the  great  transverse  commissure,  the  corpus  callosum,  and  the  interval  left 
between  its  under  surface,  the  upper  surface  of  the  ganglia,  and  the  parts  closing 
the  interpeduncular  space,  forms  the  general  ventricular  cavity.     The  upper 

f>art  of  this  cavity  is  subdivided  into  two  by  a  vertical  septum,  the  septum 
ucidum ;  and  thus  the  two  lateral  ventricles  are  formed.  The  lower  part  of 
the  cavity  forms  the  third  ventricle,  which  communicates  with  the  lateral 
ventricles  above,  and  with  the  fourth  ventricle  behind.  The  fifth  ventricle  is 
the  interval  left  between  the  two  layers  composing  the  septum  lucidum. 

Interior  of  the  Cerebrum. 

If  the  upper  part  of  either  hemisphere  is  removed  with  a  scalpel,  about  half 
an  inch  above  the  level  of  the  corpus  collosum,  its  internal  white  matter  will  be 
exposed.  It  is  an  oval-shaped  centre,  of  white  substance,  surrounded  on  all  sides 
by  a  narrow  convoluted  margin  of  gray  matter  which  presents  an  eaual  thick- 
ness in  nearly  every  part.  This  white  central  mass  has  been  called  the  centrum 
ovale,  minus.  Its  surface  is  studded  with  numerous  minute  red  dots  (puncta 
vasculosa\  produced  by  the  escape  of  blood  from  divided  bloodvessels.  In 
inflammation  or  great  congestion  of  the  brain,  these  are  very  numerous,  and  of 
a  dark  color.  If  the  remaining  portion  of  one  hemisphere  is  slightly  separated 
from  the  other,  a  broad  band  of  white  substance  will  be  observed  connecting 
them,  at  the  bottom  of  the  longitudinal  fissure;  this  is  the  corpus  callosum. 
The  margins  of  the  hemispheres,  which  overlap  this  portion  of  the  brain,  are 
called  the  labia  cerebri.     Each  labium  is  part  of  the  convolution  of  the  corpus 
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callosum  (gyrus  fornicatus),  already  described ;  and  the  space  between  it  and  the 
upper  surface  of  the  corpus  callosum  has  been  termed  the  ventricle  of  the  corpus 
callosum. 

The  hemispheres  should  now  be  sliced  off,  to  a  level  with  the  corpus  callosum, 
when  the  white  substance  of  that  structure  will  be  seen  connecting  together  both 
hemispheres.  The  large  expanse  of  medullary  matter  now  exposed,  surrounded 
by  the  convoluted  margin  of  gray  substance,  is  called  the  centrum  ovale  maj^is 
of  Vieussens. 

The  corpus  callosum  is  a  thick  stratum  of  transverse  fibres,  exposed  at  the 
bottom  of  the  longitudinal  fissure.  It  connects  the  two  hemispheres  of  the  brain, 
forming  their  great  transverse  commissure ;  and  forms  the  roof  of  a  space  in  the 
interior  of  each  hemisphere,  the  lateral  ventricle.  It  is  about  four  inches  in 
length,  extending  to  within  an  inch  and  a  half  of  the  anterior,  and  to  within 
two  inches  and  a  half  of  the  posterior,  part  of  the  brain.  It  is  somewhat  broader 
behind  than  in  front,  and  is  thicker  at  either  end  than  in  its  central  part,  being 

Fig.  361. — Section  of  the  Brain.    Made  on  a  level  with  the  Corpns  Callosum. 


thickest  behind.  It  presents  a  somewhat  arched  form,  from  before  backwards, 
terminating  anteriorly  in  a  rounded  border,  which  curves  downwards  and  back- 
wards, between  the  anterior  lobes  to  the  base  of  the  brain.  In  its  course,  it 
forms  a  distinct  bend,  named  the  knee  or  genu,  and  the  reflected  portion,  named 
the  beak  (rostrum),  becoming  gradually  narrower,  is  attached  to  the  anterior 
cerebral  lobe,  and  is  connected  through  the  lamina  cinerea  with  the  optic  com- 
missure. The  reflected  portion  of  the  corpus  callosum  gives  off,  near  its  termi- 
nation, two  bundles  of  white  substance,  which,  diverging  from  one  another,  pass 
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backwards,  across  the  anterior  perforated  space,  to  the  entrance  of  the  fissure 
of  Sylvius.  They  are  called  the  peduncles  of  the  corpus  callosum.  Posteriorly, 
the  corpus  callosum  forms  a  thick  rounded  fold,  which  is  free  for  a  little  distance, 
as  it  curves  forwards,  and  is  then  continuous  with  the  fornix.  On  its  upper 
surface,  its  fibrous  structure  is  very  apparent  to  the  naked  eye,  being  collected 
into  coarse  transverse  bundles.  Along  the  middle  line  is  a  linear  depression, 
the  raphd,  bounded  laterally  by  two  or  more  slightly  elevated  longitudinal  bands, 
called  the  striae  Longitudinales,  or  nerves  of  Lancisi  ;  and,  still  more  externally, 
other  longitudinal  striae  are  seen,  beneath  the  convolutions  which  rest  on  the 
corpus  callosum.  These  are  the  strive  longitudinahs  laterales.  The  under  sur- 
face of  the  corpus  callosum  is  continuous  behind  with  the  fornix,  being  sepa- 
rated from  it  in  front  by  the  septum  lucidum,  which  forms  a  vertical  partition 
between  the  two  ventricles.  On  either  side,  the  fibres  of  the  corpus  callosum 
penetrate  into  the  substance  of  the  hemispheres,  and  connect  together  the  ante- 
rior, middle,  and  part  of  the  posterior  lobes.  It  is  the  large  number  of  fibres 
derived  from  the  anterior  ana  posterior  lobes  which  explains  the  great  thickness 
of  the  two  extremities  of  this  commissure. 

An  incision  should  now  be  made  through  the  corpus  callosum,  on  either  side  of  the  raphe\ 
when  two  large  irregular-shaped  cavities  will  be  exposed,  which  extend  through  a  great  part  of 
the  length  of  each  hemisphere.    These  are  the  lateral  ventricles. 

Fig.  362.— The  Lateral  Ventricles  of  the  Brain. 


The  lateral  ventricles  are  serous  cavities,  formed  by  the  upper  part  of  the 
general  ventricular  space  in  the  interior  of  the  brain.  They  are  lined  by  a  thin 
diaphanous  lining  membrane,  covered  with  ciliated  epithelium,  and  moistened 
by  a  serous  fluid,  which  is  sometimes,  even  in  health,  secreted  in  considerable 
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quantity.  These  cavities  are  two  in  number,  one  in  each  hemisphere,  and  they 
are  separated  from  each  other  by  a  vertical  septum,  the  septum  lucidum. 

Each  lateral  ventricle  consists  of  a  central  cavity,  or  body,  and  three  smaller 
cavities  or  cornua,  which  extend  from  it  in  different  directions.  The  anterior 
cornu  curves  forwards  and  outwards  into  the  substance  of  the  anterior  lobe. 
The  posterior  cornu,  called  the  digital  cavity,  curves  backwards  into  the  posterior 
lobe.     The  middle  cornu  descends  into  the  middle  lobe. 

The  central  cavity,  or  body  of  the  lateral  ventricle,  is  triangular  in  form.  It 
is  bounded,  above,  by  the  under  surface  of  the  corpus  callosum,  which  forms  the 
roof  of  the  cavity.  Internally,  is  a  vertical  partition,  the  septum  lucidum, 
which  separates  it  from  the  opposite  ventricle,  and  connects  the  under  surface 
of  the  corpus  callosum  with  the  fornix.  Its  floor  is  formed  by  the  following 
parts,  enumerated  in  their  order  of  position,  from  before  backwards :  the  corpus 
striatum,  taenia  semicircularis,  thalamus  opticus,  choroid  plexus,  corpus  fimbri- 
atum,  and  fornix. 

The  anterior  cornu  is  triangular  in  form,  passing  outwards  into  the  anterior 
lobe,  and  curving  round  the  anterior  extremity  of  the  corpus  striatum.  It  is 
bounded  above  and  in  front,  by  the  corpus  callosum ;  behind,  by  the  corpus 
striatum. 

The  posterior  cornu,  or  digital  cavity,  curves  backwards  into  the  substance  of 
the  posterior  lobe,  its  direction  being  backwards  and  outwards,  and  then  in- 
wards. On  its  floor  is  seen  a  longitudinal  eminence,  which  corresponds  with  a 
deep  sulcus,  between  two  convolutions :  this  is  called  the  hippocampus  minor. 
Between  the  middle  and  posterior  horns  a  smooth  eminence  is  observed,  which 
varies  considerably  is  size  in  different  subjects.  It  is  called  the  eminentia  col- 
lateralis. 

The  corpus  striatum  has  received  its  name  from  the  striped  appearance 
which  its  section  presents,  in  consequence  of  diverging  white  fibres  being  mixed 
with  the  gray  matter  which  forms  the  greater  part  of  its  substance.  The  intra- 
ventricular portion  is  a  large  pear-shaped  mass,  of  a  gray  color  externally :  its 
broad  extremity  is  directed  forwards,  into  the  fore  part  of  the  body,  and  anterior 
cornu  of  the  lateral  ventricle:  its  narrow  end  is  directed  outwards  and  back- 
wards, being  separated  from  its  fellow  by  the  thalami  optici :  it  is  covered  by 
the  serous  lining  of  the  cavity,  and  crossed  by  some  veins  of  considerable  size. 
The  extraventricular  portion  is  imbedded  in  the  white  substance  of  the  hemi- 
sphere. 

The  taenia  semicircularis  is  a  narrow,  whitish,  .semi-transparent  band  of 
medullary  substance,  situated  in  the  depression  between  the  corpus  striatum 
and  thalamus  opticus.  Anteriorly,  it  descends  in  connection  with  the  anterior 
pillar  of  the  fornix ;  behind,  it  is  continued  into  the  descending  horn  of  the 
ventricle,  where  it  becomes  lost.  Its  surface,  especially  at  its  fore-part,  is  trans- 
parent, and  dense  in  structure,  and  this  was  called  by  Tarinus  the  horny  hand. 
It  consists  of  longitudinal  white  fibres,  the  deepest  of  which  run  between  the 
corpus  striatum  and  thalamus  opticus.  Beneath  it  is  a  large  vein  [vena  corporis 
striati),  which  receives  numerous  small  veins  from  the  surface  of  the  corpus 
striatum  and  thalamus  opticus,  and  joins  the  venae  Galeni. 

The  choroid  plexus  is  a  highly  vascular,  fringe  like  membrane,  occupying  the 
margin  of  the  fold  of  pia  mater  {velum  interpositum),  in  the  interior  of  the  brain. 
It  extends,  in  a  curved  direction,  across  the  floor  of  the  lateral  ventricle.  In 
front,  where  it  is  small  and  tapering,  it  communicates  with  the  choroid  plexus 
of  the  opposite  side,  through  a  large  oval  aperture,  the  foramen  of  Monro. 
Posteriorly,  it  descends  into  the  middle  horn  of  the  lateral  ventricle,  where  it 
joins  with  the  pia  mater  through  the  transverse  fissure.  In  structure,  it  consists 
of  minute  and  highly  vascular  villous  processes,  the  villi  being  covered  by  a 
single  layer  of  epithelium,  composed  of  large  round  corpuscles,  containing, 
besides  a  central  nucleus,  a  bright  yellow  spot.  The  arteries  of  the  choroid 
plexus  enter  the  ventricle  at  the  descending  cornu,  and,  after  ramifying  through 
40 
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its  substance,  send  branches  into  the  substance  of  the  brain.  The  veins  of  the 
choroid  plexus  terminate  in  the  venae  Galeni. 

The  corpus  fimbria  turn  (teenia  hippocampi)  is  a  narrow,  white,  tape-like  band, 
situated  immediately  behind  the  choroid  plexus.  It  is  the  lateral  edge  of  the 
posterior  pillar  of  the  fornix,  and  is  attached  along  the  inner  border  of  the 
hippocampus  major  as  it  descends  into  the  middle  horn  of  the  lateral  ventricle. 
It  may  be  traced  as  far  as  the  pes  hippocampi. 

The  lhalami  oplici  and  fornix  will  be  described  when  more  completely  ex- 
posed, in  a  later  stage  of  the  dissection  of  the  brain. 

The  middle  cornu  should  now  be  exposed,  throughout  its  entire  extent,  by  introducing  the 
little  finger  gently  into  it,  and  cutting  outwards  along  the  finger  through  the  substance  of  the 
hemisphere,  which  should  be  removed,  to  an  extent  sufficient  to  expose  the  entire  cavity. 

The  middle,  or  descending  cornu,  the  largest  of  the  three,  traverses  the  middle 
lobe  of  the  brain,  forming  in  its  course  a  remarkable  curve  round  the  back  of 
the  optic  thalamus.  It  passes,  at  first,  backwards,  outwards,  and  downwards, 
and  then  curves  round  the  crus  cerebri,  forwards  and  inwards,  nearly  to  the 
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point  of  the  middle  lobe,  close  to  the  fissure  of  Sylvius.  Its  upper  boundary  is 
formed  by  the  medullary  substance  of  the  middle  lobe,  and  the  under  surface 
of  the  thalamus  opticus.  Its  lower  boundary,  or  floor,  presents  for  examination 
the  following  parts:  the  hippocampus  major,  pes  hippocampi,  pes  aecessornis, 
corpus  fimbrintum,  choroid  plexus,  fascia  dentata,  transverse  fissure. 
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The  hippocampus  major,  or  cornu  Ammonis,  so  called  from  its  resemblance  to  a 
ram's  horn,  is  a  white  eminence,  of  a  curved  elongate  form,  extending  along  the 
entire  length  of  the  floor  of  the  middle  horn  of  the  lateral  ventricle.  At  its  lower 
extremity  it  becomes  enlarged,  and  presents  a  number  of  rounded  elevations  with 
intervening  depressions,  which,  from  presenting  some  resemblance  to  the  paw 
of  an  animal,  is  called  the  pes  hippocampi.  If  a  transverse  section  is  made 
through  the  hippocampus  major,  it  will  be  seen  that  this  eminence  is  the  inner 
surface  of  the  convolution  of  the  corpus  callosum,  doubled  upon  itself  like  a  horn, 
the  white  convex  portion  projecting  into  the.  cavity  of  the  ventricle;  the  gray 
portion  being  on  the  surface  of  the  cerebrum,  the  edge  of  which,  slightly  in- 
dented, forms  the  fascia  dentata.  The  white  matter  of  the  hippocampus  major 
is  continuous,  through  the  corpus  fimbriatum,  with  the  fornix  and  corpus  cal- 
losum. 

The  pes  accessorius,  or  eminentia  collaterals,  has  already  been  mentioned,  as 
a  white  eminence,  varying  in  size,  placed  between  the  hippocampus  major  and 
hippocampus  minor,  at  the  junction  of  the  posterior  with  the  descending  cornu. 
Like  the  hippocampi,  it  is  formed  of  white  matter  corresponding  to  one  of  the 
sulci,  between  two  convolutions  protruding  into  the  cavity  of  the  ventricle. 

The  corpus  fimbriatum  is  a  continuation  of  the  posterior  pillar  of  the  fornix, 
prolonged,  as  already  mentioned,  from  the  central  cavity  of  the  lateral  ventricle. 

Fascia  dentata.  On  separating  the  inner  border  of  the  corpus  fimbriatum 
from  the  choroid  plexus,  and  raising  the  edge  of  the  former,  a  serrated  band  of 
gray  substance,  the  edge  of  the  gray  substance  of  the  middle  lobe,  will  be  seen 
beneath  it;  this  is  the  fascia  dentata.  Correctly  speaking,  it  is  placed  external 
to  the  cavity  of  the  descending  cornu. 

The  transverse  fissure  is  seen  on  separating  the  corpus  fimbriatum  from  the 
thalamus  opticus.  It  is  situated  beneath  the  fornix,  extending  from  the  middle 
line  behind,  downwards  on  either  side,  to  the  end  of  the  descending  cornu,  being 
bounded  on  one  side  by  the  fornix  and  the  hemisphere,  and  on  the  other  by  the 
thalamus  opticus.  Through  this  fissure  the  pia  mater  passes  from  the  exterior 
of  the  brain  into  the  ventricles,  to  form  the  choroid  plexuses.  Where  the  pia 
mater  projects  into  the  lateral  ventricle,  beneath  the  edge  of  the  fornix,  it  is 
coverea  by  a  prolongation  of  the  lining  membrane,  which  excludes  it  from  the 
cavity. 

The  septum  lucidum  (Fig.  362)  forms  the  internal  boundary  of  the  lateral 
ventricle.  It  is  a  thin,  semi-transparent  septum,  attached,  above,  to  the  under 
surface  of  the  corpus  callosum ;  below,  to  the  anterior  part  of  the  fornix ;  and, 
in  front  of  this,  to  the  prolonged  portion  of  the  corpus  callosum.  It  is  trian- 
gular in  form,  broad  in  front,  and  narrow  behind,  its  surfaces  looking  towards 
the  cavities  of  the  ventricles.  The  septum  consists  of  two  lamin®,  separated  by 
a  narrow  interval,  the  fifth  ventricle. 

Fifth  Ventricle.  Each  lamina  of  the  septum  lucidum  consists  of  an  internal 
layer  of  white  substance,  covered  by  the  lining  membrane  of  the  fifth  ventricle ; 
and  an  outer  layer  of  gray  matter,  covered  by  the  lining  membrane  of  the  lateral 
ventricle.  The  cavity  of  the  fifth  ventricle  is  lined  by  a  serous  membrane, 
covered  with  the  epithelium,  and  contains  fluid.  In  tne  foetus,  and  in  some 
animals,  this  cavity  communicates,  below,  with  the  third  ventricle ;  but  in  the 
adult,  it  forms  a  separate  cavity.  In  cases  of  serous  effusion  into  the  ventricles, 
the  septum  is  often  found  softened  and  partially  broken  down. 

The  fifth  ventricle  may  be  exposed  by  cutting  through  the  septum,  and  attached  portion  of  the 
corpus  callosum,  with  scissors ;  after  examining  which,  the  corpus  callosum  should  be  cut  across, 
towards  its  anterior  part,  and  the  two  portions  carefully  dissected,  the  one  forwards,  the  other 
backwards,  when  the  fornix  will  be  exposed. 

The  fornix  (Figs.  362,  363)  is  a  longitudinal  lamella  of  white  fibrous  matter, 
situated  beneath  the  corpus  callosum,  with  which  it  is  continuous  behind,  but 
separated  from  it  in  front  by  the  septum  lucidum.  It  may  be  described  as 
consisting  of  two  symmetrical  halves,  one  for  either  hemisphere.     These  two 
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portions  are  joined  together  in  the  middle  line,  where  they  form  the  body,  but 
are  separated  from  one  another  in  front  and  behind ;  forming  the  anterior  and 
posterior  crura. 

The  body  of  the  fornix  is  triangular ;  narrow  in  front,  broad  behind.  Its 
upper  surface  is  connected,  in  the  median  line,  to  the  septum  lucidum  in  front, 
and  the  corpus  callosum  behind.  Its  under  surface  rests  upon  the  velum  inter- 
positum,  which  separates  it  from  the  third  ventricle,  and  the  inner  portion  of 
the  optic  thalami.  Its  lateral  edges  form,  on  each  side,  part  of  the  floor  of  the 
lateral  ventricles,  and  are  in  contact  with  the  choroid  plexuses. 

The  anterior  crura  arch  downwards  towards  the  base  of  the  brain,  separated 
from  each  other  by  a  narrow  interval.  They  are  composed  of  white  fibres, 
which  descend  through  a  quantity  of  gray  matter  in  the  lateral  walls  of  the 
third  ventricle,  and  are  placed  immediately  behind  the  anterior  commissure. 
At  the  base  of  the  brain,  the  white  fibres  of  each  crus  form  a  sudden  curve  upon 
themselves,  spread  out  and  form  the  outer  part  of  the  corresponding  corpus  albi- 
cans, from  which  point  they  may  be  traced  upwards  into  the  substance  of  the 
corresponding  thalamus  opticus  (Fig.  359).  The  anterior  crura  of  the  fornix  are 
connected  in  their  course  with  the  optic  commissure,  the  white  fibres  covering 
the  optic  thalamus,  the  peduncle  of  the  pineal  gland,  and  the  superficial  fibres  of 
the  taenia  semicircularis. 

The  posterior  crura,  at  their  commencement,  are  intimately  connected  by  their 
upper  surfaces  with  the  corpus  callosum ;  diverging  from  one  another,  they  pass 
downwards  into  the  descending  horn  of  the  lateral  ventricle,  being  continuous 
with  the  concave  border  of  the  hippocampus  major.  The  lateral  thin  edges  of 
the  posterior  crura  have  received  tne  name  corpus  fimtyriatum,  already  described. 
On  the  under  surface  of  the  fornix,  towards  its  posterior  part,  between  the 
diverging  posterior  crura,  may  be  seen  some  transverse  lines,  and  others  longi- 
tudinal or  oblique.  This  appearance  has  been  termed  the  lyra,  from  the  fancied 
resemblance  it  bears  to  the  strings  of  a  harp. 

Between  the  anterior  pillars  of  the  fornix  and  the  anterior  extremities  of  the 
thalami  optici,  an  oval  aperture  is  seen  on  each  side,  the  foramen  of  Monro. 
The  two  openings  descend  towards  the  middle  line,  and  joining  together,  lead 
into  the  upper  part  of  the  third  ventricle.  These  openings  communicate  with 
the  lateral  ventricles  on  each  side,  and  below  with  the  third  ventricle. 

Divide  the  fornix  across  anteriorly,  and  reflect  the  two  portions,  the  one  forwards,  the  other 
backwards,  when  the  velum  interpositnm  will  be  exposed. 

The  velum  interpositum  (Fig.  363)  is  a  vascular  membrane,  reflected  from  the 
pia  mater  into  the  interior  of  the  brain  through  the  transverse  fissure,  passing 
oeneath  the  posterior  rounded  border  of  the  corpus  callosum  and  fornix,  ana 
above  the  corpora  quadrigemina,  pineal  gland,  and  optic  thalami.  It  is  of  a 
triangular  form,  and  separates  the  under  surface  of  the  body  of  the  fornix  from 
the  cavity  of  the  third  ventricle.  Its  posterior  border  forms  an  almost  complete 
investment  for  the  pineal  gland.  Its  anterior  extremity,  or  apex,  is  bifid;  each 
bifurcation  being  continued  into  the  corresponding  lateral  ventricle,  behind  the 
anterior  crura  of  the  fornix,  forming  the  anterior  extremity  of  the  choroid 
plexus.  On  its  under  surface  are  two  vascular  fringes,  which  diverge  from  each 
other  behind,  and  project  into  the  cavity  of  the  third  ventricle.  These  are  the 
choroid  plexuses  of  the  third  ventricle.  To  its  lateral  margins  are  connected 
the  choroid  plexuses  of  the  lateral  ventricles.  The  arteries  of  the  velum  inter- 
positum enter  from  behind,  beneath  the  corpus  callosum.  Its  veins,  the  venae 
Galeni,  two  in  number,  run  along  its  under  surface;  they  are  formed  by  the 
vente  corporis  striati  and  the  veins  of  the  choroid  plexuses ;  the  vena?  Galeni 
unite  posteriorly  into  a  single  trunk,  which  terminates  in  the  straight  sinus. 

The  velum  interpositnm  should  now  be  removed.  This  must  be  effected  carefully,  especially 
at  its  posterior  part,  where  it  invests  the  pineal  gland ;  the  thalami  optici  will  then  be  exposed 
with  the  cavity  of  the  third  ventricle  between  them  (Fig  364). 
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The  thalami  optici  are  two  large  oblong  masses,  placed  between  the  diverging 
portions  of  the  corpora  striata ;  they  are  of  a  white  color  superficially ;  inter- 
nally they  are  composed  of  white  fibres  intermixed  with  gray  matter.  Each 
thalamus  rests  upon  its  corresponding  eras  cerebri,  which  it  embraces.  Exter- 
nally, it  is  bounded  by  the  corpus  striatum,  and  trenia  semicircularis ;  and  is 
continuous  with  the  hemisphere.  Internally,  it  forms  the  lateral  boundary  of 
the  third  ventricle ;  and  running  along  its  upper  border  is  seen  the  peduncle  of 
the  pineal  gland.  Its  vpper  surface  is  free,  being  partly  seen  in  the  lateral  ven- 
tricle ;  it  is  partly  covered  by  the  fornix,  and  marked  in  front  by  an  eminence, 
the  anterior  tubercle.  Its  under  surface  forms  the  roof  of  the  descending  cornu 
of  the  lateral  ventricle ;  into  it  the  eras  cerebri  passes.  Its  posterior  and  inferior 
part,  which  projects  into  the  descending  horn  of  the  lateral  ventricle,  presents 
two  small  rounded  eminences,  the  internal  and  external  geniculate  bodies.  Its 
anterior  extremity,  which  is  narrow,  forms  the  posterior  boundary  of  the  fora- 
men of  Monro. 

Fig.  364.— The  Third  and  Fonrlta  Ventricle*. 


The  third  ventricle  is  the  narrow  oblong  fissure  placed  between  the  thalami 
optici,  and  extending  to  the  base  of  the  brain.  It  is  bounded,  above,  by  the 
under  surface  of  the  velum  interpositum,  from  which  are  suspended  the  choroid 
plexuses  of  the  third  ventricle ;  and,  laterally,  by  two  white  tracts,  one  on  either 
side,  the  peduncles  of  the  pineal  gland.  Its  floor,  somewhat  oblique  in  its  direc- 
tion, is  formed,  from  before  backwards,  by  the  parts  which  close  the  interpedun- 
cular space,  viz.,  the  lamina  cinerea,  the  tuber  cincrcum  and  infundibulum,  the 
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corpora  albicantia  and  the  locus  perforates  posticus;  its  sides,  by  the  optic 
thaiami;  it  is  bounded,  in  front,  by  the  anterior  crura  of  the  fornix,  and  part 
of  the  anterior  commissure ;  behind,  by  the  posterior  commissure,  and  the  iter 
I  a  tertio  ad  quartum  ventriculum. 

The  cavity  of  the  third  ventricle  is  crossed  by  three  commissures,  named, 
from  their  position,  anterior,  middle,  and  posterior. 

The  anterior  commissure  is  a  rounded  cord  of  white  fibres,  placed  in  front  of 
1    the  anterior  crura  of  the  fornix.    It  perforates  the  corpus  striatum  on  either  side, 
and  spreads  out  into  the  substance  of  the  hemispheres,  over  the  roof  of  the 
descending  horn  of  each  lateral  ventricle. 

The  middle  or  soft  commissure  consists  almost  entirely  of  gray  matter.     It 
,    connects  together  the  thaiami  optici,  and  is  continuous  with  the  gray  matter  lining 
the  anterior  part  of  the  third  ventricle.     It  is  frequently  broken  in  examining 
the  brain,  and  might  then  be  supposed  to  have  been  wanting. 

The  posterior  commissure,  smaller  than  the  anterior,  is  a  flattened  white  band 
/   of  fibres,  connecting  together  the  two  thaiami  optici  posteriorly.     It  bounds 
'     the  third  ventricle  posteriorly,  and  is  placed  in  front  of  and  beneath  the  pineal 
gland,  above  the  opening  leading  to  the  fourth  ventricle. 

The  third  ventricle  has  four  openings  connected  with  it.  In  front  are  the 
two  oval  apertures  of  the  foramen  of  Monro,  one  on  either  side,  through  which 
the  third  communicates  with  the  lateral  ventricles.  Behind  is  a  third  opening 
leading  into  the  fourth  ventricle  by  a  canal,  the  aqueduct  of  Sylvius,  or  iter  a 
tertio  ad  quartum  ventriculum.  The  fourth,  situated  in  the  anterior  part  of  the 
floor  of  the  ventricle,  is  a  deep  pit,  which  leads  downwards  to  the  funnel-shaped 
cavity  of  the  infundibulum  (iter  ad  infundibulum). 

The  lining  membrane  of  the  lateral  ventricles  is  continued  through  the  foramen 
of  Monro  into  the  third  ventricle,  and  extends  along  the  iter  a  tertio  into  the 
fourth  ventricle;  at  the  bottom  of  the  iter  ad  infundibulum,  it  ends  in  a  cul- 
de-sac. 

Gray  matter  of  the  third  ventricle.  A  layer  of  gray  matter  covers  the  greater 
part  of  the  surface  of  the  third  ventricle.  In  the  floor  of  this  cavity  it  exists 
in  great  abundance,  and  is  prolonged  upwards  on  the  sides  of  the  thaiami, 
extending  across  the  cavity  as  the  soft  commissure ;  below,  it  enters  into  the 
corpora  albicantia,  and  surrounds  in  part  the  anterior  pillars  of  the  fornix. 

Behind  the  third  ventricle,  and  in  front  of  the  cerebellum,  are  the  corpora 
quadrigemina ;  and  resting  upon  these,  the  pineal  gland. 

The  pineal  gland  (conarium),  so  named  from  its  peculiar  shape  (pinas,  a  fir- 
cone), is  a  small  reddish-gray  body,  conical  in  form,  placed  immediately  behind 
the  posterior  commissure,  and  between  the  nates,  upon  which  it  rests.  It  is 
retained  in  its  position  by  a  duplicature  of  pia  mater,  derived  from  the  under 
surface  of  the  velum  interpositum,  which  almost  completely  invests  it.  The 
pineal  gland  is  about  four  lines  in  length,  and  from  two  to  three  in  width,  at 
its  base,  and  is  said  to  be  larger  in  the  child  than  in  the  adult,  and  in  the  female 
than  in  the  male.  Its  base  is  connected  with  the  cerebrum  by  some  transverse 
commissural  fibres,  derived  from  the  posterior  commissure;  and  by  four  slender 
peduncles,  formed  of  medullary  fibres.  Of  these,  the  two  superior  pass  forwards 
upon  the  upper  and  inner  margin  of  the  optic  thaiami  to  the  anterior  crura  of 
the  fornix,  with  which  they  become  blended.  The  inferior  peduncles  pass 
vertically  downwards  from  the  base  of  the  pineal  gland,  along  the  back  part  of 
the  inner  surface  of  the  thaiami,  and  are  only  seen  on  a  vertical  section  through 
the  gland.  The  pineal  gland  is  very  vascular,  and  consists  chiefly  of  gray  matter, 
with  a  few  meaullary  fibres.  In  its  base  is  a  small  cavity,  said  by  some  to 
communicate  with  that  of  the  third  ventricle.  It  contains  a  transparent  viscid 
fluid,  and  occasionally  a  quantity  of  sabulous  matter,  named  acervulu*  cerebri. 
composed  of  phosphate  and  carbonate  of  lime,  phosphate  of  magnesia  and 
ammonia,  with  a  little  animal  matter.     These  concretions  are  almost  constant  in 
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their  existence,  and  are  found  at  all  periods  of  life.  When  this  body  is  solid, 
the  sabulous  matter  is  found  upon  its  surface,  and  occasionally  upon  its 
peduncles. 

On  the  removal  of  the  pineal  gland  and  adjacent  portion  of  pia  mater,  the  corpora  quadrigemina 
are  exposed. 

The  corpora  or  tubercula  quadrigemina  {optic  lobes)  are  four  rounded  eminences 
placed  in  pairs,  two  in  front,  and  two  behind,  and  separated  from  one  another 
by  a  crucial  depression.  They  are  situated  immediately  behind  the  third 
ventricle  and  posterior  commissure,  beneath  the  posterior  border  of  the  corpus 
callosum,  and  above  the  iter  a  tertio  ad  quartum  ventriculum.  The  anterior  pair, 
the  nates,  are  the  larger,  oblong  from  before  backwards,  and  of  a  gray  color. 
The  posterior  pair,  the  testes,  are  hemispherical  in  form,  and  lighter  in  color 
than  the  preceding.  They  are  connected  on  each  side  with  the  thalamus 
opticus,  and  commencement  of  the  optic  tracts,  by  means  of  two  white  promi- 
nent bands  termed  brachia.  Those  connecting  the  nates  with  the  thalamus 
{brachia  anteriora)  are  the  larger,  and  pass  obliquely  outwards.  Those  con- 
necting the  testes  with  the  thalamus,  are  called  the  brachia  posterior  a.  Bo'.h 
pairs,  in  the  adult,  are  quite  solid,  being  composed  of  white  matter  externally, 
and  gray  matter  within.  These  bodies  are  larger  in  the  lower  animals  than  in 
man.  In  fishes,  reptiles,  and  birds,  they  are  only  two  in  number,  are  called 
the  optic  lobes,  from  their  connection  with  the  optic  nerves,  and  are  hollow  in 
their  anterior ;  but  in  mammalia,  they  are  four  in  number,  as  in  man,  and  quite 
solid.  In  the  human  foetus,  they  are  developed  at  a  very  early  period,  and  form 
a  large  proportion  of  the  cerebral  mass ;  at  first,  they  are  only  two  in  number, 
as  in  the  lower  mammalia,  and  hollow  in  their  interior. 

These  bodies  receive,  from  below,  white  fibres  from  the  olivary  fasciculus  or 
fillet;  they  are  also  connected  with  the  cerebellum,  by  means  of  a  large  white 
cord  on  each  side,  the  processus  ad  testes,  or  superior  peduncles  of  the  cerebellum, 
which  pass  up  to  the  thalami  from  the  tubercula  quadrigemina. 

The  valve  of  Vieussens  is  a  thin  translucent  lamina  of  medullary  substance, 
stretched  between  the  two  processus  e  cerebello  ad  testes ;  it  covers  in  the  canal 
leading  from  the  third  to  the  fourth  ventricle,  forming  part  of  the  roof  of  the 
latter  cavity.  It  is  narrow  in  front,  where  it  is  connected  with  the  testes;  and 
broader  behind,  at  its  connection  with  the  vermiform  process  of  the  cerebellum. 
A  slight  elevated  ridge,  the  freenulum,  descends  upon  the  upper  part  of  the 
valve  from  the  corpora  quadrigemina,  and  on  either  side  of  it  may  be  seen  the 
fibres  of  origin  of  the  fourth  nerve.  Its  lower  half  is  covered  by  a  thin  trans- 
versely-grooved lobule  of  gray  matter  prolonged  from  the  anterior  border  of 
the  cerebellum;  this  is  called  by  the  Italian  anatomists  the  linguetta  laminosa.  | 

The  corpora  geniculata  are  two  small  flattened,  oblong  masses,  placed  on  thel 
outer  side  of  the  corpora  quadrigemina,  and  on  the  under  and  back  part  of  each  1 
optic  thalamus,  and  named,  from  their  position,  corpus  geniculatum  externum  \ 
and  internum.     They  are  placed  one  on  the  outer  and  one  on  the  inner  side  of 
each  optic  tract.     In  this  situation,  the  optic  tract  may  be  seen  dividing  into 
two  bands,  one  of  which  is  connected  with  the  external  geniculate  body  and 
nates,  the  other  being  connected  with  the  internal  geniculate  body  and  testes. 

Structure  of  the  cerebrum.  The  white  matter  of  each  hemisphere  consists  of 
three  kinds  of  fibres:  1.  Diverging  or  peduncular  fibres,  wnich  connect  the 
hemisphere  with  the  cord  and  medulla  oblongata.  2.  Transverse  commissural 
fibres,  which  connect  together  the  two  hemispheres.  3.  Longitudinal  commis- 
sural fibres,  which  connect  distant  parts  of  the  same  hemisphere. 

The  diverging  or  peduncular  fibres  consist  of  a  main  body,  and  of  certain 
accessory  fibres.  The  main  body  originate  in  the  columns  of  the  cord  and 
medulla  oblongata,  and  enter  the  cerebrum  through  the  crus  cerebri,  where 
they  are  arranged  into  two  bundles,  separated  by  the  locus  niger.  Those  fibres 
which  form  the  inferior  or  fasciculated  portion  of  the  crus,  are  derived  from 
the  anterior  pyramid,  and,  ascending,  pass  mainly  through  the  centre  of  the 
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striated  body;  those  on  the  opposite  surface  of  the  crus,  which  form  the  teg- 
mentum, are  derived  from  the  posterior  pyramid  and  fasciculi  teretes ;  as  they 
ascend,  they  pass,  some  through  the  under  part  of  the  thalamus,  and  others 
through  both  thalamus  and  corpus  striatum,  decussating  in  these  bodies  with 
each  other,  and  with  the  fibres  of  the  corpus  callosum.  The  optic  thalami  also 
receive  accessory  fibres  from  the  processus  ad  testes,  the  olivary  fasciculus,  the 
corpora  quadrigemina,  and  corpora  geniculata.  Some  of  the  diverging  fibres 
end  in  the  cerebral  ganglia,  whilst  others  pass  through  and  receive  additional 
fibres  from  them,  and,  as  they  emerge,  radiate  into  the  anterior,  middle,  and 
posterior  lobes  of  the  hemisphere,  decussating  again  with  the  fibres  of  the  corpus 
callosum,  before  passing  to  the  convolutions.  These  fibres  have  received  the 
name  of  corona  radiata. 

The  transverse  commissural  fibres  connect  together  the  two  hemispheres  across 
the  middle  line.  They  are  formed  by  the  corpus  callosum,  and  the  anterior  and 
posterior  commissures. 

The  longitudinal  commissural  fibres  connect  together  distant  parts  of  the  same 
hemisphere,  the  fibres  being  disposed  in  a  longitudinal  direction.  They  form 
the  fornix,  the  taenia  semicircularis,  and  pecjuncles  of  the  pineal  gland,  the 
striae  longitudinales,  the  fibres  of  the  gyrus  fornicatus,  and  the  fasciculus  unci- 
formis. 

The  Cerebellum. 

The  Cerebellum,  or  little  brain,  is  that  portion  of  the  enccphalon  which  is  con- 
tained in  the  inferior  occipital  fossae.  It  is  situated  beneath  the  posterior  lobes 
of  the  cerebrum,  from  which  it  is  separated  by  the  tentorium.  Its  average  weight 
in  the  male  is  5  ozs.  4  drs.  It  attains  its  maximum  weight  between  the  twenty- 
fifth  and  fortieth  year ;  its  increase  in  weight  after  the  fourteenth  year  being 
relatively  greater  in  the  female  than  in  the  male.  The  proportion  between  the 
cerebellum  and  cerebrum  is,  in  the  male,  as  1  to  8| ;  and  in  the  female,  as  1  to  8 \. 
In  the  infant,  the  cerebellum  is  proportionally  much  smaller  than  in  the  adult, 
the  relation  between  it  and  the  cerebrum  being,  according  to  Chaussier,  between 
1  to  13,  and  1  to  26 ;  by  Cruveilhier  the  proportion  was  found  to  be  1  to  20.  In 
form,  the  cerebellum  is  oblong,  and  flattened  from  above  downwards,  its  greater 
diameter  being  from  side  to  side.  It  measures  from  three  and  a  half  to  four 
inches  transversely,  and  from  two  to  two  and  a  half  inches  from  before  back- 
wards, being  about  two  inches  thick  in  the  centre,  and  about  six  lines  at  the 
circumference,  which  is  the  thinnest  part.  It  consists  of  gray  and  white  matter : 
the  former,  darker  than  that  of  the  cerebrum,  occupies  the  surface ;  the  latter, 
the  interior.  The  surface  of  the  cerebellum  is  not  convoluted  like  the  cerebrum, 
but  traversed  by  numerous  curved  furrows  or  sulci,  which  vary  in  depth  at 
different  parts,  and  separate  the  laminae  of  which  its  exterior  is  composea. 

Its  upper  surface  (Fig.  365)  is  somewhat  elevated  in  the  median  line,  and  de- 
pressed towards  its  circumference ;  it  consists  of  two  lateral  hemispheres,  con- 
nected together  by  an  elevated  median  portion  or  lobe,  the  superior  vermiform 
process.  The  median  lobe  is  the  fundamental  part,  and  in  some  animals,  as 
fishes  and  reptiles,  the  only  part  which  exists ;  the  hemispheres  being  additions, 
and  attaining  their  maximum  size  in  man.  The  hemispheres  are  separated,  in 
front,  by  a  deep  notch,  the  incisura  cerebelll  anterior,  which  encircles  the  corpora 
quadrigemina  behind ;  they  are  also  separated  by  a  similar  notch  behind,  the 
incisura  cerebelli  posterior,  in  which  is  received  the  upper  part  of  the  falx  ccre- 
belli.  The  superior  vermiform  process  (upper  part  of  the  median  lobe  of  the 
cerebellum)  extends  from  the  notch  on  the  anterior  to  that  on  the  posterior 
border.  It  is  divided  into  three  lobes:  the  lobulus  centralis,  a  small  lobe, 
situated  in  the  incisura  anterior;  the  monticulus  cerebelli,  the  central  projecting 
part  of  the  process ;  and  the  commissura  simplex,  a  small  lobe  near  the  incisura 
posterior. 
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The  under  surface  of  the  cerebellum  (Fig.  866)  is  subdivided  into  two  lateral 
hemispheres  by  a  depression,  the  valley,  which  extends  from  before  backwards 
in  the  middle  hue.  The  lateral  hemispheres  are  lodged  in  the  inferior  occipital 
fossae ;  the  median  depression,  or  valley,  receives  the  back  part  of  the  medulla 

Fig.  366.— Upper  Surface  of  the  Cerebellum. 


oblongata,  is  broader  in  the  centre  than  at  either  extremity,  and  has,  projecting 
from  its  floor,  part  of  the  median  lobe  of  the  cerebellum,  called  the  inferior 
vermiform  process.  The  parts  entering  into  the  composition  of  this  body  are, 
from  behind  forwards,  the  commissura  brevis,  situated  in  the  incisure  posterior ; 

Fig.  3G6.— Under  .Surface  of  tbe  Cerebellum. 


in  front  of  this,  a  laminated  conical  projection,  the  pyramid;  more  anteriorly, 
a  larger  eminence,  the  uvula,  which  is  placed  between  the  two  rounded  lobes 
which  occupy  the  sides  of  the  valley,  the  amygdalse  or  tonsils,  and  is  connected 
with  them  by  a  commissure  of  gray  matter,  indented  on  the  surface,  called  the 
furrowed  band.  In  front  of  the  uvula  is  the  nodule;  it  is  the  anterior  pointed 
termination  of  the  inferior  vermiform  process,  and  projects  into  the  cavity  of 
the  fourth  ventricle ;  it  has  been  named  by  Malacarne  the  laminated  tubercle. 
On  each  side  of  the  nodule  is  a  thin  layer,  of  white  substance,  attached  exter- 
nally to  the  flocculus,  and  internally  to  the  nodule ;  these  form  together  the 
posterior  medullary  velum,  or  commissure  of  the  flocculus.  It  is  usually  covered 
in  and  concealed  by  the  nmygdalte,  and  cannot  be  seen  until  they  are  drawn 
aside.    This  band  is  of  a  semilunar  form  on  each  side,  its  anterior  margin  being 


G34  NERVOUS   SYSTEM. 

free  and  concave,  its  posterior  attached  just  in  front  of  the  furrowed  band. 
Between  it  and  the  nodulus  and  uvula  behind,  is  a  deep  fossa,  called  the  swallow's 
nest  {nidus  hirundinis). 

Lobes  of  the  cerebellum.  Each  hemisphere  is  divided  into  an  upper  and  a  lower 
portion  by  the  great  horizontal  fissure,  which  commences  in  front  at  the  pons, 
and  passes  horizontally  round  the  free  margin  of  either  hemisphere,  backwards 
to  the  middle  line.  From  this  primary  fissure  numerous  secondary  fissures  pro- 
ceed, which  separate  the  cerebellum  into  lobes. 

Upon  the  upper  surface  of  either  hemisphere  there  are  two  lobes,  separated 
from  each  other  by  a  fissure.  These  are  the  anterior  or  square  lobe,  which 
extends  as  far  back  as  the  posterior  edge  of  the  vermiform  process,  and  the 
posterior  or  semilunar  lobe,  which  passes  from  the  termination  of  the  preceding 
to  the  great  horizontal  fissure. 

Upon  the  under  surface  of  either  hemisphere  there  are  five  lobes,  separated 
by  sulci;  these  are  from  before  backwards.  The  floceulvs  or  sulpeduncular 
lobe,  a  prominent  tuft,  situated  behind  and  below  the  middle  peduncle  of  the 
cerebellum  ;  its  surface  is  composed  of  gray  matter,  subdivided  into  a  few  small 
laminae ;  it  is  sometimes  called  the  pnewaoyastric  lobule,  from  being  situated 
behind  the  pneumogastric  nerve.  The  amyij<lalie  or  tonsil  is  situated  on  either 
side  of  the  great  median  fissure  or  valley,  and  projects  into  the  fourth  ventricle. 
The  digastric  lobe  is  situated  on  the  outside  of  the  tonsil,  being  connected  in 
part  with  the  pyramid.  Behind  the  digastric  is  the  slender  lobe,  which  is  con- 
nected with  the  back  part  of  the  pyramid  and  the  commissura  brcvis :  and  more 
iwsteriorly  is  the  inferior  posterior  lobe,  which  also  joins  the  commissura  brevis 
in  the  valley. 

Structure.  If  a  vertical  section  is  made  through  either  hemisphere  of  the 
cerebellum,  midway  between  its  centre  and  the  superior  vermiform  process,  the 
interior  will  be  found  to  consist  of  a  central  stem  of  white  matter,  which  con- 
tains in  its  interior  a  dentate  liody.  From  the  surface  of  this  central  stem  a  scries 
of  plates  of  medullary  matter  are  detached,  which,  covered  with  gray  matter,  form 
the  laminse ;  and  from  the  anterior  part  of  each  hemisphere  arise  three  large  pro- 
cesses or  peduncles,  superior,  middle,  and  inferior,  by  which  the  cerebellum  is 
connected  with  the  rest  of  the  encephalon. 

The  laminse  are  about  ten  or  twelve  in  number,  including  those  on  both 
surfaces  of  the  cerebellum,  those  in  front  being  detached  at  a  right  angle,  and 

those    behind    at    an    acute 
Fie  367.— Vertical  Section  of  the  Cerebellum.  angle;    as  each    lamina  pro- 

ceeds outwards,  other  second- 
ary lamime  are  detached  from 
it,  and  from  these,  tertiary 
laminie.  The  arrangement 
thus  described  gives  tot  lie  cut 
surface  of  the  organ  a  foliated 
appearance,  to  which  the  name 
arbor  vitse  has  been  given, 
Esiuh  lamina  consists  of  white 
mutter,  covered  externally  bv- 
a  layer  of  gray  substance. 
The  white  matter  of  each  lam- 
ina is  derived  partly  from  the 
central  stem  :  in  addition  to 
which  white  fibres  pass  from 
one  lamina  to  another.  The 
gray  matter  resembles  some- 
what the  cortical  substance 
of  the  convolutions.  It  consists  of  two  layers :  the  external  one,  soft  and  of  a 
grayish  color;  the  internal  one,  firmer  and  of  a  rust  color. 
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The  corpus  dentatum,  or  ganglion  of  the  cerebellum,  is  situated  a  little  to  the 
inner  side  of  the  centre  of  the  stem  of  white  matter.  It  consists  of  an  open  bag 
or  capsule  of  gray  matter,  the  section  of  which  presents  a  gray  dentated  outline, 
open  at  its  anterior  part.  It  is  surrounded  by  white  fibres ;  white  fibres  are  also 
contained  in  its  interior,  which  issue  from  it  to  join  the  superior  peduncles. 

The  peduncles  of  the  cerebellum,  superior,  middle,  and  inferior,  serve  to  con- 
nect it  with  the  rest  of  the  encephalon. 

The  superior  peduncles  (processus  e  cerebello  ad  testes)  connect  the  cerebellum 
with  the  cerebrum;  they  pass  forwards  and  upwards  to  the  testes,  beneath  which 
they  ascend  to  the  crura  cerebri  and  optic  thalami,  forming  part  of  the  diverg- 
ing cerebral  fibres :  each  peduncle  forms  part  of  the  lateral  boundary  of  the 
fourth  ventricle,  and  is  connected  with  its  fellow  of  the  opposite  side  by  the 
valve  of  Vieussens.  The  peduncles  are  continuous  behind  with  the  folia  of  the 
inferior  vermiform  process,  and  with  the  white  fibres  in  the  interior  of  the  corpus 
dentatum.  Beneath  the  corpora  quadrigemina,  the  innermost  fibres  of  each 
peduncle  decussate  with  each  other,  so  that  some  fibres  from  the  right  half  of 
the  cerebellum  are  continued  to  the  left  half  of  the  cerebrum. 

* 

The  inferior  peduncles  (processus  ad  medullam)  connect  the  cerebellum  with 
the  medulla  oblongata.  They  pass  downwards,  to  the  back  part  of  the  medulla, 
and  form  part  of  the  restiform  bodies.  Above,  the  fibres  of  each  process  are 
connected  chiefly  with  the  laminae,  on  the  upper  surface  of  the  cerebellum ;  and 
below,  they  are  connected  with  all  three  tracts  of  one  half  of  the  medulla;  and, 
through  these,  with  the  corresponding  half  of  the  cord,  excepting  the  posterior 
median  columns. 

The  middle  peduncles  (processus  ad  pontem),  the  largest  of  the  three,  connect 
together  the  two  hemispheres  of  the  cerebellum,  forming  their  great  transverse 
commissure.  Thev  consist  of  a  mass  of  curved  fibres,  which  arise  in  the  lateral 
parts  of  the  cerebellum,  and  pass  across  to  the  same  points  on  the  opposite  side. 
They  form  the  transverse  fibres  of  the  pons  Varolii. 

Fourth  Ventricle.  (Fig.  364.) 

The  Fourth  Ventricle,  or  ventricle  of  the  cerebellum,  is  the  space  between 
the  posterior  surface  of  the  medulla  oblongata  and  pons  in  front,  and  the  cere- 
bellum behind.  It  is  lozenge-shaped,  being  contracted  above  and  below,  and 
broadest  across  its  central  part.  It  is  bounded  laterally  by  the  processus  e  cere- 
hello  ad  testes  above,  and  by  the  diverging  posterior  pyramids  and  restiform 
bodies  below. 

The  roof  is  arched ;  it  is  formed  by  the  valve  of  Vieussens  and  the  under 
surface  of  the  cerebellum,  which  presents,  in  this  situation,  four  small  eminences 
or  lobules,  the  nodulus,  uvula,  and  amygdalae. 

The  anterior  boundary,  or  floor,  is  formed  by  the  posterior  surface  of  the 
medulla  oblongata  and  pons.  In  the  median  line  is  seen  the  posterior  median 
fissure,  which  becomes  gradually  obliterated  above,  and  terminates  below  in  the 
point  of  the  calamus  scriptorius,  formed  by  the  convergence  of  the  posterior 
pyramids.  At  this  point  is  the  orifice  of  a  short  canal  terminating  in  a  cul-de- 
sac,  the  remains  of  tne  canal  which  extends  in  foetal  life  through  the  centre  of 
the  cord.  On  each  side  of  the  median  fissure  are  two  slightly  convex  longitu- 
dinal eminences,  the  fasciculi  teretes:  they  extend  the  entire  length  of  the  floor, 
being  indistinct  below  and  of  a  grayish  color,  but  well  marked  and  whitish 
above.  Each  eminence  consists  of  fibres  derived  from  the  lateral  tract  and  resti- 
form body,  which  ascend  to  the  cerebrum.  Opposite  the  crus  cerebelli,  on  the 
outer  side  of  the  fasciculi  teretes,  is  a  small  eminence  of  dark  gray  substance, 
which  presents  a  bluish  tint  through  the  thin  stratum  covering  it ;  this  is  called 
the  locus  cwruleus;  and  a  thin  streak  of  the  same  color  continued  tip  from  this  on 
either  side  of  the  fasciculi  teretes,  as  far  as  the  top  of  the  ventricle,  is  called 
the  tsenia  violacea.     The  lower  part  of  the  floor  of  the  ventricle  is  crossed  by 
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several  white  transverse  lines,  liness  transversa  ;  they  emerge  from  the  posterior 
median  fissure ;  some  enter  the  crus  cerebelli,  others  enter  the  roots  of  origin 
of  the  auditory  nerve,  whilst  some  pass  upwards  and  outwards  on  the  floor  of 
the  ventricle. 

The  lining  membrane  of  the  fourth  ventricle  is  continuous  with  that  of  the 
third,  through  the  aqueduct  of  Sylvius,  and  its  cavity  communicates  below  with 
the  sub-arachnoid  space  of  the  brain  and  cord  through  an  aperture  in  the  layer 
of  pia  mater  extending  between  the  cerebellum  and  medulla  oblongata.  Later- 
ally, this  membrane  is  reflected  outwards  a  short  distance  between  the  cerebellum 
and  medulla. 

The  choroid  plexuses  of  the  fourth  ventricle  are  two  in  number;  they  are  deli- 
cate vascular  fringes,  which  project  into  the  ventricle  on  each  side,  passing  from 
the  point  of  the  inferior  vermiform  process  to  the  outer  margin  of  the  restiform 
bodies. 

The  gray  matter  in  the  floor  of  the  ventricle  consists  of  a  tolerably  thick 
stratum,  continuous  below  with  the  gray  commissure  of  the  cord,  and  extending 
up  as  high  as  the  aqueduct  of  Sylvius,  besides  some  special  deposits  connected 
with  the  roots  of  origin  of  certain  nerves.  In  the  upper  half  of  the  ventricle  is 
a  projection  situated  over  the  nucleus,  from  which  the  sixth  and  facial  nerves 
take  a  common  origin.  In  the  lower  half  are  three  eminences  on  each  side  for 
the  roots  of  origin  of  the  eighth  and  ninth  nerves. 


For  further  information  on  the  Descriptive  Anatomy  of  the  Nervous  Centres,  consult :  Cro- 
veilhier's  '*  Anatomie  Descriptive;"  Todd's  "Descriptive  Anatomy  of  the  Brain,  Spinal  Cord, 
and  Ganglions;"  Herbert  Mayo's  "Plates  of  the  Brain  and  Spinal  Cord;"  Arnold's  "Tabule 
Anatomies,  Fascic.  I,  Icones  Cerebri  et  Med nl lee  Spinalis  ; "  Sappey's  "  Anatomie  Descriptive ;" 
Tlirschfeld  et  L6veill6's  "  Trait6  et  lconographie  du  Systeme  nerveux ;"  and  Henle's  "Handbnch 
der  Anatomie." 


Cranial  Nerves. 

The  Cranial  Nerves,  nine  in  number  on  each  side,  arise  from  some  part  of  the 
cerebro-spinal  centre,  and  are  transmitted  through  foramina  in  the  base  of  the 
cranium.  They  have  been  named  numerically,  according  to  the  order  in  which 
they  pass  out  of  the  base  of  the  brain.  Other  names  are  also  given  to  them 
derived  from  the  parts  to  which  they  are  distributed,  or  from  their  functions. 
Taken  in  their  order,  from  before  backwards,  they  are  as  follows : — 

1st.  Olfactory.  7tVl     j  Facial  (Portio  dura).  lg 

2d.  Optic.    "  1  Auditory  (Portio  mollis).     * 

3d.  Motor  oculi.  (  Glossopharyngeal.  4 

4th.  Pathetic.  8th.    <  Pneumogastric  (Par  vagum)./ J 
5th.  Trifacial  (Trigeminus).  (  Spinal  accessory.  j  %, 

6th.  Abducens.  9th.       Hypoglossal.  /  V* 

If,  however,  the  7th  pair  be  considered  as  two,  and  the  8th  pair  as  three 
distinct  nerves,  then  their  number  will  be  increased  to  twelve,  which  is  the 
arrangement  adopted  by  Sommering. 

The  cranial  nerves  may  be  subdivided  into  four  groups,  according  to  the 
peculiar  ftmction  possessed  by  each,  viz.,  nerves  of  special  sense;  nerves  of 
common  sensation ;  nerves  of  motion ;  and  mixed  nerves.  These  groups  may 
be  thus  arranged  : — 

Nerves  of  Special  Sense.  Nerves  of  Motion. 

Olfactory.  Motor  oculi. 

Optic.  Pathetic. 

Auditory.  Part  of  third  division  of  fifth. 

Part  of  glossopharyngeal.  Abducens. 

Lingual  or  gustatory  branch  of  fifth.       Facial. 

Hypoglossal. 

Nerves  of  Common  Sensation.  Mixed  Nerves. 

Fifth  (greater  portion).  J  Pneumogastric. 

Part  of  glossopharyngeal.         /  Spinal  accessory. 

All  the  cranial  nerves  are  connected  to  some  part  of  the  surface  of  the  brain. 
This  is  termed  their  superficial  or  apparent  origin.  But  their  fibres  may,  in  all 
cases,  be  traced  deeply  into  the  substance  of  the  organ.  This  part  is  called  their 
deep  or  real  origin. 

Olfactory  Nerve.    (Fig.  360.) 

The  First,  or  Olfactory  Nerve,  the  special  nerve  of  the  sense  of  smell, 
may  be  regarded  as  a  lobe,  or  portion  of  the  cerebral  substance  pushed  forward 
in  direct  relation  with  the  organ  to  which  it  is  distributed.  It  arises  by  three 
roots. 

#  The  external,  or  long  root,  is  a  narrow,  white,  medullary  band,  which  passes 
outwards  across  the  fissure  of  Sylvius,  into  the  substance  of  the  middle  lobe  of 
the  cerebrum.  Its  deep  origin  has  been  traced  to  the  corpus  striatum,1  the 
superficial  fibres  of  the  optic  thalamus,*  the  anterior  commissure,8  and  the  con- 
volutions of  the  island  of  Keil. 

1  YieiHeeno,  Winslow,  Monro,  Mayo.  •  Valentin.  ■  Cmveilbier. 
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The  middle,  or  gray  root,  arises  from  a  papilla  of  gray  matter  ^caruncula  mam- 
miliaria),  imbedded  in  the  anterior  lobe.  This  root  is  prolonged  into  the  nerve 
from  the  adjacent  part  of  the  brain,  and  contains  white  fibres  in  its  interior, 
which  are  connected  with  the  corpus  striatum. 

The  internal,  or  short  root,  is  composed  of  white  fibres,  which  arise  from  the 
inner  and  back  part  of  the  anterior  lobe,  being  connected,  according  to  Foville, 
with  the  longitudinal  fibres  of  the  gyrus  fornicatus. 

These  three  roots  unite,  and  form  a  fiat  band,  narrower  in  the  middle  than  at 
either  extremity,  and  of  a  somewhat  prisraoid  form  on  section.  It  is  soft  in 
texture,  and  contains  &  considerable  amount  of  gray  matter  in  its  substance. 
As  it  passes  forwards,  it  is  contained  in  a  deep  sulcus,  between  two  convolutions, 
lying  on  the  under  surface  of  the  anterior  ldbe,  on  either  side  of  the  longitudinal 
fissure,  and  is  retained  in  position  by  the  arachnoid  membrane  which  covers  it. 
On  reaching  the  cribriform  plate  of  the  ethmoid  bone,  it  expands  into  an  oblong 
mass  of  grayislFwliite  suhstanccyfhe""  orftreTgry"  bulb.  From  the  under  part  of 
tlusljulb  are  given  off  numcrtrair^amcnTsTaTjout  twenty  in  nurntjgx,  which  pass 
through  the  cribriform  foramina,  and  are  distributed  to  the  mucous  membrane 
of  the  nose.  Each  filament  is  surrounded  by  a  tubular  prolongation  from  the 
dura  mater  and  pia  mater;  the  former  being  lost  on  the  periosteum  lining  the 
nose ;  the  latter,  in  the  neurilemma  of  the  nerve.  The  filaments,  as  they  cuter 
the  nares,  are  divisible  into  three  groups:  an  inner  group,  larger  than  those  on 
the  outer  wall,  spread  out  over  the  upper  third  of  the  septum  ;  a  middle  set, 
confined  to  the  roof  of  the  nose;  and  an  outer  set,  which  arc  distributed  over 
the  superior  and  middle  turbinated  bones,  and  the  surface  of  the  ethmoid  in 
front  of  them.  As  the  filaments  descend,  they  unite  in  a  plexiform  network, 
and  become  gradually  lost  in  the  lining  membrane.     Their  mode  of  termination 

unknown. 

The  olfactory  differs  in  structure  from  other  nerves,  in  containing  gray  matter 
in  its  interior,  and  being  soft  and  pulpy  in  consistence.  Its  filaments  are  defi- 
cient in  the  white  substance  of  Schwann,  arc  not  divisible  into  fibrillic,  and 
resemble  the  gelatinous  fibres,  in  being  nucleated,  and  of  a  finely-granular  tex- 
ture. 

Optic  Nerve. 

The  .Second,  or  Optic  Nerve,  the  special  nerve  of  the  sense  of  sight,  is  dis- 
tributed exclusively  to  the  eyeball.     The  nerves  of  opposite  sides  are  connected 
together  at  the   commissure;    and  from  the 
Fig.  368.— The  Ontic  Nerve  and         b^k  °f  tne  commissure,  they  may  be  traced 
Optic  Tract.  to  the  brain,  under  the  name  of  the  optic 

tracts. 

The  optic  tract,  at  its  connection  with  the 
brain,  is  divided  into  two  bands  which  arise 
from  the  optic  thalami,  the  corpora  geniculata. 
and  the  corpora  quadrigemina.  The  fibres 
of  origin  from  the  thalamus  may  be  traced 
partly  from  its  surface,  and  partly  from  its 
interior.  From  this  origin,  tne  tract  winds 
obliquely  across  the  under  surface  of  the  cms 
cerebri,  in  the  form  of  a  flattened  band,  desti- 
tute of  neurilemma,  and  is  attached  to  the 
crus  by  its  anterior  margin.  It  now  assume? 
a  cylindrical  form,  and,  as  it  passes  forwards, 
is  connected  with  the  tuber  cinereum,  and 
lamina  cinerca,  from  both  of  which  it  receives 
fibres.  According  to  Foville,  it  is  also  con- 
nected with  the  tienia  semicircularis,  and  the 
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anterior  termination  of  the  gyrus  fornicatus.  It  finally  joins  with  the  nerve  of 
the  opposite  side,  to  form  the  optic  commissure.  -v 

The  commissure  or  chiasma,  somewhat  quadrilateral  in  form,  rests  upon  the 
optic  groove  of  the  sphenoid  bone,  being  bounded,  in  front,  by  the  lamina  cinerea ;    I 
behind,  by  the  tuber  cinereum;  on  either  side  by  the  anterior  perforated  space. 
Within  the  commissure,  the  optic  nerves  of  the  two  sides  undergo  a  partial 
decussation.     The  fibres  which  form  the  inner  margin 

of  each  tract  are  continued  across  from  one  to  the  ^»^^X  ciS 
other  side  of  the  brain,  and  have  no  connection  with  Flb™  ln^u^tlc  tom 
the  optic  nerves.  These  may  be  regarded  as  com- 
missural fibres  (inter-cerebral)  between  the  thalami 
of  opposite  sides.  Some  fibres  are  continued  across 
the  anterior  border  of  the  chiasma,  and  connect  the 
optic  nerves  of  the  two  sides,  having  no  relation  with 

the  optic  tracts.  They  may  be  regarded  as  comrais-  ^y'  v*~-riap«**» 
sural  fibres  between  the  two  retinae  (inter-retinal  fibres). 

The  outer  fibres  of  each  tract  are  continued  into  the  optic  nerve  of  the  same  side. 
The  central  fibres  of  each  tract  are  continued  into  the  optic  nerve  of  the  oppo- 
site side,  decussating  in  the  commissure  with  similar  fibres  of  the  opposite 
tract.1 

The  optic  nerves  arise  from  the  fore-part  of  the  commissure,  and,  diverging 
from  one  another,  become  rounded  in  form  and  firm  in  texture,  and  are  inclosed 
in  a  sheath  derived  from  the  arachnoid.  As  each  nerve  passes  through  the 
corresponding  optic  foramen,  it  receives  a  sheath  from  the  aura  mater  ;  and  as 
it  enters  the  orbit,  this  sheath  subdivides  into  layers,  one  of  which  becomes  con- 
tinuous with  the  periosteum  of  the  orbit ;  the  other  forms  a  sheath  for  the  nerve, 
and  surrounds  it  as  far  as  the  sclerotic.  The  nerve  passes  through  the  cavity 
of  the  orbit,  pierces  the  sclerotic  and  choroid  coats  at  the  back  part  of  the  eyeball, 
a  little  to  the  nasal  side  of  its  centre,  and  expands  into  the  retina.  A  small 
artery,  the  arteria  centralis  retime,  perforates  the  optic  nerve  a  little  behind 
the  globe,  and  runs  along  its  interior  in  a  tubular  canal  of  fibrous  tissue.  It 
supplies  the  inner  surface  of  the  retina,  and  is  accompanied  by  corresponding 
veins.  ^  /?  m 

Auditory  Nerve,   a    *~  vh-^rf  &<//*&*  - 

The  Auditory  Nerve  {portio  mollis  of  the  seventh  pair)  is  the  special  nerve 
of  the  sense  of  hearing,  being  distributed  exclusively  to  the  internal  ear.  The 
portio  dura  of  the  seventh  pair,  or  facial  nerve,  is  the  motor  nerve  of  the  muscles 
of  the  face.     It  will  be  described  with  the  cranial  motor  nerves. 

The  auditory  nerve  arises  by  numerous  white  striae,  the  linese  transversa, 
which  emerge  from  the  posterior  median  fissure  in  the  anterior  wall,  or  floor,  of 
the  fourth  ventricle.  It  is  also  connected  with  the  gray  matter  of  the  medulla, 
corresponding  to  the  locus  caeruleus.  According  to  Foville,  the  roots  of  this 
nerve  are  connected,  on  the  under  surface  of  the  middle  peduncle,  with  the  gray 
substance  of  the  cerebellum,  with  the  flocculus,  and  with  the  gray  matter  at  the 
borders  of  the  calamus  scriptorius.  The  nerve  winds  round  the  restiform  body, 
from  which  it  receives  fibres,  and  passes  forwards  across  the  posterior  border  of 
the  cms  cerebelli,  in  company  with  the  facial  nerve,  from  which  it  is  partially 
separated  by  a  small  artery.  It  then  enters  the  meatus  auditorius,  in  company 
with  the  facial  nerve,  and,  at  the  bottom  of  the  meatus,  divides  into  two  branches, 
coghlgar  and  vestibular,  which  are  distributed,  the  former  to  the  cochlea,  the 
latter  to  the  vestibule  and  semicircular  canals.  The  auditory  nerve  is  very  soft 
in  texture  (hence  the  name,  portio  mollis),  destitute  of  neurilemma,  and,  within 
the  meatus,  receives  one  or  two  filaments  from  the  facial. 

1  A  specimen  of  congenital  absence  of  the  optic  commissure  is  to  be  found  in  the  Museum  of 
the  Westminster  Hospital. 
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The  other  nerves  of  special  sense  must  be  described  with  the  glosso- pharyn- 
geal and  fifth  nerves,  of  which  they  are  parts. 

Third  Nerve.    (Figs.  870,  371.) 

The  THIED  Nerve  (motor  oculi)  supplies  all  the  muscles  of  the  orbit,  except 
the  Superior  oblique  and  External  rectus ;  it  also  sends  motor  filaments  to  the 
iris.  It  is  a  rather  large  nerve,  of  rounded  form  and  firm  texture,  having  its 
apparent  origin  from  the  inner  surface  of  the  crus  cerebri,  immediately  in  front 
of  the  pons  V arolii. 

The  deep  origin  may  be  traced  into  the  substance  of  the  crus,  where  some  of 
its  fibres  are  connected  with  the  locus  niger ;  others  run  downwards,  among  the 
longitudinal  fibres  of  the  pons ; 
Fig.  370.— Nerves  or  the  Orbit.  Seen  from  above.  whilst  others  ascend,  to  be  con- 
nected with  the  tubercula  quad- 
rigemina,  and  valve  of  Vieussens. 
According  to  Stilling,  the  fibres 
of  the  nerve  pierce  the  peduncle 
and  locus  niger,  and  arise  from 
a  gray  nucleus  in  the  floor  of 
the  aqueduct  of  Sylvius.  On 
emerging  from  the  brain,  the 
nerve  is  invested  with  a  f heath 
of  pia  mater,  and  inclosed  in  a 

frolongation  from  the  arachnoid, 
t  then  pierces  the  dura  mater 
on  the  outer  side  of  the  anterior 
clinoid  process,  where  its  serous 
covering  is  reflected  from  it,  and 
it  passes  along  the  outer  wall  of 
the  cavernous  sinus,  above  the 
other  orbital  nerves,  receiving 
in  ils  course  one  or  two  filaments 
from  the  cavernous  plexus  of 
the  sympathetic.  It  then  di- 
vides into  two  branches,  which 
enter  the  orbit  through  the 
sphenoidal  fissure,  between  the 
two  heads  of  the  External  rec- 
tus muscle.  On  passing  through 
the  fissure,  the  nerve  is  placed 
below  the  fourth,  and  the  frontal 
»««/-*  and  lachrymal  branches  of  the 
imm&h  '        ophthalmic  nerve. 

The  superior  division,  the 
smaller,  passes  inwards  across  the  optic  nerve,  and  supplies  the  Superior  rectus 
and  Levator  palpebral 

The  inferior  division,  the  larger,  divides  into  three  branches.  One  passes 
beneath  the  optic  nerve  to  the  Internal  rectus ;  another  to  the  Inferior  rectus : 
and  the  third,  the  largest  of  the  three,  passes  forwards  between  the  Inferior  and 
External  recti,  to  the  Inferior  oblique.  From  the  latter,  a  short  thick  branch 
is  given  off  to  the  lower  part  of  the  lenticular  ganglion,  forming  its  inferior 
root,  as  well  as  two  filaments  to  the  inferior  rectus.  All  these  branches  enter 
the  muscles  on  their  ocular  surface. 
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/a  -/r.-.. 

Fourth  Nerve.    (Fig.  370.)  / ,    - '  •  ■   ■     ' 

The  Fourth  Nerve  (trochlear),  the  smallest  of  the  cranial  nerves,  aappliea 
the  Superior  oblique,  muscle.  It  arisesfrom  the  upper  part  of  the_valve~of 
Vieussens7  immediately  behind  the  testis,  and  divides  Taeneath-  the  corpora 
quadrigemina,  into  two  fasciculi ;  the  anterior  one  arising  from  a  nucleus  of 
gray  matter,  close  to  the  middle  line  of  the  floor  of  the  Sylvian  aqueduct ;  the 
posterior  one  from  a  gray  nucleus,  at  the  upper  part  of  the  floor  of  the  fourth 
ventricle,  close  to  the  origin  of  the  fifth  nerve.  The  two  nerves  are  connected 
together  at  their  origin,  by  a  transverse  band  of  white  fibres,  which  crosses  the 
surface  of  the  valve  of  Vieussens.  The  nerve  winds  round  _the  outer  side  of 
the  cms  cerebri,  immediately  above  the  pons  Varolii,  pierces  the  dura  mater  in 
tEe  free  border  of  the  tentorium  ccrebcTli,  near  the  posterior  clinoid  process, 
above  the  oval  opening  for  the  fifth  nerve,  and  passes  forwards  through  the 
outer  wall  of  the  cavernous  sinus,  below  the  third;  but,  as  it  enters  the  orbit, 
through  the  sphenoidal  fissure,  it  becomes  the  highest  of  all  the  nerves.  In  the 
ofblt,  it  passe3  inwards,  above  the  origin  of  the  Levator  palpebrae,  and  finally 
enters  the  orbital  surface  of  the  Superior  oblique  muscle. 

Fig.  371.— Nerves  of  the  Orbit  nnd  Ophthalmic  Gangliou.    Side  View. 


In  the  outer  wall  of  the  cavernous  sinus,  this  nerve  receives  some  filaments 
from  the  carotid  plexus  of  the  sympathetic.  It  is  not  unfrequently  blended 
with  the  ophthalmic  division  of  the  fifth;  and  occasionally  gives  oft'  a  branch 
to  assist  in  the  formation  of  the  lachrymal  nerve.  It  also  gives  off  a  recurrent 
branch,  which  passes  backwards  between  the  layers  of  the  tentorium,  dividing 
into  two  or  three  filaments,  which  may  be  traced  as  far  back  as  the  wall  of  the 
lateral  sinus. 

Sixth  Nerve. 


The  Sixth  Nerve  (ahdwxns)  supplies  the  External  rectus  muscle.  Its  appa- 
rent origmls  by  several  filaments  from  the  constricted  part-of-the  corpus  pyre- 
midale,  close  to  the  pons,  or  from  the  lower  border  of  the  pons  itself. 


The  deep  oriyin  of  this  nerve  has  been  traced,  by  Mayo,  between  the  fasciculi 
of  the  corpus  pyramidale,  to  the  posterior"  part  of  the  medulla,  where  Stilling 
has  shown  its  connection  with  a  gray  nucleus  in  the  floor  of  the  fourth  ventricle. 
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The  nerve  pierces  the  dura  mater,  immediately  below  the  posterior  clinoid  pro- 
cess, lying  m  a  groove  by  the  side  of  the  body  of  the  sphenoid  bone.  It  passes 
forwards  through  the  cavernous  sinus,  lying  on  the  outer  side  of  the  internal 
carotid  artery,  where  it  is  joined  by  several  filaments  from  the  carotid  plexus, 
by  one  from  Meckel's  ganglion  (Bock),  and  another  from  the  ophthalmic  nerve. 
It  enters  the  orfot  through  the  sphenoidal  fissure,  and  lies  above  the  ophthalmic 
vein,  from  which  it  is  separated  by  a  lamimi  of  dura  mater.  It  then  passes 
between  the  two  heads  of  the  ExternaWectus,  and  is  distributed  to  that  muscle 
on  its  ocular  surface. 

The  above-mentioned  nerves,  as  well  as  the  ophthalmic  division  of  the  fifth 
as  they  pass  to  the  orbit,  bear  a  certain  relation  to  each  other  in  the  cavernous 
sinus,  at  the  sphenoidal  fissure,  and  in  the  cavity  of  the  orbit,  which  will  be  now 
ribed.  *- — *—  - 

In  the  cavernous  sinus,  the  third,  fourth,  and  ophthalmic  division  of  the  fifth, 
are  placed  in  the  dura  mater  of  the  outer  wall  of  the  sinus,  in  their  numerical 
order,  both  from  above  downwards,  and  from  within  outwards.  The  sixth 
nerve  lies  at  the  outer  side  of  the  internal  carotid  artery.  As  these  nerves 
pass  forwards  to  the  sphenoidal  fissure,  the  third  and  fifth  nerves  become 
divided  into  branches,  and  the  sixth  approaches  the  rest;  so  that  their  relative 
position  becomes  considerably  changed. 

In  the  sphenoidal  fissure,  the  fourth,  and  the  frontal  and  lachrymal  divisions 
of  the  ophthalmic,  lie  upon  the  same  plane,  the  former  being  most  internal,  the 
latter  external ;  and  they  enter  the  cavity  of  the  orbit  above  the  muscles.  The 
remaining  nerves  enter  the  orbit  between  the  two  heads  of  the  External  rectus. 
The  superior  division  of  the  third  is  the  highest  of  these ;  beneath  this  lies  the 
nasal  branch  of  the  fifth ;  then  the  inferior  division  of  the  third;  and  the  sixth 
lowest  of  all. 

In  the  orbit,  the  fourth,  and  the  frontal  and  lachrymal  divisions  of  the  oph- 
thalmic, lie  on  the  same  plane  immediately  beneath  the  periosteum,  the  fourth 
nerve  being  internal  and  resting  on  the  Superior  oblique,  the  frontal  resting  on 
the  Levator  palpebral,  and  the  lachrymal  on  the  external  rectus.  Next  in  order 
comes  the  superior  division  of  the  third  nerve  lying  immediately  beneath  the 
Superior  rectus,  and  then  the  nasal  division  of  the  fifth  crossing  the  optic  nerve 
from  the  outer  to  the  inner  side  of  the  orbit.  Beneath  these  is  found  the  optic 
nerve,  surrounded  in  front  by  the  ciliary  nerves,  and  having  the  lenticular 
ganglion  on  its  outer  side,  between  it  and  the  External  rectus.  Below  the 
optic  is  the  inferior  division  of  the  third,  and  the  sixth,  which  lies  on  the  outer 
side  of  the  orbit. 

Facial  Nekve. 

The  Facial  Nerve  (portio  dura  of  the  seventh  pair)  is  the  motor  nerve  of 

all  the  muscles  of  expression  in  the  face,  and  of  the  Platysma  and  Buccinator. 

It  Supplies  also  two  of  the  muscles  of  the  external  ear,  the  posteriqrbelly  of  the 

Digastric,  and  the  Stylo-hyoid.     Through  the  chorda  tympani  it  supplies  the 

~~~  Lfngualis;      by     its     tympanic 

Fig.  372.— The  Course  and  Connection  of  the  Facial       branch^  the  Stapedius  and  Laxa- 

Nerve,  in  the  Temporal  Bone.  tOTtympariT;  through    the   otic 

ganglion,  the  Tensor  tympani; 
and  through  the  connection  of 
its  trunk  with  the  Vidian  nerve, 
by  the  petrosal  nerve,  it  prol>abl  v 
supplies  the  Levator  palati  and 
Azygos  uvulae.  It  arises  from 
the  lateral  tract  of  the  medulla 
oblongata,  in  the  groove  between 
the  olivary  and  restiform  bodies. 
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Lmrf*  fg 


ImtitMUfnUn  Qanglifbrmi* — 


FACIAL.  643 

Its  deep  origin  may  be  traced  to  the  floor  of.ilie  fourth .  ventricle,  where  it  is 
connected  with  the  same  nucleus  as  the  sjsth.  np,rve.  This  nerve  "is"  situated  a 
little  nearer  to  the  middleTThelEan  the  portio  mollis,  close  to  the  lower  border 
of  the  pons  Varolii,  from  which  some  of  its  fibres  are  derived. 

Connected  with  this  nerve,  and  lying  between  it  and  the  portio  mollis,  is  a 
small  fasciculus  (portio  inter  duram  et  mollem  of  Wrisberg,  or  portio  intermedia). 
This  accessory  portion  arises  from  the  lateral  column  of  the  cord. 

The  nerve  passes  forwards  and  outwards  upon  the  crus  cerebelli,  and  enters 
the  internal  auditory  meatus  with  the  jiuditory  nerve.  Within  the  meatus,  the 
facial  nerve  lies  first  to  the  inner  side  of  the  auditory,  and  then  in  a  groove 
upon  that  nerve,  and  is  connected  to  it  by  one  or  two  filaments. 

At^hejaotlom  of  the  meatus,  it  enters  the  aquaxluctus  Fallopii,  and  follows 
the~serpentine  course  ofthaf^nal  through*  the  petrous  portion  of  the  temporal 
bone,  from  its  commencement  at  the  internal  meatus  to  its  termination  at  the 
stylo-mastoid  foramen.  It  is  at  first  directed  outwards 'Towards  the  hiatus 
Fallopii,  where  it  forms  a  reddish  gangliform  swelling  (intumescentia  ganglio- 
formis),  and  is  joined  by  several  nerves;  then  bending  suddenly  backwards,  it 
runs  in  the  internal  wall  of  the  tympanum,  above  the  fenestra  ovalis,  and  at 
the  back  of  that  cavity  passes  vertically  downwards  to  the  stylo-mastoid 
foramen. 

On  ftnygrging  from  thj ft  aperture,  it^  runs  forwards  in  the  substance  of  the 
paroHJgland,  crosses  the  external  carotid  artery  ?  and  divides  behind  the  ramus 
of  the  lower  jaw  into  two  primary  branches,  temnoro-  facial  and  cervico-facial, 
from  which  numerous  oSsets  are  distributed  over  tlie  side  of  the  head,  face,  and 
upper  part  of  the  neck,  supplying  the  superficial  muscles  in  these  regions.  As 
the  primary  branches  ana  their  offsets  diverge"  "from*  each  other,  they  present 
somewhat  the  appearance  of  a  bird's  claws ;  hence  the  name  of  pesanserinus  is 
given  Jo  the  divisions  of  the  facial  nerve  in  and  near  the  parotid~gIa"iKE 

The  commuhicatibnsof  the  fablaTnerveTnay  be  thus  arranged": — 

In  the  internal  auditory  meatus  .       Withthe  auditory  nerve. 

With  Meckel's  jjanglion  by  the  large 

petrosaT  nerve. 
With  the  otic  ganglion  by  the  small 

petrosal  nerve. 
With  the  sympathetic  on  the  middle 
meningeal  by  the  external  petrosal 
nerve.  "" 

With  the  pneumogastric. 

glossopharyngeal, 
carotid  plexus, 
auricularis  magnus. 
auriculo- temporal. 
On  the  face  .         ...       With  the  three  divisions  of  the  fifth. 


In  the  aquaeductus  Fallopii 


At  its  exit  from  the  stylo-mastoid 
foramen  .        .        .        .        . 


(( 

it 

a 
u 


In  the  internal  auditory  meatus,  some  minute  filaments  pass  between  the  facial     I 
and  auditory  nerves. 

Opposite  the  hiatus  Fallopii,  the  ganglioform  enlargement  on  the  facial  nerve  - 
communicates  by  means  of  the  large  petrosal  nerve,  with  Meckel's  ganglion, 
forming  its  motor  root;  by  a  filament  from  the  small  petrosal,  with  the  otic 
ganglion;  and  by  the  external  petrosal,  with  the  sympathetic  filaments  accom- 
panying the  middle  meningeal  artery  (Bidder).  From  the  ganglioform  enlarge- 
ment, according  to  Arnold,  a  twig  is  sent  back  to  the  auditory  nerve. 

At  its  exit  from  the  stylo-mastoid  foramen,  it  sends  a  twig  to  the  pneumo- 
gastric,  another  to  the  glossopharyngeal  nerve,  and  communicates  with  the 
carotid  plexus  of  the  sympathetic,  with  the  great  auricular  branch  of  the  cervical 
plexus,  with  the  auriculotemporal  branch  of  the  inferior  maxillary  nerve  in 
the  parotid  gland,  and  on  the  face  with  the  terminal  branches  of  the  three 
divisions  of  the  fifth. 
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Within  aqunednctus  Fallopii  j  jjjgS'tympimi. 
At  exit  from  stylo-mastoid  I  laMMLBfflpnto. 

foramen  ... 


>  facial  i 

( Infraorbital. 

i"BuotaT. 
Supramaxillary. 
Inrra  m  axil  lar  y . 

The  Tympanic  branch  arises  from  the  nerve  opposite  the  pyramid;  it  is  a 
small  filament,  which  supplies  the  Stapedius  and  Laxator  tympani  muscles. 

Fig.  373.— The  Nerves  of  the  Scalp,  Face,  and  side  of  the  Neck. 


The  Chorda  tympani  is  given  off  from  the  facial  as  it  passes  vertically  down- 
wards  at  the  back  of  the  tympanum,  about  a  quarter  of  an  inch  before  its  exit 
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from  the  stylomastoid  foramen.  It  ascends  from  below  upwards  in  a  distinct 
canal,  parallel  with  the  aquaeductus  Fallopii,  and  enters  the  cavity  of  the  tym- 
panum through  an  opening  (iter  chordae  posterius)  between  the  base  of  the 
pyramid  and  the  attachment  of  the  membrana  tympani,  and  becomes  invested 
with  mucous  membrane.  It  passes  forwards  through  the  cavity  of  the  tym- 
panum, between  the  handle  of  the  malleus  and  vertical  ramus  of  the  incus,  to  its 
anterior  inferior  angle,  and  emerges  from  that  cavity  through  a  foramen  at  the 
inner  side  of  the  Glaserian  fissure  which  is  called  the  iter  chordae  anterius,  or  canal 
of  Huguier.  It  then  descends  between  the  two  Pterygoid  muscles,  and  meets 
the  gustatory  nerve  at  an  acute  angle,  after  communicating  with  which,  it 
accompanies  it  to  the  submaxillary  gland ;  it  then  joins  the  submaxillary  gan- 
glion, from  whence  it  has  been  traced  by  some  anatomists  into  the  proper 
muscular  fibres  of  the  tongue — the  Lingualis  muscle. 

The  Posterior  auricular  nerve  arises  close  to  the  stylo-mastoid  foramen,  and 
passes  upwards  in  front  of  the  mastoid  process,  where  it  is  joined  by  a  filament 
from  the  auricular  branch  of  the  pneumogastric,  and  communicates  with  the 
deep  branch  of  the  auricular  magnus ;  as  it  ascends  between  the  meatus  and 
mastoid  process  it  divides  into  two  branches.  The  auricular  branch  supplies  the 
Retrahens  aurem.  The  occipital  branch,  the  larger,  passes  backwards  along  the 
superior  curved  line  of  the  occipital  bone,  and  supplies  the  occipital  portion  of 
the  Occipito-frontalis. 

The  Slylo-hyoid  is  a  long  slender  branch,  which  passes  inwards,  entering  the 
Stylo-hyoid  muscle  about  its  middle;  it  communicates  with  the  sympathetic 
filaments  on  the  external  carotid  artery.  / 

The  Digastric  branch  usually  arises  by  a  common  trunk  with  the  preceding; 
it  divides  into  several  filaments,  which  supply  the  posterior  belly  of  the  Digas- 
tric; one  of  these  perforates  that  muscle  to  join  the  glossopharyngeal  nerve. 

The  Tempos-facial,  the  larger  of  the  two  terminal  branches,  passes  upwards 
and  forwards  through  the  parotid  gland,  crosses  the  neck  of  the  condyle  of  the 
jaw,  being  connected  in  this  situation  with  the  auriculotemporal  branch  of  the 
inferior  maxillary  nerve,  and  divides  into  branches,  which  are  distributed  over 
the  temple  and  upper  part  of  the  face ;  these  are  divided  into  three  sets,  temporal, 
malar,  and  infraorbital. 

The  temporal  branched  cross  the  zygoma  to  the  temporal  region,  supplying 
the  Attrahens  aurem  muscle,  and  join  with  the  temporal  branch  of  the  superior 
maxillary,  and  with  the  auriculo-temporal  branch  of  the  inferior  maxillary. 
The  more  anterior  branches  supply  the  frontal  portion  of  the  Occipito-frontalis, 
and  the  Orbicularis  palpebrarum  muscle,  joining  with  the  supraorbital  branch 
of  the  ophthalmic. 

The  malar  branches  pass  across  the  malar  bone  to  the  outer  angle  of  the  orbit, 
where  they  supply  the  Orbicularis  and  Corrugator  supercilii  muscles,  joining 
with  filaments  from  the  lachrymal  and  supraorbital  nerves:  others  supply  the 
lower  eyelid,  joining  with  filaments  of  tne  malar  branches  of  the  superior 
maxillary  nerve. 

The  infraorbital,  of  larger  size  than  the  rest,  pass  horizontally  forwards  to  be 
distributed  between  the  lower  margin  of  the  orbit  and  the  mouth.  The  superfi- 
cial branch?*  run  beneath  the  skin  and  above  the  superficial  muscles  of  the  face, 
which  they  supply;  some  supply  the  lower  eyelid  and  Pyramidalis  nasi,  joining 
at  the  inner  angle  of  the  orbit  with  the  infratrochlear  and  nasal  branches  of  the 
ophthalmic.  The  deep  branchts.pass  beneath  the  Levator  labii  superioris,  supply 
it  and  the  Levator  anguli  oris,  and  form  a  plexus  (infraorbital)  by  joining  with 
the  infraorbital  branch  of  the  superior  maxillary  nerve. 

The  Cervico'/acial  division  of  the  facial  nerve  passes  obliquely  downwards  and 
forwards  through  the  parotid  gland,  where  it  is  joined  by  branches  from  the 
great  auricular  nerve;  opposite  the  angle  of  the  lower  jaw  it  divides  into 
branches  which  are  distributed  on  the  lower  half  of  the  face  and  upper  part  of 
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the  neck.  These  may  be  divided  into  three  sets:  buccal,  supramaxillary,  and 
inframaxillary. 

The  buccal  branches  cross  the  Masseter  muscle.  They  supply  the  Buccinator 
and  Orbicularis  oris,  and  join  with  the  infraorbital  branches  of  the  temporo- 
facial  division  of  the  nerve,  and  with  filaments  of  the  buccal  branch  of  the  infe- 
rior maxillary  nerve. 

The  supramaxillary  branches  pass  forwards  beneath  the  Platysma  and  Depres- 
sor anguli  oris,  supplying  the  muscles  of  the  lip  and  chin,  and  anastomosing 
with  the  mental  branch  of  the  inferior  dental  nerve. 

The  inframaxillary  branches  run  forward  beneath  the  Platysma,  and  form  a 
series  of  arches  across  the  side  of  the  neck  over  the  supra-hyoid  region.  One 
of  these  branches  descends  vertically  to  join  with  the  superficial  cervical  nerve 
from  the  cervical  plexus;  others  supply  the  Platysma. 

Ninth,  or  Hypoglossal  Nerve. 

The  Ninth  Nerve  (hypoglossal)  is  the  motor  nerve  of Jhe  tongue.  It_arises 
by  several  filaments,  from  ten  to  fifteen  in  number,  from  the  groove  between  the 

Fig.  374.— Hypoglossal  New,  Cervical  Plexus,  and  their  branches. 


pyramidal_and  olivary,  bodies,  in  a  continuous  line  with  the  anterior  roots  of 
the  spinal  nerves.  According  to  Stilling,  these  roots  may  be  traced  to  a  gray 
nucleus  in  the  floor  of  the  medulla  oblongata,  between  the  posterior  median 
furrow  and  the  nuclei  of  the  glossopharyngeal  and  vagus  nerves.    The  filaments 
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of  this  neTve  are  collected  into  two  bundles,  which  perforate  the  dura  mater 
separately,  opposite  the  "anterior  condyloid  foramen,  and  unite  together  after 
their  passage^thruugh  it.  -In  lliuytTcases  in  which  the  anterior  condyloid  fora- 
men in  the  occipital  bone  is  double,  these  two  portions  of  the  nerve  are  sepa- 
rated by  a  small  piece  of  bone,  which  divides  the  foramen.  The  nerve  descends 
almost  vertically  to  a  point  corresponding  with  the  angle  of  the  jaw.  It  is  at 
first  deeply  seated  beneath  the  internal  carotid  and  internal  jugular  vein,  and 
intimately  connected  with  the  pneumogastric  nerve;  it  then  passes  forwards 
between  the  vein  and  artery,  and  at  a  lower  part  of  the  neck  becomes  superficial 
below  the  Digastric  muscle.  The  nerve  then  loops  round  the  occipital  artery, 
and  cros3es  the  external  carotid  below  the  tendon  of  the  Digastric  muscle.  It 
passes  beneath  the  Mylo-hyoid  muscle,  lying  between  it  and  the  Hyo-glossus, 
and  is  connected  at  the  anterior  border  of  the  latter  muscle  with  the  gustatory 
nerve ;  it  is  then  continued  forwards  into  the  Genio-hyo-glossus  muscle  as  far  as 
the  tip  of  the  tongue,  distributing  branches  to  its  substance. 
Branches  of  this  nerve  communicate  with  the 

Pneumogastric.  First  and  second  cervical  nerves. 

>athetic.  Gustatory. 


The  communication  with  the  pneumogastric  takes  place  close  to  the  exit  of 
the  nerve  from  the  skull,  numerous  filaments  passing  between  the  hypoglossal 
and  second  ganglion  of  the  pneumogastric,  or  both  being  united  so  as  to  form 
one  mass. 

The  communication  with  the  sympathetic  takes  place  opposite  the  atlas,  by 
branches  derived  from  the  superior  cervical  ganglion,  and  in  the  same  situation 
the  ninth  is  joined  by  a  filament  derived  from  the  loop  connecting  the  first  two 
cervical  nerves. 

The  communication  with  the  gustatory  takes  place  near  the  anterior  border 
of  the  Hyo-glossus  muscle  by  numerous  filaments  which  ascend  upon  it. 

The  branches  of  distribution  are  the 

Descendens  noni.  Thyro-hyoid.  « 
Muscular. 

The  descendens  noni  is  a  long  slender  branch,  which  quits  the  hypoglossal 
where  it  turns  round  the  occipital  artery.  It  descends  obliquely  across  the 
sheath  of  the  carotid  vessels,  and  joins  just  below  the  middle  of  the  neck,  to 
form  a  loop  with  the  communicating  branches  from  the  second  and  third  cervical 
nerves.  From  the  convexity  of  this  loop  branches  pass  forwards  to  supply  the 
Sterno-hyoid,  Sterno-thyroid,  and  both  Jbellies  of  the  Omo-hyoid.  According  to 
Arnold,  another  filament  desends  in  front  of  the  vessels  into  the  chest,  which 
joins  the  cardiac  and  phrenic  nerves.  The  descendens  noni  is  occasionally  con- 
tained in  the  sheath  of  the  carotid  vessels,  being  sometimes  placed  over  and 
sometimes  beneath  the  internal  jugular  vein. 

The  thyro-hyoid  is  a  small  branch,  arising  from  the  hypoglossal  near  the  pos- 
terior border  of  the  Hyo-glossus ;  it  passes  obliquely  across  the  great  cornu  of 
the  hyoid  bone,  and  supplies  the  Thyro-hyoid  muscle. 

The  muscular  branches  are  distributed  to  the  Stylo-glossus,  Hyo-glossus,  Genio- 
hyoid, and  Genio-hyo-glossus  muscles.  At  the  under  surface  of  the  tongue, 
numerous  slender  branches  pass  upwards  into  the  substance  of  the  organ. 

Fifth  Nerve. 

The  Fifth  Nerve  (trifacial,  trigeminus)  is_  the_  largest  cranial  nerve,  and 
resembles  a  spinal  nerve,  in  its  origin  by_  twjQ.  roots,  and  in  the  existence  of  a 
ganglion  on  its  posterior  root.  The  functions  of  this  nerve  are  various.  J.%  is 
a  nerve  of  special  sense,  of  common  sensation^  and  of  motion.  It  is  the  great 
sensitive  ^nefve  ofthe  cranium  and  face,  thejnqtor  nerve  ofthe  muscles  of 
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mastication,  and  its  lingual  branch  is  one  of  the  nerves  of  the  special  sense  of 
t35E£  it  arises  T)j  two"  Toots,  a  Epsteriorjarger  ox  sensory,  and  ah  anterior 
smaller  or  motor  roof  r"H&  superficial  oriyin  is  from  the  side  of  the  pons  Varolii, 
altttle  nearer  to  the  uppeT~tnan ~the  to^er^dfcTef.  "The  smaller  root  consists 
of  three  or  four  bundles;  in.  the  larger,  the  bundles  are  more  numerous,  varying 
in  numBefTTrom  seventy  to  a  hundred :  the  two  roots  are  separated  from  one 
another  by  a  few  of  the  "transverse  "fibres  of  the  pons.  The  deep  origin  of  the 
larger  or  sensory  root  may  be  traced  between  the  transverse"  fibres  of  the  pons 
Varolii  to  the  lateral  tract  of  the  medulla  oblongata,  immediately  behind  the 
[olivary  body.  According  To""sbme  anatomists"  it  is  connected  with  the  gray 
nucleus  at  tne  back  part  of  the  medulla,  between  the  fasciculi  teretes  and  resti- 
form  columns.  By  others,  it  is  said  to  be  continuous  with  the  fasciculi  teretes 
and  lateral  column  of  the  cord ;  and,  according  to  Foville,  some  of  its  fibres  are 
j  connected  with  the  transverse  fibres  of  the  pons ;  whilst  others  enter  the  cere- 
I  bellum,  spreading  out  on  the  surface  of  its  middle  peduncle.  The  motor  root 
l^Jias  been  traced  by  Bell  and  Retzius  to  be  connected  with  the  pyramidal  body. 
The  two  roots  of  the  nerve  pass  forwards  through  an  oval  opening  in  the  dura 
mater,  opposite  "the  internal  auditory^ meatus :  here  the  fibres  of  the  larger  root 
enter  a  large  semilunar  ganglion  (Casserian),  while  the  smaITer~root  passes 
beneath  the  ganglion  WTthontriiaving  any  connection  with  it,  and  joins  outside 
the  cranium  with  one  of  the  trunks  derived Jtqiu  it. 

The  Casseri an,  or  Semilunar  "Ganglion,  is  lodged  in  a  depression  near  the 
apex  of  the  petrous  portion  of  the  temporal Jtafle.  It  is  of  a  somewhat  "cres- 
centic  form,  with  its  convexity  turned  forwards.  Its  upper  surface  is  intimately 
adherent  to  the  dura  mater.  Besides  the  small  or  motor  root,  the  large  super- 
ficial petrosal  nerve  lies  underneath  the  ganglion. 

Branches.  This  ganglion  receives,  on  its  inner  side,  filaments  from  the  carotid 
plexus  of  the  sympathetic;  and  from  it  some  minute  branches  are  given  off  to 
the  tentorium  cerebelli,  and  the  dura  mater,  in  the  middle  fossa  of  the  cranium. 
From  its  anterior  border,  which  is  directed  forwards  and  outwards,  three  large 
branches  "proceed!"  the  ophthalmic,  superior  maxillary,  and  inferior  Inaxillary. 
The" "ophthalmic  and  superior  maxillary  consist  exclusively  orfibrearfferived 
from  the  larger  root  and  ganglion,  and  are  solely  nerves  of  common  sensation. 
The  third  division,  or  inferior  maxillary,  is  composed  of  fibres  from  both  roots. 
This,  therefore,  strictly  speaking,  is  the  only  portion  of  the  fifth  nerve  "which 
can  be  said  to  resemble  a  spinal  nerve. 

Ophthalmic  Nerve.    (Fig.  370.) 

The  Ophthalmic,  or  first  division  of  the  fifth,  is  a  sensory  nerve.  It  supplies 
the  eyeball,  the  lachrymal  gland,  the  mucous  linmg"oF  the  eye  and  nose,  and 
the  integument  and  muscles  of  the  eyebrow  and  forehead.  It  is  the  smallest 
of  the  three  divisions  of  the  fifth,  arisingjfrom  the  upper  part  of_thc  Casserian 
ganglion.  It  is  a  short,  flattened  band,  about  an  men  in  length,  which  passes 
forwards  along  the  outer  wall  of  the  cavernous  sinus,  below  the  other  nerves, 
and  just  before  entering  the  orbit,  through  the  ^sphenoidal  fissure,  divides  into 
three  branches,  lachrymalLfrontal^and_nasal.  The  ophthalmic  nefve  Is  Joined 
by  filaments  from  "the  cavernous  plexus  of  the  sympathetic,  and  gives  off 
recurrent  filaments  which  pass  between  the  layers  of  the  tentorium,  with  a 
branch  from  the  fourth  nerve. 

Its  branches  are,  the 

Lachrymal.  Frontal.  Nasal. 

The  Lachrymal  is  the  smallest  of  the  three  branches  of  the  ophthalmic.  Not 
unfrequently  it  arises  by  two  filaments,  one  from  the  ophthalmic,  the  other  from 
the  fourth,  and  this  Swan  considers  to  be  its  usual  condition.  It  passes  forwards 
in  a  separate  tube  of  dura  mater,  and  enters  the  orbit  through  the  narrowest 
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part  of  the  sphenoidal  fissure.  In  the  orbit,  it  runs  along  the  upper  border  of 
the  External  rectus  muscle,  with  the  lachrymal  artery,  and  is  connected  with 
the '  orbital  branch  of  the  superior  maxillary  nerve.  Within  the  lachrymal 
gland  it  gives  off  several  filaments,  which  supply  the  gland  and  the  conjunctiva. 
Finally,  it  pierces  the  palpebral  ligaments,  ana  terminates  in  the  integument 
of  the  upper  eyelid,  joining  with  filaments  of  the  facial  nerve. 

The  Frontal  is  the  largest  division  of  the  ophthalmic,  and  may  be  regarded, 
both  from  its  size~~and  airection,  as  the  continuation  of  this  nerve.  It  enters 
the  orbit  above  the  muscles,  through  the  highest  and  broadest  part  of  the 
sphenoidal  fissure,  and  runs  forwards  along  the  middle  line,  between  the  Levator 
palpebr®  and  the  periosteum.  Midway  between  the  apex  and  base  of  the  orbit 
it  divides  into  two  branches,  supratrochlear  and  supraorbital. 

The  supratrochlear  branch,  the  smaller  of  the  two,  passes  inwards,  above  the 
pulley  oi  the  Superior  oblique  muscle,  and  gives  off  a  descending  filament,  which 
joins  with  the  infra  trochlear  branch  of  the  nasal  nerve.  It  then  escapes  from 
the  .orbit  between  the  pulley  of  the  Superior  oblique  and  the  supraorbital 
foramen,  curves  up  on  to  the  forehead  close  to  the  bone,  and  ascends  behind 
the  Corrugator  supercilii  and  Occipito-frontalis  muscles,  to  both  of  which  it  is 
distributed ;  finally,  it  is  lost  in  the  integument  of  the  forehead. 

The  supraorbital  branch  passes  forwards  through  the  supraorbital  foramen, 
and  gives  off,  In  this^ituation,  palpebral  filaments  to  the  upper  eyelid.  It  then 
ascends  upon  the  forehead,  and  terminates  in  muscular,  cutaneous,  and  peri- 
cranial branches.  The  muscular  branches  supply  the  Corrugator  supercilii, 
Occipito-frontalis,  and  Orbicularis  palpebrarum,  furnishing  these  muscles  with 
common  sensation,  and  joining  in  the  substance  of  the  latter  muscle  with  the 
facial  nerve.  The  cutaneous  branches,  two  in  number,  an  inner  and  an  outer, 
supply  the  integument  of  the  cranium  as  far  back  as  the  occiput.  They  are  at 
first  situated  beneath  the  Occipito-frontalis,  the  inner  branch  perforating  the 
frontal  portion  of  the  muscle,  the  outer  branch  its  tendinous  aponeurosis.  The 
2>ericranial  branches  are  distributed  to  the  pericranium  over  the  frontal  and 
parietal  bones.  They  are  derived  from  the  cutaneous  branches  whilst  beneath 
the  muscle. 

The  Nasal  nerve  is  intermediate  in  size  between  the  frontal  and  lachrymal, 
and  morSnteeply  placed  than  the  other  branches  of  the  ophthalmic.  It  enters 
the  orbit  between  the  two  heads  of  the  External  rectus,  and  passes  obliquely 
inwards  across  the  optic  nerve,  beneath  the  Levator  palpebrae  and  superior 
rectus  muscles,  to  the  inner  wall  of  the  orbit,  where  it  enters  the  anterior 
ethmoidal  foramen,  immediately  below  the  superior  oblique.  It  then  enters 
the  cavity  of  the  cranium,  traverses  a  shallow  groove  on  the  front  of  the 
cribriform  plate  of  the  ethmoid  bone,  and  passes  down,  through  the  slit  by  the 
side  of  the  crista  galli,  into  the  nose,  where  it  divides  into  two  branches,  an 
internal  and  an  external.  The  internal  branch  supplies  the  mucous  membrane 
near  the  fore  part  of  the  septum  of  the  nose.  The  external  branch  descends  in 
a  groove  on  the  inner  surface  of  the  nasal  bone,  and  supplies  a  few  filaments  to 
the  mucous  membrane  covering  the  fore  part  of  the  outer  wall  of  the  nares  as 
far  as  the  inferior  spongy  bone ;  it  then  leaves  the  cavity  of  the  nose,  between 
the  lower  border  of  the  nasal  bone  and  the  upper  lateral  cartilage  of  the  nose, 
and,  passing  down  beneath  the  compressor  nasi,  supplies  the  integument  of  the 
ala  and  the  tip  of  the  nose,  joining  with  the  facial  nerve. 

The  branches  of  the  nasal  nerve  are,  the  ganglionic,  ciliary,  and  infratrochlear. 

The  ganglionic  is  a  long,  slender  branch,  abouThalf  an  inch  in  length,  which 
usually  arises  from  the  nasal,  between  the  two  heads  of  the  external  rectus.  It 
passes  forwards  on  the  outer  side  of  the  optic  nerve,  and  enters  the  superior  and 
posterior  angle  of  the  ciliary  ganglion,  forming  its  superior,  or  long  root.  It  is 
sometimes  joined  by  a  filament  from  the  cavernous  plexus  of  the  sympathetic, 
or  from  the  superior  division  of  the  third  nerve. 

The  long  ciliary  nerves  two  or  three  in  number,  are  given  off  from  the  nasal 
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as  it  crosses  the  optic  nerve.  They  join  the  short  ciliary  nerves  from  the  ciliary 
ganglion,  pierce  the  posterior  part  of  the  sclerotic,  and,  running  forwards  between 
it  and  the  choroid,  are  distributed  to  the  ciliary  muscle  and  iris. 

The  in/ratrochlear  branch  is  given  off  just  as  the  nasal  nerve  passes  through 
the  anterior  ethmoidal  foramen.  It  runs  forwards  along  the  upper  border  of 
the  Internal  rectus,  and  is  joined,  beneath  the  pulley  of  the  Superior  oblique, 
by  a  filament  from  the  supratrochlear  nerve.  It  then  passes  to  the  inner  angle 
of  the  eye,  and  supplies  the  Orbicularis  palpebrarum,  the  integument  of  tue 
eyelids,  and  side  of  the  nose,  the  conjunctiva,  lachrymal  sac,  and  caruncula 
lachrymalis. 

Connected  with  the  three  divisions  of  the  fifth  nerve  are  four  small  ganglia, 
which  form  the  whole  of  the  cephalic  portion  of  the  sympathetic.  With  the 
first  division  is  connected  the  ophthalmic  ganglion;  with  the  second  division, 
the  spheno-palatine,  or  Meckel's  ganglion;  and  with  the  third,  the  otic  and 
submaxillary  ganglia.  All  the  four  receive  sensitive  filaments  from  the  fifth, 
and  motor  and  sympathetic  filaments  from  various  sources;  these  filaments  are 
called  the  roots  of  the  ganglia.  The  ganglia  are  also  connected  with  each  other, 
and  with  the  cervical  portion  of  the  sympathetic. 

Ophthalmic  Ganglion.    (Fig.  371.) 

The  Ophthalmic,  Lenticular,  or  Ciliary  Ganglion,  is  a  small,  quadrangular 
flattened  ganglion,  of  a  fc39ish-gray  coE^  and  about  thejrize  of" a  pn*s~nead, 
situated  at  tulTbaelTpart  of  the  orbit  between  the  optic  nerve  and" the  External 
rectus  muscIeTl^ng^enerally  on  The  outer  side  of* the  ophthalmic  artery.  It  is 
inclosecTiri  a  quantity  of  loose  fat,  which  makes  its  dissection  somewhat  difficult. 

Its  branches  of  communication,  or  roots,  are  three,  all  of  which  enter  its  pos- 
terior border.  One,  the  long  root,  is  derived  from  the  nasal  branch  of  the  oph- 
thalmic, and  joins  its  superior  angle.  The  second,  the  short  root,  is  a  short  thick 
nerve,  occasionally  divided  into  two  parts,  which  is  derived  from  the  branch  of 
the  third  nerve  to  the  Inferior  oblique  muscle,  and  is  connected  with  the  inferior 
angle  of  the  ganglion.  The  third,  the  sympathetic  root,  is  a  slender  filament 
from  the  cavernous  plexus  of  the  sympathetic.  This  is  occasionally  blended 
with  the  long  root,  and  sometimes  passes  to  the  ganglion  separately.  According 
to  Tiedemann,  this  ganglion  receives  a  filament  of  communication  from  the 
spheno-palatine  ganglion. 

Its  branches^  of  distribution  are -the  short,  ciliary  nerves.  These  are  delicate 
filaments  from  ten  to  twelve  in  number,  which  arise  from  the  fore  part  of  the 
ganglion  in  two  bundles,  connected  with  its  superior  and  inferior  angles ;  the 
upper  bundle  consisting  of  four  filaments,  and  the  lower  of  six  or  seven.  They 
run  forwards  with  the  ciliary  arteries  in  a  wavy  course,  one  set  above  and  the 
other  below  the  optic  nerve,  pierce  the  sclerotic  at  the  back  part  of  the  globe, 
pass  forwards  in  delicate  grooves  on  its  inner  surface,  and  are  distributed  to  the 
ciliary  muscle  and  iris.  A  small  filament  is  described  by  Tiedemann,  penetrating 
the  optic  nerve  with  the  arteria  centralis  retinae. 

Superior  Maxillary  Nerve.    (Fig.  375.) 

The  Superior  Maxillary,  or  second  division  of  the  fifth,  is  a  sensory  nerve.  It 
is  intermediate,  both  in  position  and  size,  between  the  ophthalmic  and  inferior 
maxillary.  It  commences  at  the  middle  of  the  Casserian  ganglion  as  a  flattened 
plexiform  band,  and  passes  forwards  through  the  foramen  rotundum,  where  it 
becomes  more  cylindrical  in  form,  and  firmer  in  texture.  It  then  crosses  the 
spheno-maxillary  fossa,  traverses  the  infraorbital  canal  in  the  floor  of  the  orbit, 
and  appears  upon  the  face  at  the  infraorbital  foramen.  At  its  termination,  the 
nerve  lies  beneath  the  Levator  labii  superioris  muscle,  and  divides  into  a  leash 
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of  branches,  which  spread  out  upon  the  side  of  the  nose,  the  lower  eyelid,  and 
upper  lip,  joining  with  filaments  of  the  facial  nerve. 

The  branches  of  this  nerve  may  be  divided  into  three  groups:  1.  Those  given 
off  in  the  spheno-maxillary  fossa.  2.  Those  in  the  infraorbital  canal.  3.  Those 
on  the  face. 

(  Orbital. 
Spheno-maxillary  fossa  -J  Spheno- palatine. 

(  Posterior  .dental. 
Infraorbital  canal     .     .     Anterior  dental. 

{Palpebral. 
Nasal. 
TabiaL 
The  Orbital  branch  arises  in  the  spheno-maxillary  fossa,  enters  the  orbit  by 
the  sphenomaxillary  fissure,  and  divides  at  the  back  of  that  cavity  into  two 
branches,  temporal  and  malar. 

Fig.  375. — Distribution  of  the  Second  and  Third  Dirimons  of  the  Fifth  Nerve 
and  Submaxillary  Ganglioii. 


The  temporal  branch  runs  in  a  groove  along  the  outer  wall  of  the  orbit  (in  the 
malar  bone),  receives  a  branch  of  communication  from  the  lachrymal,  and,  pass- 
ing through  a  foramen  in  the  malar  bone,  enters  the  temporal  fossa.  It  ascends 
between  the  bone  and  substance  of  the  Temporal  muscle,  pierces  this  muscle  and 
the  temporal  fascia  about  an  inch  above  the  zygoma,  and  is  distributed  to  the 
integument  covering  the  temple  and  side  of  the  forehead,  communicating  with 
the  facial  and  auriculotemporal  branch  of  the  inferior  maxillary  nerve. 

The  malar  branch  passes  along  the  external  inferior  angle  of  the  orbit,  emerges 
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upon  the  face  through  a  foramen  in  the  malar  bone,  and  perforating  the  Orbicu- 
laris palpebrarum  muscle  on  the  prominence  of  the  cheek,  joins  with  the  facial. 

The  sphenopalatine  brandies,  two  in  number,  descend  to  the  spheno- palatine 
ganglion. 

The  posterior  dental  branches  arise  from  the  trunk  of  the  nerve  just  as  it  is 
about  to  enter  the  infraorbital  canal ;  they  are  two  in  number,  posterior  and 
anterior. 

The  posterior  branch  passes  from  behind  forwards  in  the  substance  of  the  supe- 
rior maxillary  bone,  and  joins  opposite  the  canine  fossa  with  the  anterior  dental. 
Numerous  filaments  are  given  off  from  the  lower  border  of  this  nerve,  which 
form  a  minute  plexus  in  the  outer  wall  of  the  superior  maxillary  bone,  imme- 
diately above  the  alveoli.  From  this  plexus  filaments  are  distributed  to  the 
pulps  of  the  molar  and  second  bicuspid  teeth,  the  lining  membrane  of  the 
antrum,  and  corresponding  portion  of  the  gums. 

The  anterior  branch  is  distributed  to  the  gums  and  Buccinator  muscle. 

The  anterior  dental,  of  large  size,  is  given  off  from  the  superior  maxillary 
nerve  just  before  its  exit  from  the  infraorbital  foramen ;  it  enters  a  special  canal 
in  the  anterior  wall  of  the  antrum,  and  anastomoses  with  the  posterior  dental. 
From  this  nerve  some  filaments  are  distributed  to  the  incisor,  canine,  and  first 
bicuspid  teeth ;  others  arc  lost  upon  the  lining  membrane  covering  the  fore  part 
of  the  inferior  meatus.  In  this  situation  it  forms  a  communication  with  a  nasal 
branch  from  Meckel's  ganglion  called  the  ganglion  of  Bochdalek. 

The  palpebral  branches  pass  upwards  beneath  the  Orbicularis  palpebrarum. 
They  supply  this  muscle,  the  integument,  and  conjunctiva  of  the  lower  eyelid 
with  sensation,  joining  at  the  outer  angle  of  the  orbit  with  the  facial  nerve  and 
malar  branch  of  the  orbital. 

The  nasal  branches  pass  inwards ;  they  supply  the  muscles  and  integument  of 
the  side  of  the  nose,  and  join  with  the  nasal  branch  of  the  ophthalmic. 

The  labial  branches,  the  largest  and  most  numerous,  descend  beneath  the 
Levator  labii  superioris,  and  are  distributed  to  the  integument  and  muscles  of 
the  upper  lip,  the  mucous  membrane  of  the  mouth,  and  labial  glands. 

All  these  branches  arc  joined,  immediately  beneath  the  orbit,  by  filaments 
from  the  facial  nerve,  forming  an  intricate  plexus,  the  infraorbital. 

Spheno-palatine  Ganglion.    (Fig.  376.) 

The  Spheno-palatine  Ganglion  (Meckel's),  the  largest  of  the  cranial  ganglia,  is 
deeply  placed  in  the  sphenomaxillary  fossa,  close  to  the  spheno-palatine  fora- 
men. It  is  triangular  or  heart-shaped,  of  a  reddish-gray  color,  and  placed 
mainly  behind  the  palatine  branches  of  the  superior  maxillary  nerve,  at  the 
point  where  the  sympathetic  root  joins  the  ganglion.  It  consequently  does  not 
involve  those  nerves  which  pass  to  the  palate  and  nose.  Like  the  other  gan- 
glia of  the  fifth  nerve,  it  possesses  a  motor,  a  sensory,  and  a  sympathetic  root. 
Its  motor  root  is  derived  from  the  facial,  through  the  Vidian;  its  sensory  root 
from  the  fifth;  and  its  sympathetic  root  from  the  carotid  plexus,  through  the 
Vidian.  Its  branches  arc  divisible  into  four  groups:  ascending,  which  pass  to 
the  orbit;  descending  to  thp,  palate;  internal,  to  the  nose;  and  posterior 
branches,  to  the  pharynx.     \  — —  - 

The  ascending  branches  are  two  or  three  delicate  filaments,  which  enter  the 
orbit  by  the  spheno-maxillarv  fissure,  and  supply  the  periosteum.  Arnold 
describes  and  delineates  these  'branches  as  ascenaing  to  the  optic  nerve ;  one,  to 
the  sixth  nerve  (Bock);  and  one  to  the  ophthalmic  ganglion  (Tiedcmann). 

ThQjfescending  or  palatine  bra?ichcs  are  distributed  to  the  roof  of  the  mouth, 
the  soft  palate,  tonsillar*"!  lining  membrane  of  the  nose.  They  are  almost  a 
direct  continuation  of  the  spheno-palatine  branches  of  the  superior  maxillary 
nerve,  and  are  three  in  number:  anterior,  middle,  and  posterior. 

The  anterior,  or  large  palatine  nerve,  descends  through  the  posterior  palatine 
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canal,  emerges  upon  the  hard  palate,  at  the  posterior  palatine  foramen,  and 
passes  forwards  through  a  groove  in  the  hard  palate,  nearly  as  far  as  the  incisor 
teeth.  It  supplies  the  gums,  the  mucous  membrane  and  glands  of  the  hard 
palate,  and  communicates  in  front  with  the  termination  of  the  naso-palatine 
nerve.  While  in  the  posterior  palatine  canal,  it  gives  off  inferior  nasal 
branches,  which  enter  the  nose  through  openings  in  the  palate  bone,  and  ramify 
over  the  middle  meatus,  and  the  middle  and  inferior  spongy  bones ;  and  at  its 
exit  from  the  canal,  a  palatine  branch  is  distributed  to  both  surfaces  of  the  soft 
palate. 

The  middle,  or  external  palatine  nerve,  descends  in  the  same  canal  as  the  pre- 
ceding, to  the  posterior  palatine  foramen,  distributing  branches  to  the  uvula, 
tonsil,  and  soft  palate.     It  is  occasionally  wanting. 

The  posterior,  or  small  palatine  nerve,  descends  with  a  small  artery  through 
the  small  posterior  palatine  canal,  emerging  by  a  separate  opening  behind  the 
posterior  palatine  foramen.  It  supplies  the  Levator  palati  and  Azygos  uvula? 
muscles,  the  soft  palate,  tonsil,  and  uvula. 

Fig.  376. — The  Sphenopalatine  Ganglion  and  its  Branches. 


The  internal  branches  are  distributed  to  the  septum,  and  outer  wall  of  the 
nasal  fossa?.     They  are  the  superior  nasal  (anterior),  and  the  naso-palatine. 

The  superior  nasal  branches  (anterior),  four  or  five  in  number,  enter  the  back 
part  of  the  nasal  fossa  by  the  spheno-palatme  foramen.  They  supply  the 
mucous  membrane  covering  the  superior  and  middle  spongy  bones,  and  that 
lining  the  posterior  ethmoidal  cells,  a  few  being  prolonged  to  the  upper  and 
back  part  of  the  septum.  One  of  these  branches  (the  posterior)  is  continued 
on  to  the  outer  wnlt  of  the  antrum,  and  there  forms  a  communication  with  the 
anterior  dental  nerve.  At  the  point  of  communication  a  swelling  exists,  de- 
nominated "the  ganglion  of  Bochdalek,"  the  nature  of  which  seems  however 
uncertain. 

The  naso-palatine  nerve  (Cotunnius)  enters  the  nasal  fossa  with  the  other 
nasal  nerves,  and  passes  inwards  across  the  roof  of  the  nose,  below  the  orifice  of 
the  sphenoidal  simis,  to  reach  the  septum;  it  then  runs  obliquely  downwards 
and  forwards  along  the  lower  part  of  the  septum,  to  the  anterior  palatine  fora- 
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men,  lying  between  the  periosteum  and  mucous  membrane.  It  descends  to  the 
roof  oi  the  mouth  by  a  distinct  canal,  which  opens  below  in  the  anterior  pala- 
tine fossa;  the  right  nerve,  also  in  a  separate  canal,  being  posterior  to  the  left 
one.  In  the  mouth,  they  become  united,  supply  the  mucous  membrane  behind 
the  incisor  teeth,  and  join  with  the  anterior  palatine  nerve.  The  naso-palatine 
nerve  occasionally  furnishes  a  few  small  filaments  to  the  mucous  membrane 
of  the  septum. 

The  posterior  branches  are  the  Vidian  and  pharyngeal  (pterygopalatine). 

The  Vidian  nerve,  if  traced  from  Meckel's  ganglion,  may  be  said  to  arise  from 
the  back  part  of  the  spheno-palatine  ganglion,  and  then  passes  through  the 
Vidian  canal,  enters  the  cartilage  filling  in  the  foramen  lacerum  basis  cranii, 
and  divides  into  two  branches,  the  large  petrosal  and  the  carotid.  In  its  course 
along  the  Vidian  canal,  it  distributes  a  few  filaments  to  the  lining  membrane  at 
the  back  part  of  the  roof  of  the  nose  and  septum,  and  that  covering  the  end  of 
the  Eustachian  tube.     These  are  upper  posterior  nasal  branches. 

The  large  petrosal  branch  (nervus  petrostts  superficialis  major)  enters  the  cra- 
nium through  the  foramen  lacerum  basis  cranii,  having  pierced  the  cartilaginous 
substance  which  fills  in  this  aperture.  It  runs  beneath  the  Casserian  ganglion 
and  dura  mater  contained  in  a  groove  in  the  anterior  surface  of  the  petrous  por- 
tion of  the  temporal  bone,  enters  the  hiatus  Fallopii,  and,  being  continued 
through  it  into  the  aqu®ductus  Fallopii,  joins  the  gangliform  enlargement  on 
the  facial  nerve.  Properly  speaking,  this  nerve  passes  from  the  facial  to  the 
spheno-palatine  ganglion,  forming  its  motor  root. 

The  carotid  branch  is  shorter,  but  larger  than  the  petrosal,  of  a  reddish-gray 
color  and  soft  in  texture.  It  crosses  the  foramen  lacerum  surrounded  by  the 
cartilaginous  substance  which  fills  in  that  aperture,  and  enters  the  carotid  canal 
on  the  outer  side  of  the  carotid  artery,  to  join  the  carotid  plexus. 

This  description  of  the  Vidian  nerve  as  a  branch  from  the  ganglion,  is  the 
more  convenient  anatomically,  inasmuch  as  the  nerve  is  generally  dissected  from 
the  ganglion,  as  a  single  trunk  dividing  into  two  branches.  But  it  is  more  cor- 
rect, physiologically,  to  describe  the  Vidian  as  being  formed  by  the  union  of  the 
two  branches  (great  petrosal  and  carotid)  from  the  facial  and  the  sympathetic, 
and  as  running  into  the  ganglion.  The  filaments,  which  are  described  above  as 
given  off  from  the  Vidian  nerve,  would  then  be  regarded  as  branches  from  the 
ganglion  which  are  merely  inclosed  in  the  same  sheath  as  the  Vidian. 

The  pharyngeal  nerve  (pterygopalatine)  is  a  small  branch  arising  from  the 
back  part  of  the  ganglion,  occasionally  together  with  the  Vidian  nerve.  It 
passes  through  the  pterygopalatine  canal  with  the  pterygopalatine  artery,  and 
is  distributed  to  the  lining  membrane  of  the  pharynx,  behind  the  Eustachian 
tube. 

Inferior  Maxillary  Nerve.    (Fig.  375.) 

The  Inferior  Maxillary  Nerve  distributes  branches  to  the  teeth  and  gums  of 
the  lower  jaw,  tEelntegument  of  the  temple  and  external  ear,  the  lower  part  of 
the  face  and  Tower  Tip^and  the  muscles  of  mastication  :  it  also  supplies  the  tongue 
with  one  of  its  special  nerves  of  the  sense  of  taste.  It  is  the  largest  of  the  three 
divisions  of  the  fifth,  and  consists  of  two"  portions,  the  large  or  sensory  root 
proceeding  from  the  inferior  angle  of  the  Casserian  ganglion;  and  the  small 
or  motor  root,  which  passes  beneath  the  ganglion,  and  unites  with  the  inferior 
maxillary  nerve,  just  after  its  exit  through  the  foramen  ovale.  Immediately 
beneath  the  base  of  the  skull,  this  nerve  divides  into  two  trunks,  anterior  and 
posterior. 

The  anterior  and  smaller  division,  which  receives  nearly  the  whole  of  the 
motor  root,  divides  into  branches,  which  supply  the  muscles  of  mastication. 
They  are  the  masseteric,  deep  temporal,  buccal,1  and  two  pterygoid. 

1  It  is  doubtful  whether  the  buccal  branch  conveys  only  sensory  power  to  the  buccinator,  or 
motor  influence  likewise. 
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The  masseteric  branch  passes  outwards,  above  the  External  pterygoid  muscle, 
in  front  of  the  temporo-inaxillary  articulation,  and  crosses  the  sigmoid  notch, 
with  the  masseteric  artery,  to  the  Masseter  muscle,  in  which  it  ramifies  nearly 
as  far  as  its  anterior  border.  It  occasionally  gives  a  branch  to  the  Temporal 
muscle,  and  a  filament  to  the  articulation  of  the  jaw. 

The  deep  temporal  branches,  two  in  number,  anterior  and  posterior,  supply  the 
deep  surface  of  the  Temporal  muscle.  The  posterior  branch,  of  small  size,  is 
placed  at  the  back  of  the  temporal  fossa.  It  is  sometimes  joined  with  the 
masseteric  branch.  The  anterior  branch  is  reflected  upwards,  at  the  pterygoid 
ridge  of  the  sphenoid,  to  the  front  of  the  temporal  fossa.  It  is  occasionally 
joined  with  the  buccal  nerve. 

The  buccal  branch  pierces  the  External  pterygoid,  and  passes  downwards 
beneath  the  inner  surface  of  the  coronoid  process  of  the  lower  jaw,  or  through 
the  fibres  of  the  Temporal  muscle  to  reach  the  surface  of  the  Buccinator,  upon 
which  it  divides  into  a  superior  and  an  inferior  branch.  It  gives  a  branch  to 
the  External  pterygoid  during  its  passage  through  that  muscle,  and  a  few  as- 
cending filaments  to  the  Temporal  muscle,  one  of  which  occasionally  joins  with 
the  anterior  branch  of  the  deep  temporal  nerve.  The  upper  branch  supplies  the 
integument  and  upper  part  of  the  Buccinator  muscle,  joining  with  the  facial 
nerve  round  the  facial  vein.  The  lower  branch  passes  forwards  to  the  angle  of 
the  mouth ;  it  supplies  the  integument  and  Buccinator  muscle,  as  well  as  the 
mucous  membrane  lining  the  inner  surface  of  that  muscle,  and  joins  the  facial 
nerve. 

The  pterygoid  branches  are  two  in  number,  one  for  each  pterygoid  muscle. 
The  branch  of  the  Internal  pterygoid  is  long  and  slender,  and  passes  inwards  to 
enter  the  deep  surface  of  the  muscle.  This  nerve  is  intimately  connected  at  its 
origin  with  the  otic  ganglion.  The  branch  of  the  External  pterygoid  is  most  fre- 
quently derived  from  the  buccal,  but  it  may  be  given  oft'  separately  from  the 
anterior  trunk  of  the  nerve. 

The  posterior  and  larger  division  of  the  inferior  maxillary  nerve  also  receives 
a  few  filaments  from  the  motor  root.  It  divides  into  three  branches:  auriculo- 
temporal, gustatory,  and  inferior  dental. 

The  Auriculo-jtemporal  Nerve  generally  arises  by  two  roots,  between  which 
the  middle  meningeal  artery  passes.  It  runs  backwards  beneath  the  External 
pterygoid  muscle  to  the  inner  side  of  the  articulation  of  the  lower  jaw.  It  then 
turns  upwards  with  the  temporal  artery,  between  the  external  ear  and  condyle 
of  the  jaw,  under  cover  of  the  parotid  gland,  and  escaping  from  beneath  this 
structure,  divides  into  two  temporal  branches.  The  posterior  temporal,  the 
smaller  of  the  two,  is  distributed  to  the  ilpper  part  of  the  pinna  and  the  neigh- 
boring  tissues.  The  anterior  temporal  accompanies  the  temporal  artery  to  the 
vertex  of  the  skull,  and  supplies  the  integument  of  the  temporal  region  commu- 
nicating with  the  facial  nerve. 

The  auriculo-temporal  nerve  has  branches  of  communication  with  the  facial  and 
otic  ganglion.  Those  joining  the  facial  nerve,  usually  two  in  number,  pass 
forwards  behind  the  neck  of  the  condyle  of  the  jaw,  and  join  this  nerve  at  the 
posterior  border  of  the  Masseter  muscle.  They  form  one  of  the  principal 
branches  of  communication  between  the  facial  and  the  fifth  nerve.  The  fila- 
ments of  communication  with  the  otic  ganglion  are  derived  from  the  commence- 
ment of  the  auriculo-temporal  nerve. 

The  auricular  branches  are  two  in  number,  inferior  and  superior.  The  inferior 
auricular  arises  behind  the  articulation  of  the  jaw,  and  is  distributed  to  the  ear 
below  the  external  meatus ;  other  filaments  twine  round  the  internal  maxillary 
artery,  and  communicate  with  the  sympathetic.  The  superior  auricular  arises 
in  front  of  the  external  ear,  and  supplies  the  integument  covering  the  tragus  and 
pinna. 

Branches  to  the  meatus  auditorius,  two  in  number,  arise  from  the  point  of  com- 
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munication  between  the  auriculotemporal  and  facial  nerves,  and  are  distributed 
to  the  meatus. 

The  branch  to  the  temporo-maxillary  articulation  is  usually  derived  from  the 
auriculo- temporal  nerve. 

The  parotid  branches  supply  the  parotid  gland. 

The  Gustatory  or  Lingual  Nerve,  one  of  the  special  nerves  of  the  sense  of 
taste,  supplies  the  papillae  and  mucous  membrane  of  the  tongue.  It  is  deeply 
placed  throughout  the  whole  of  its  course.  It  lies  at  first  beneath  the  External 
pterygoid  muscle,  together  with  the  inferior  dental  nerve,  being  placed  to  the 
inner  side  of  the  latter  nerve,  and  is  occasionally  joined  to  it  by  a  branch  which 
crosses  the  internal  maxillary  artery.  The  chorda  tympani  also  joins  it  at  an 
acute  angle  in  this  situation.  The  nerve  then  passes  between  the  Internal  ptery- 
goid muscle  and  the  inner  side  of  the  ramus  of  the  jaw,  and  crosses  obliquely  to 
the  side  of  the  tongue  over  the  Superior  constrictor  muscle  of  the  pharynx,  and 
beneath  the  Stylo-glossus  muscle  and  deep  part  of  the  submaxillary  gland ;  the 
nerve  lastly  runs  across  Wharton's  duct,  and  along  the  side  of  the  tongue  to  its 
apex,  being  covered  by  the  mucous  membrane  of  the  mouth. 

Its  branches  of  communication  are  with  the  submaxillary  ganglion  and  hypo- 
glossal nerve.  The  branches  to  the  submaxillary  ganglion  are  two  or  three  in 
number ;  those  connected  with  the  hypoglossal  nerve  form  a  plexus  at  the  ante- 
rior margin  of  the  Hyo-glossus  muscle. 

Its  branches  of  distribution  are  few  in  number.  They  supply  the  mucous  mem- 
brane of  the  mouth,  the  gums,  the  sublingual  gland,  the  conical  and  fungiform 
papillae  and  mucous  membrane  of  the  tongue,  the  terminal  filaments  anasto- 
mosing at  the  tip  of  the  tongue  with  the  hypoglossal  nerve. 

The  Inferior  Dental  is  the  largest  of  the  three  branches  of  the  inferior 
maxillary  iiuivg.  '  Ii  passes  downwards  with  the  inferior  dental  artery,  at  first 
beneath  the  External  pterygoid  muscle,  and  then  between  the  internal  lateral 
ligament  and  the  ramus  of  the  jaw  to  the  dental  foramen.  It  then  passes  for- 
wards in  the  dental  canal  of  the  inferior  maxillary  bone,  lying  beneath  the  teeth 
as  far  as  the  mental  foramen,  where  it  divides  into  two  terminal  branches,  in- 
cisor and  mental.  The  incisor  branch  is  continued  onwards  within  the  bone  to 
the  middle  line,  and  supplies  the  canine  and  incisor  teeth.  The  mental  branch 
emerges  from  the  bone  at  the  mental  foramen,  and  divides  beneath  the  De- 
pressor anguli  oris  into  an  external  branch,  which  supplies  that  muscle,  the 
Orbicularis  oris,  and  the  integument,  communicating  with  the  facial  nerve;  and 
an  inner  branch,  which  ascends  to  the  lower  lip  beneath  the  Quadratus  menti ; 
it  supplies  that  muscle  and  the  mucous  membrane  and  integument  of  the  lip, 
communicating  with  the  facial  nerve.  * 

The  branches  of  the  inferior  dental  are,  the  mylo-hyoid,  and  dental. 

The  mylo-hyoid  is  derived  from  the  inferior  dental  just  as  that  nerve  is  about 
to  enter  the  dental  foramen.  It  descends  in  a  groove  on  the  inner  surface  of 
the  ramus  of  the  jaw,  in  which  it  is  retained  by  a  process  of  fibrous  membrane. 
It  supplies  the  cutaneous  surface  of  the  Mylo-hyoid  muscle,  and  the  anterior 
belly  of  the  Digastric,  occasionally  sending  one  or  two  filaments  to  the  submax- 
illary gland. 

The  dental  branches  supply  the  molar  and  bicuspid  teeth.  They  correspond 
in  number  to  the  fangs  of  those  teeth :  each  nerve  entering  the  orifice  at  the 
point  of  the  fang,  and  supplying  the  pulp  of  the  tooth. 

Two  small  ganglia  are  connected  with  the  inferior  maxillary  nerve :  the  otic, 
with  the  trunk  of  the  nerve ;  and  the  submaxillary,  with  its  lingual  branch,  the 
gustatory. 

Otic  Ganglion.    (Fig.  377.) 

The  Otic  Ganglion  (Arnold's)  is  a  small,  oval-shaped,  flattened  ganglion  of  a 
reddish-gray  color,  situated  immediately  below  the  foramen  ovale;  on  the  inner 
surface  of  the  inferior  maxillary  nerve,  and  round  the  origin  of  the  internal 
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pterygoid  nerve.  It  is  in  relation,  externally,  with  the  trunk  of  the  inferior 
maxillary  nerve,  at  the  point  where  the  motor  root  joins  the  sensory  portion; 
internally,  with  the  cartilaginous  part  of  the  Eustachian  tube,  and  the  origin  of 
the  Tensor  palati  muscle;  behind  it,  is  the  middle  meningeal  artery. 


Fig.  377— The  Otic  Ganglion  and  its  Branches. 


'I 


Branches  of  communication.  This  ganglion  is  connected  with  the  inferior 
maxillary  nerve,  and  its  internal  pterygoid  brunch,  by  two  or  three  short, 
delicate  filaments,  and  also  with  the  auriculotemporal  nerve ;  from  the  former 
it  obtains  its  motor,  from  the  latter,  its  sensory  root ;  its  communication  with 
the  sympathetic  being  effected  by  a  filament  from  the  plexus  surrounding  the 
middle  meningeal  artery.  This  ganglion  also  communicates  with  the  glosso- 
pharyngeal and  facial  nerves,  through  the  small  petrosal  nerve  continued  from 
the  tympanic  plexus. 

Its  branches  of  distribution  are  a  filament  to  the  Tensor  tympani,  and  one  to 
the  Tensor  palati.  The  former  passes  backwards,  on  the  outer  side  of  the 
Eustachian  tube;  the  latter  arises  from  the  ganglion,  near  the  origin  of  the 
internal  pterygoid  nerve,  and  passes  forwards. 

Submaxillary  Ganglion.    (Fig.  375.) 

The  Submaxillary  Ganglion  is  of  small  size,  circular  in  form,  and  situated 
above  the  deep  pottirnrof  tbe-Tnrbinaxillary  gland,  near  The"  posterior  border  of 
the  Mylo-hyoid-  muscle,  being  ©oimecte"d  By  filaments  with  the  lower  border  of 
the  gustatory  nerve. 

Branches  of  communication.  This  ganglion  is  connected  with  the  gustatory 
nerve  by  a  few  filaments  which  join  it  separately,  at  its  fore  and  back  part.  It 
also  receives  a  branch  from  the  chorda  tympani,  by  which  it  communicates 
with  the  facial ;  and  communicates  with  the  sympathetic  by  filaments  from  the 
nervi  molles — the  sympathetic  plexus  around  the  facial  artery. 

Branches  of  distribution.  These  are  five  or  six  in  number;  they  arise  from 
the  lower  part  of  the  ganglion,  and  supply  the  mucous  membrane  of  the  mouth 
and  Wharton's  duct,  some  being  lost  in  the  submaxillary  gland.  According  to 
Meckel,  a  branch  from  this  ganglion  occasionally  descends  in  front  of  the  Hyo. 
glossus  muscle,  and,  after  joining  with  one  from  the  hypoglossal,  passes  to  the 
Genio- hyo- gloss  us  muscle. 
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Eighth  Pair. 


The  Eighth  Pair  consists  of  three  nerves,  the  gloBso-pbaryngeal,  pneumo- 
gastric,  and  spinal  accessory. 

The  Glossopharyngeal  Nerve  is  distributed,  as  its  name  implies,  to  the 
tongue  and  pharynx,  being  the  nerve  of  sensation  to  the  mucous  membrane  of 

-Nervea  of  the  Eighth 
Origin,    Ganglia,    aud 


muse  lea;  and  a  speciaj^rierve 
oi~iaste_in  all_the _parts*oT*the 
tonguetowhich  it  is  dist  ri  b- 
utecT-  tt  is  thlTsmallcst  of  the 
three  divisions  of  the  eighth 
pair,  and  arises  by  three  or  four 
filaments,  closely  connected  to- 
gether, from  the  upper  part  of 
the  medulla  oblongata,  imme- 
diately behind  the  olivary 
body. 

Its  deep  orifjin  may  be  traced 
throng fTTue  fasciculi  of  the 
lateral  tract,  to  a  nucleus  of 
gray  matter  at  the  lower  part 
of  the  floor  of  the  fourth  ven- 
tricle exTcrnal  to  tTieTasciiiuli 
tcTercK  From  its  superficial 
origin,  it  passes  outwards  across 
the  flocculus,  and  leaves  the 
skull  at  the  central  piirt  of  the 
j u gular  foriiTficnTlh  fl  separate 
sheath  of  thVdnra  mater  and 
arachnoid,  in  front  of  the  pneu- 
mogastric  and  spinal  accessory 
nerves.  In  its  passage  through 
the  jugular  foramen,  it  grooves 
the  lower  border  of  the  petrous 
portion  of  the  temporal  bone; 
and,  at  its  exit  from  the  skull, 
passes  forwards  between  the 
jugular  vein  and  internal  caro- 
tiaarTery,  und  descends  in 
front  of  the  latferTCssel,  and 


\ 


GLOSSO-PHARYNGEAL.  659 

beneath  the  styloid  process  and  the  muscles  connected  with  it,  to  the  lower 
border  of  the  Stylo-pnaryngeus.  The  nerve  now  carves  inwards,  forming  an 
arch  on  the  side  of  the  neck,  and  lying  upon  the  Stylo-pharyngeus  and  the 
Middle  constrictor  of  the  pharynx,  above  the  superior  laryngeal  nerve.  It  then 
passes  beneath  the  Hyo-glossus,  and  is  finally  distributed  to  the  mucous  mem- 
brane of  the  fauces,  and  base  of  the  tongue,  the  mucous  glands  of  the  mouth 
and  tonsil. 

In  passing  through  the  jugular  foramen,  the  nerve  presents,  in  succession, 
two  gangliform  enlargements.      The  superior,  the  smaller,  is  called  the  jugular 
ganglion,  the  inferior  and  larger,  the  petrous   ganglion,  or  the  ganglion  o 
ArafcTsch.  ~  ""* 

— -rfOi&superior,  or  jugular  ganglion,  is  situated  in  the  upper  part  of  the  groove 
in  which  the  nerve  is  lodged  during  its  passage  through  the  jugular  foramen. 
It  is  of  very  small  size,  and  involves  only  the  outer  side  of  the  trunk  of  the 
nerve,  a  small  fasciculus  passing  beyond  it,  which  is  not  connected  directly 
with  it. 

The  inferior,  or  petrous  ganglion,  is  situated  in  a  depression  in  the  lower  borders 
of  the  petrous  portion  ot  the  temporal  bone;  it  is  larger  than  the  former,  and 
involves  the  whole  of  the  fibres  of  the  nerve.     From  this  ganglion  arise  those 
filaments  which  connect  the  glossopharyngeal  with  other  nerves  at  the  base  of  J 
the  skull.  — ^ 

Its  branches  of  communication  are  with  the  pneumogastric,  sympathetic,  and 
facial,  and  the  tympanicTiranch.  ~ 

The  branches  to  the  pneumogastric  are  two  filaments,  one  to  its  auricular 
branch,  ana  one  to  the  upper  ganglion  of  the  pneumogastric. 

The  branch  to  the  sympathetic  is  connected  with  the  superior  cervical 
ganglion. 

The  branch  of  comiPnnirgf^n  with- the  facial  perforates  the  posterior  belly 
of  the  Digastric.  It  arises  from  the  trunk  of  the  nerve  below  the  petrous 
ganglion,  and  joins  the  facial  just  after  its  exit  from  the  stylo-mastoid  foramen. 

The  tympanic  branch  (Jacobson's  nerve)  arises  from  the  petrous  ganglion, 
and  enters  a  small  bony  canal  in  the  lower  surface  of  the  petrous  portion  of  the 
temporal  bone ;  the  lower  opening  of  which  is  situated  on  the  bony  ridge  which 
separates  the  carotid  canal  from  the  jugular  fossa.  Jacobson's  nerve  ascends  to 
the  tympanum,  enters  that  cavity  by  an  aperture  in  its  floor  close  to  the  inner 
wall,  and  divides  into  three  branches,  which  are  contained  in  grooves  upon  the 
surface  of  the  promontory.  >, 

Its  branches  of  distribution  are,  one  to  the  fenestra  rotunda,  one  to  the  fenestra 
ovalis,  ancTone  to  the  lining  membrane  of  the  Eustachian J;ub<r an 3"  tympanum*  -■ 

its' branches  of  communication  are  three,  and  occupy  separate  grooves  on  the 
surface  of  the  promontory.  One  of  these  arches  forwards  and  downwards  to  the 
carotid  canal  to  join  the  carotid  plexus.  A  second  runs  vertically  upwards  to 
join  the  greater  superficial  petrosal  nerve,  as  it  lies  in  the  hiatus  Fallopii.  The 
third  branch,  the  lesser  petrosal,  runs  upwards  and  forwards  towards  the  ante- 
rior surface  of  the  petrous  bone,  and  passes  through  a  small  aperture  in  the 
sphenoid  and  temporal  bones,  or  through  the  foramen  ovale,  to  the  exterior  of 
the  skull,  where  it  joins  the  otic  ganglion.  This  nerve,  in  its  course  through 
the  temporal  bone,  passes  by  the  ganglionic  enlargement  of  the  facial,  and  has 
a  connecting  filament  with  it.  — 

The  branches  of  the  glossopharyngeal  nerve  are  the  carotid,  pharyngeal, 
muscular,  tonsillar,  and  lingual. 

The  carotid  branches  de'scend  along  the  trunk  of  the  internal  carotid  artery  as 
far  as  its  point  of  bifurcation,  communicating  with  the  pharyngeal  branch  of 
the  pneumogastric,  and  with  branches  of  the  sympathetic. 

The  pharyngeal  branches  are  three  or  four  filaments  which  unite  opposite  the 
Middle  constrictor  of  the  pharynx  with  the  pharyngeal  branches  of  the  pneumo- 
gastric, the  external  laryngeal,  and  sympathetic  nerves,  to  form  the  pharyngeal 
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plexus,  branches  from  which  perforate  the  muscular  coat  of  the  pharynx  to 
supply  the  mucous  membrane. 
)        The  muscular  branches  are  distributed  to  the  Stylo-pharyngeus. 

The  tonsillar  branches  supply  the  tonsil,  forming  a  plexus  (circularis  tonsil- 
laris) around  this  body,  from  which  branches  are  distributed  to  the  soft  palate 
and  fauces,  where  they  anastomose  with  the  palatine  nerves. 

The  linyual  branches  are  two  in  number ;  one  supplies  the  mucous  membrane 
\    covering  the  surface  of  the  base  of  the  tongue,  the  other  pertorates  its  substance, 
and  supplies  the  mucous  membrane  and  papilla  of  the  side  of  the  organ. 

The  Spinal  Accessory  Nerve  consists  of  two  parts :  one,  the  accessory  part 
to  the  vagus,  and  the  other  the  spinal  portion. 

Thg  accessory  part,  the  smaller  of  the  two,  arises  by  four  or  five  delicate  fila- 
ments trom  the  lateral  tract  of  the  cord  below  the  roots  of  the  vagus ;  these 
filaments  may  be  traced  to  a  nucleus  of  gray  matter  at  the  back  of  the  medulla, 
below  the  origin  of  the  vagus.  It  joins,  in  the  jugular  foramen,  with  the  upper 
ganglion  of  the  vagus  by  one  or  two  filaments,  and  is  continued  into  the  vagus 
below  the  second  ganglion.  It  gives  branches  to  the  pharyngeal  and  superior 
laryngeal  branches  of  the  vagus. 

The  spinal  portion,  firm  in  texture,  arises  by  several  filaments  from  the  lateral 
tract  of*  fljejgprd,  as  low  "down  asjhe  sixth  cervical  nerve;  the  fibres  pierce  the 
tract,  and  are  connected  with  the  anterior  horn  of  the  gray  matter  of  the  cord. 
This  portion  of  the  nerve  ascends  between  the  ligamentum  dcnticulatum  and  the 
posterior  roots  of  the  spinal  nerves,  enters  the  skull  through  the  foramen 
magnum,  and  it  is  then  directed  outwards  fo  Tfrg'ftigular  foramen,  througn  which 
it  passes,  lying  in  the  same  "sheath  as  the  pneumogastric^  separated  from  it  by  a 
fold  of  the  arachnoid'  an  J  is  here' connected  with  th^accessory  portion.  At  its 
exitTrom  the  jugular  foramen,  it  passes  backwards  behind  the  internal  jugular 
vein,  and  descends  obliquely  behind  the  Digastric  and  stylo-hyoid  muscles  to 
the  upper  part  of  the  Sterno-mastoid.  It  pierces  that  muscle,  and  passes 
obliquely  across  the  suboccipital  triangle,  to  terminate  in  the  deep  surface  of 
the  Trapezius.  This  nerve  gives  snvftral  branches  to  the  Sterno-mastoid  during 
its  passage  through  it,  and  joins  in  its  substance  with  branches  from  the  third 
cervical.  In  the  suboccipital  triangle  it  joins  with  the  second  and  third  cervical 
nerves,  and  assists  in  the  formation  of  the  cervical  plexus,  and  occasionally  of 
the  great  auricular  nerve.  On  the  front  of  the  Trapezius,  it  is  reinforced  by 
branches  from  the  third,  fourth,  and  fifth  cervical  nerves,  joins  with  the  poste- 
rior branches  of  tl^e  spinal  nerves;*  and  is  disTntmTed  tothe  Trapezius,  some 
|  filaments  ascending  and  others  descending  in  the  SUbstanC6  of  the  muscle  as  far 
as  its  inferior  angle. 

The  Pneumogastric  Nerve  (nervus  vagus  or  par  vagurri),  one  of  the  three 
divisions  of  the  eighth  pair,  has  a  more  extensive  distribution  than  any  of 
the  other  cranial  nerves,  passing  through  the  neck  and  thorax  to  the  upper 
part  of  the  abdomen.  It  is  composed  of  both  motor  and  sensitive  filaments. 
It  supplies  the  organs  of  voice  and  respiration  wrrtTmbFor  and  sensitive  libres; 
and  the  pharynx,  oesophagus,  -stomach,  and  heart" "wifE  molor  influence.  Its 
superficial  origin  is  by  eight  or  ten  filaments  from  thejateral  tract  immediately 
behind  the  olivary  "botly  and  'below  the  glossopharyngeal:  its  fibres  may, 
however,  be  traced  deeply  through  the  fasciculi  01  the  medulla,  to  term  mate  in 
a  gray  nucleus  near  the  lower  part  of  the  floor  of  the  fourth  ventricle.  ~The 
filaments  become  united,  and  form  a  flat  cord,  which  passes  oUTWSfdB  across 
the  flocculus  to  the  jugular  foramen,  through  which  it  emerges  from  the  cranium. 
In  passing  through  this  opening,  the  pneumogastric  accompanies  the  spinal 
accessory,  being  contained  in  the  same  sheath  of  dura  mater  with  it,  a  membra- 
nous septum  separating  it  from  the  glossopharyngeal,  which  lies  in  front.  The 
nerve  in  this  situation  presents  a  well-marked  ganglionic  enlargement,  which 
is  called  ganglion  jugulare,  or  the  ganglion  of  the  root  of  the  pneumogastric^  to 
it  the  accessory  part  oflhe  spinal  accessory  nerve  is  connected.     After  the^xit 
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of  the  nerve  from  the  jugular  foramen,  a  second  ganglioform  swelling  is  formed 
upon  it,  called  the  ganglion  inferius%  or  the  ganglion  of  the  trunk  qf  the  nerve; 
below  which  it  is~agttlll  joined  by  filaments  froin  the  accessary  nerve.  The 
nerve  passes  vertically  down  the  neck  within  the  sheath  of  thG  carotid  vessels, 
lying  between  the  internal  carotid  artery  and  internal  jugular  vein  as  far  as 
the  thyroid  cartilage,  and  then  between  the  same  vein  and  the  common  carotid 
to  the  root  of  the  neck.  Here  the  course  of  the  nerve  becomes  different  on  the 
two  sides  of  the  body. 

On  the  right  side,  the  nf>rvfi  paflfl**  ft/TftPg  f-he  subclavian  artery  between  it 
and  the  subclavian  vein,  and  descends  by  the^side  of  the  trachea  to  the  back 
pan  of  the  root  ot  the  lung,  where  it  apr^la  nnt.  in  a.  pfeYifnrrn  pptwnrlr  (pos- 
terior pulmonary),  from  the  lower  part  of  which  two  cords  descend  upon  the 
oesophagus,  on  which  they  divide,  forming,  with  branches  from  the  opposite 
nerve,  the  oesophageal  plexus ;  below,  these  branches  are  collected  into  a  single 
cord,  which  runs  along  the  back  part  of  the  oesophagus,  enters  the  abdomen, 
and  is  distributed  to  the  posterior  surface  of  the  stomach,  joining^  the  left  side 
of  the  coeliac  plexus," an'd'tKe" splenic  plexus. 

On  the  left  side,  the  pneumogastric  nerve  enters  the  chest  between  the  left 
narotid  and  flnhr»,]avian  artenesTpehind  the  left  innominate  vein.  It  crosses  the 
arch  of  the  aorta,  and  descends  behind  the  root  of  the  left  lung  and  along  the 
anterior  surface  of  the  oesophagus  to  the  stomach,  distributing  branches  over 
its  anterior  surface,  some  extending  over  the  great  cul-de-sac,  and  others  along 
the  lesser  curvature.  Filaments  from  these  latter  branches  enter  the  gastro- 
hepatic  omentum,  and  join  the  left  hepatic  plexus. 

The  ganglion  of  the  root  is  of  a  grayish  color,  circular  in  form,  about  two  lines 
in  diameter,  and  resembles  the  ganglion  on  the  large  root  of  the  fifth  nerve. 

Connecting  branches.  To  this  ganglion  the  accessory  portion  of  the  spinal 
accessory  nerve  is  connected  by  several  delicate  filaments ;  it  also  has  an  anasto- 
motic twig  with  the  petrous  ganglion  of  the  glossopharyngeal,  with  the  facial 
nerve  by  means  of  the  auricular  branch,  and  with  the  sympathetic  by  means 
of  an  ascending  filament  from  the  superior  cervical  ganglion. 

The  ganglion  of  the  trunk  (inferior)  is  a  plexiform  cord,  cylindrical  in  form, 
of  a  reddish  color,  and  about  an  inch  in  length;  it  involves  the  whole  of  the 
fibres  of  the  nerve,  except  the  portion  of  the  nerve  derived  from  the  spinal 
accessory,  which  blends  with  the  nerve  beyond  the  ganglion. 

Connecting  branches.  This  ganglion  is  connected  with  the  hypoglossal,  the 
superior  cervical  ganglion  of  the  sympathetic,  and  the  loop  between  the  first 
and  second  cervical  nerves. 

The  branches  of  the  pneumogastric  are — 

In  the  jugular  fossa  .        .        .      Auricular. 

{Pharyngeal. 
Superior  laryngeal 
Recurrent  laryngeal. 
Cervical  cardiac. 
f  Thoracic  cardiac. 

In  the  thorax    ....  J  £nt*™T  P^ary. 

I  Posterior  pulmonary. 

[  (Esophageal. 

In  the  abdomen         .        .        .      Gastric. 

The  auricular  branch  (Arnold's)  arises  from  the  ganglion  of  the  root,  and  is 
joined  soon  after  its  origin  by  a  filament  from  the  glossopharyngeal :  it  crosses 
the  jugular  fossa  to  an  opening  near  the  root  of  the  styloid  process.  Traversing 
the  substance  of  the  temporal  bone,  it  crosses  the  aquaeductus  Fallopii  about 
two  lines  above  its  termination  at  the  stylo-mastoid  foramen ;  it  here  gives  off 
an  ascending  branch,  which  joins  the  facial,  and  a  descending  branch,  which 
anastomoses  with  the  posterior  auricular  branch  of  the  same  nerve :  the  con* 
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tinuation  of  the  nerve  reaches  the  surface  between  the  mastoid  process  and  the 
external  auditory  meatus,  supplies  the  integument  at  the  back  part  of  the  pinna, 
and  communicates  with  the  branches  of  the  auricularis  magnus. 
|  The  pharyngeal  branch,  the  principal  motor  nerve  of  the  pharynx  and  soft 
palate,  arises  from  the  upper  part  of  the  inferior  ganglion  of  the  pneumogastric, 
receiving  a  filament  from  the  accessory  portion  of  the  spinal  accessory ;  it  passes 
across  the  internal  carotid  artery  (in  front  or  behind),  to  the  upper  border  of 
the  Middle  constrictor,  where  it  divides  into  numerous  filaments,  which  anasto- 
mose with  those  from  the  glossopharyngeal,  superior  laryngeal,  and  sympa- 
thetic, to  form  the  pharyngeal  plexus,  from  which  branches  are  distributed  to 
the  muscles  and  mucous  membrane  of  the  pharynx.  As  this  nerve  crosses  the 
internal  carotid,  some  filaments  are  distributed,  together  with  those  from  the 
.    glossopharyngeal,  upon  the  wall  of  this  vessel. 

I  The  superior  laryngeal  is  the  nerve  of  sensation  to  the  larynx.  It  is  larger 
than  the  preceding,  and  arises  from  the  middle  of  the  inferior  ganglion  of  the 
pneumogastric.  It  descends,  by  the  side  of  the  pharynx,  behind  the  internal 
carotid,  where  it  divides  into  two  branches,  the  external  and  internal  laryngeal. 

The  external  laryngeal  branch,  the  smaller,  descends  by  the  side  of  the 
larynx,  beneath  the  Sterno-thyroid,  to  supply  the  Crico-thyroid  muscle  and  the 
thyroid  gland.  It  gives  branches  to  the  pharyngeal  plexus,  and  the  Inferior 
constrictor,  and  communicates  with  the  superior  cardiac  nerve,  behind  the 
common  carotid. 

The  internal  laryngeal  branch  descends  to  the  opening  in  the  thyro-hyoid 
membrane,  through  which  it  passes  with  the  superior  laryngeal  artery,  and  is 
distributed  to  the  mucous  membrane  of  the  larynx,  and  the  Arytenoid  muscle, 
anastomosing  with  the  recurrent  laryngeal. 

The  branches  to  the  mucous  membrane  are  distributed,  some  in  front  to  the 
epiglottis,  the  base  of  the  tongue  and  the  epiglottidean  glands;  while  others 
pass  backwards,  in  the  aryteno-epiglottidean  fold,  to  supply  the  mucous  mem- 
brane surrounding  the  superior  orifice  of  the  larynx,  as  well  as  the  membrane 
which  lines  the  cavity  of  the  larynx  as  low  down  as  the  vocal  cord. 

The  filament  to  the  Arytenoid  muscle  is  distributed  partly  to  it,  and  partly 
to  the  mucous  lining  of  the  larynx. 

The  filament  which  joins  with  the  recurrent  laryngeal  descends  beneath  the 
mucous  membrane  on  the  posterior  surface  of  the  larynx,  behind  the  lateral 
part  of  the  thyroid  cartilage,  where  the  two  nerves  become  united. 

The  inferior  or  recurrent  laryngeal,  so  called  from  its  reflected  course,  is  the 
motor  nerve  of  the  larynx.  It  arises  on  the  right  side,  in  front  of  the  subcla- 
vian artery;  winds  from  before  backwards  round  that  vessel,  and  ascends 
obliquely  to  the  side  of  the  trachea,  behind  the  common  carotid  and  inferior 
thyroid  arteries.  On  the  left  side,  it  arises  in  front  of  the  arch  of  the  aorta  and 
winds  from  before  backwards  round  the  aorta  at  the  point  where  the  obliterated 
remains  of  the  ductus  arteriosus  are  connected  with  it,  and  then  ascends  to  the 
side  of  the  trachea.  The  nerves  on  both  sides  ascend  in  the  groove  between 
the  trachea  and  oesophagus,  and,  passing  under  the  lower  border  of  the  Inferior 
constrictor  muscle,  enter  the  larynx  behind  the  articulation  of  the  inferior  cornu 
of  the  thyroid  cartilage  with  the  cricoid,  being  distributed  to  all  the  muscles  of 
the  larynx,  excepting  the  Crico-thyroid,  and  joining  with  the  superior  larvngeal. 

The  recurrent  laryngeal,  as  it  winds  round  the  subclavian  artery  and  aorta, 
gives  off  several  cardiac  filaments,  which  unite  with  th6  cardiac  branches  from 
the  pneumogastric  and  sympathetic.  As  it  ascends  in  the  neck,  it  gives  off 
oesophageal  branches,  more  numerous  on  the  left  than  on  the  right  side,  which 
supply  the  mucous  membrane  and  muscular  coat  of  the  oesophagus ;  tracheal 
branches  to  the  mucous  membrane  and  muscular  fibres  of  the  trachea ;  and 
some  pharyngeal  filaments  to  the  Inferior  constrictor  of  the  pharynx. 

The  cervical  cardiac  branches,  two  or  three  in  number,  arise  from  the  pneumo- 
gastric, at  the  upper  and  lower  part  of  the  neck. 
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The  superior  branches  are  small,  and  communicate  with  the  cardiac  branches 
of  the  sympathetic,  and  with  the  great  cardiac  plexus. 

The  inferior  cardiac  branches,  one  on  each  side,  arise  at  the  lower  part  of  the 
neck,  just  above  the  first  rib.  On  the  right  side,  this  branch  passes  in  front  of 
the  arteria  innominata,  and  anastomoses  with  the  superior  cardiac  nerve.  On 
the  left  side,  it  passes  in  front  of  the  arch  of  the  aorta,  and  anastomoses  either 
with  the  superior  cardiac  nerve,  or  with  the  cardiac  plexus. 

The  thoracic  cardiac  branches,  on  the  right  side,  arise  from  the  trunk  of  the 
pneumogastric,  as  it  lies  by  the  side  of  the  trachea:  passing  inwards,  they 
terminate  in  the  deep  cardiac  plexus.  On  the  left  side  they  arise  from  the  left 
recurrent  laryngeal  nerve. 

The  anterior  pulmonary  branches,  two  or  three  in  number,  and  of  small  size, 
are  distributed  on  the  anterior  aspect  of  the  root  of  the  lungs.  They  join  with 
filaments  from  the  sympathetic,  and  form  the  anterior  pulmonary  plexus. 

The  posterior  pulmonary  branches,  more  numerous  and  larger  than  the  ante- 
rior, are  distributed  on  the  posterior  aspect  of  the  root  of  the  lung :  they  are 
joined  by  filaments  from  the  third  and  fourth  thoracic  ganglia  of  the  sympa- 
thetic, and  form  the  posterior  pulmonary  plexus.  Branches  from  both  plexuses 
accompany  the  ramifications  of  the  air- tubes  through  the  substance  of  the  lungs. 

The  oesophageal  branches  are  given  off  from  the  pneumogastric  both  above  and 
below  the  pulmonary  branches.  The  lower  are  more  numerous  and  larger  than 
the  upper.  They  form,  together  with  branches  from  the  opposite  nerve,  the 
oesophageal  plexus. 

The  gastric  branches  are  the  terminal  filaments  of  the  pneumogastric  nerve. 
The  nerve  on  the  right  side  is  distributed  to  the  posterior  surface  of  the  stomach, 
and  joins  the  left  side  of  the  cceliac  plexus  and  the  splenic  plexus.  The  nerve 
on  the  left  side  is  distributed  over  the  anterior  surface  of  the  stomach,  some 
filaments  passing  across  the  great  cul-de-sac,  and  others  along  the  lesser  curva- 
ture. They  unite  with  branches  of  the  right  nerve  and  sympathetic,  some  fila- 
ments passing  through  the  lesser  omentum  to  the  left  hepatic  plexus. 

For  the  following  brief  account  of  the  most  recent  views  relating  to  the  origin 
of  the  cranial  nerves,  the  editor  is  indebted  to  his  friend  Dr.  Lockhart  Clarke. 

The  third  cerebral  nerve  arises  chiefly  from  two  large  masses  of  gray  sub- 
stance at  the  floor  of  the  iter  e  tertio  ad  quartum  ventriculum  beneath  the 
corpora  quadrigemina. 

The  fourth  arises  from  two  nuclei  at  the  floor  of  the  iter  e  tertio  ad  quartum 
ventriculum,  and  from  the  valve  of  Vieussens,  where  the  opposite  nerves  decus- 
sate with  each  other. 

The  large  root  of  the  fifth  or  trigeminal  arises  chiefly  from  the  gray  tubercles 
of  Rolando,  or  the  upper  expanded  extremities  of  the  posterior  gray  horns  of 
the  spinal  cord ;  the  small  or  motor  root  arises  from  two  masses,  of  large  multi- 
polar cells  situated  each  on  the  inner  side,  and  close  to  the  gray  tubercle,  and 
intimately  connected  with  it. 

The  sixth  nerve  arises  in  common  with  the  facial  from  the  gray  substance  of 
the  fasciculus  teres  on  the  floor  of  the  fourth  ventricle. 

The  facial  nerve  has  two  origins :  1.  From  the  gray  substance  of  the  fasciculus 
teres  on  the  floor  of  the  fourth  ventricle.  2.  From  the  nucleus  of  the  motor  root 
of  the  trigeminus ;  between  these  two  origins  it  forms  a  loop  along  the  floor  of 
the  ventricle. 

The  auditory  nerve  has  three  origins:  1.  From  the  superior  vermiform  pro- 
cess of  the  cerebellum.  2  and  3.  From  the  inner  and  outer  auditory  nuclei 
formed  chiefly  by  the  gray  substance  of  the  posterior  pyramid  and  restiform 
body. 

The  vagus  and  glossopharyngeal  nerves  have  each  two  origins :  1.  From  a 
special  nucleus  in  the  floor  of  the  fourth  ventricle.  2.  From  the  anterior  or 
motor  part  of  the  medulla. 
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The  spinal  accessory  nerve  has  three  origins :  1.  The  lower  roots  from  the 
anterior  gray  horn  of  the  spinal  cord  in  common  with  the  motor  roots  of  the 
cervical  nerves.  2.  From  the  gray  nucleus  of  the  hypoglossal  nerve.  3.  From 
a  special  nucleus  behind  the  central  canal  of  the  medulla  oblongata. 


For  farther  information  on  the  origin  of  these  nerves,  and  on  the  connection  between  their 
several  nuclei,  see  Dr.  Lockhart  Clarke's  memoir  "  On  the  Intimate  Structure  of  the  Brain," 
1st  and  2d  Ser.  Phil.  Trans.,  1858  and  1868. 

For  fuller  detail  concerning  the  Cranial  Nerves,  the  student  may  refer  to  F.  Arnold's  "  Icones 
Nervorum  Capitis,"  and  to  the  other  authors  referred  to  on  page  636. 


The  Spinal  Nerves. 

The  Spinal  Nerves  are  so  called,  because  they  take  their  origin  from  the 
spinal  cord,  and  are  transmitted  through  ^e_jsierYQr.tebral  foramina  on  either 
side  of  the  spinal  column. "  There  are  thirty-one  pairs  of  spTnatTKH^es,'  which 
are  arranged  in tu  LtflS  following  groups,  corresponding  to  the  region  of  the  spine 
through  which  they  pass: — 

Cervical 8j)airs. 


Dorsal 
Lumbar 
Sacral 
Coccygeal 


12  " 

o"  " 

o~  " 

1  " 


It  will  be  observed,  that  each  group  of  nerves  corresponds  in  number  with 
the  vertebrae  in  that  region,  except  the  cervical  and  coccygeal. 

Each  spinal  nerve  arises  by  two  roots,  an  anterior,  or  motor  root,  and  a 
posterior,  or  sensory  root. 

EOOTS  OF  THE  SPINAL  NERVES. 

The  anterior  roots  arise  somewhat  irregularly  from  a  linear  series  of  foramina, 
on  the  anterolateral  column  of  the  spinal  cord,  gradually  approaching  towards 
the  anterior  median  fissure  as  they  descend. 

The  fibres  of  the  anterior  roots,  according  to  the  researches  of  Dr.  Lockhart 
Clarke,  are  attached  to  the  anterior  part  of  the  anterolateral  column ;  and,  after 
penetrating  horizontally  through  the  longitudinal  fibres  of  this  tract,  enter  the 
gray  substance,  where  their  fibrils  cross  each  other  and  diverge  in  all  directions, 
like  the  expanded  hairs  of  a  brush,  some  of  them  running  more  or  less  longi- 
tudinally upwards  and  downwards,  -and  others  decussating  with  those  of  the 
opposite  side  through  the  anterior  commissure  in  front  of  the  central  canal. 
Kdlliker  states  that  many  fibres  of  the  anterior  root  enter  the  lateral  column  of 
the  same  side,  where,  turning  upvxirds,  they  pursue  their  course  as  longitudinal 
fibres.  In  other  respects,  the  description  of  the  origin  of  the  anterior  roots  by 
these  observers  is  very  similar. 

The  posterior  roots  are  all  attached  immediately  to  the  posterior  white  columns 
onlv ;  but  some^bf  them  pass  through  the  gray  substance  into  both  the  lateral 
and  anterior  white  columns.  Within  the  gray  substance,  they  run,  longitudi- 
nally, upwards  and  downwards,  transversely,  through  the  posterior  commissure 
to  the  opposite  side,  and  into  the  anterior  column  of  their  own  side. 

The  posterior  roots  of  the  nerves  are  larger,  but  the  individual  filaments  are 
finer  and  more  delicate  than  those  of  the  anterior.  As  their  component  fibrils 
pass  outwards,  towards  the  aperture  in  the  dura  mater,  they  coalesce  into  two 
bundles,  receive  a  tubular  sheath  from  that  membrane,  and  enter  the  ganglion 
which  is  developed  upon  each  root. 

The  posterior  root  of  the  first  cervical  nerve  forms  an  exception  to  these 
characters.  It  is  smaller  than  the  anterior,  has  frequently  no  ganglion  developed 
upon  it,  and,  when  the  ganglion  exists,  it  is  often  situated  within  the  dura 
mater. 

The  anterior  roots  are  the  smaller  of  the  two,  devoid  of  any  ganglionic  enlarge- 
ment, and  their  component  fibrils  are  collected  into  two  bundles,  near  the  inter- 
vertebral foramina. 

(  665 ) 
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Ganglia  of  the  Spinal  Nerves. 


A  ganglion  is  developed  upon  the  posterior  root  of  each  of  the  spinal  nerves. 
These  ganglia~SFe~  of  an  oval  tbfm^andjpt'_a  reddish  color;  they  bear  a  propor- 
tion in  TSi&i  to  lllO  nerves  ilpon  which  they  are  formed,  and  are  placed  in  the 
inter veg  tejy  ajjbram i na,  external  to  the  point  where  the  nerves  perforate  "the 
dura  mater.  Each  ganglion  is  bifid  internally,  where  it  is  joined  by  the  two 
bundles  of  the  posterior  fool,"tTie"tw6"portions  being  united  into  a  single  mass 
externally^  The  ganglia  upon  the  first  and  second  cervical  nerves  fornnm 
"Exception  to  these  characters,  Being  placed  on  the  arches  of  the  vertebrae  over 
which  the  nerves  pass.  The  gangUal_al£0J j)f the  sa"craTnerves  are"  placed  j^i thin 
the  "spinal  canal;  and  that  on  the  coccygeal  nerve,  also  in  the  canal  about  ~  the 
middle  of  its  posterior  root.  Immediately  beyond  the  ganglion,  the  two  roots 
coalesce,  their  fibres  intermingle,  and  the  trunk  thus  formed  passes  out  of  the 
intervertebral  foramen,  and  divides  into  an  anterior  branch,  for  the  supply  of 
the  anterior  part  of  the  body;  ahcTa  posteriofbranch"  for  the  posterior  part,  each 
branch  containing  fibres  from  both  roots.   "  

Anterior  Branches  of  the  Spinal  Nerves. 

The  anterior  branches  of  the  spinal  nerves  supply  the  parts  of  the  body  in  front 
of  the^ spine,  inclu3in*2£JaJHnb*s.  They  are  for  the  most  part  larger  than  the 
posterior  branches;  this  increase  of  size  being  proportioned  to  the  larger  extent 
of  structures  they  are  required  to  supply.  Each  branch  is  connected  by  slender 
filaments  with  the  sympathetic.  In  the  dorsal  region,  the "anteriur  branches  of 
the  spinal  nerves  are  completely  separate  from  each  other,  and  are  uniform  in 
their  distribution;  but  in  the  cervical,  lumbar,  and  sacral  regions,  they  form 
intricate  plexuses  previous  to  their  distribution. 

Posterior  Branches  of  the  Spinal  Nerves. 

The  posterior  branches,  of  the  spinal  nerves  are  generally  smaller  than  the  ante- 
rior :  they  arise  from  the  trunk  resulting  from  the  union  of  the  roots^in  the 
intervertebral  foramina ;  and,  passing  backwards,  divide  into  external  and  in- 
ternal branches,  which  are  distributed  to  the  muscles  and  Integument'behind 
the  spine.  The  first  cervical  and  lower  sacral  nerves  are  exceptions  to  these 
characters. 

Cervical  Nerves. 

The  roots  of  the  cervical  nerves  increase  in  size  from  the  first  to  the  fifth,  and 
then  irfaintain  the  same"  size  to  the  eighth.  The  posterior  roots  bear  a  propor- 
tion to  the  anterior  as  3  to  1,  which  is  much  greater  than  in  any  other  region, 
the  individual  filaments  being  also  much  larger  than  those  of  the  anterior  roots. 
In  direction,  the  roots  of  the  cervical  are  less  obliaue  than  those  of  the  other 
spinal  nerves.  The  first  cervical  nerve  is  directed  a  little  upwards  and  out- 
wards ;  the  second  is  horizontal ;  the  others  are  directed  obliquely  downwards 
and  outwards,  the  lowest  being  the  most  oblique,  and  consequently  longer  than 
the  upper,  the  distance  between  their  place  of  origin  and  their  point  of  exit  from 
the  spinal  canal  never  exceeding  the  depth  of  one  vertebra. 

The  trunk  of  the  first  cervical  nerve  {suboccipital)  leaves  the  spinal  canal, 
between  the  occipital  bone  and  the  posterior  arch  of  the  atlas;  the  second, 
between  the  posterior  arch  of  the  atlas  and  the  lamina  of  the  axis;  and  the 
eighth  (the  last),  between  the  last  cervical  and  first  dorsal  vertebrae. 

Each  nerve,  at  its  exit  from  the  intervertebral  foramen,  divides  into  an  ante- 
rior and  a  posterior  branch.  The  anterior  branches  of  the  four  upper  cervical 
nerves  form  the  cervical  plexus.  The  anterior  branches  of  the  four  lower  cervi- 
cal nerves,  together  with  the  first  dorsal,  form  the  brachial  plexus. 
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Anterior  Branches  op  the  Cervical  Nerves, 

The  anterior  branch  of  the  firsts  or  suboccipital  nerve,  is  of  small  size.  It 
escapes  fronftEe  spinal  canal,  through  a  groove  upon  the  posterior  arch  of  the 
atlas.  In  this  groove  it  lies  beneath  the  vertebral  artery,  to  the  inner  side  of 
the  Rectus  capitis  lateralis.  As  it  crosses  the  foramen  in  the  transverse  process 
of  the  atlas,  it  receives  a  filament  from  the  sympathetic.  It  then  descends,  in 
front  of  this  process,  to  communicate  with  an  ascending  branch  from  the  second 
cervical  nerve. 

Communicating  filaments  from  this  nerve  join  the  pneumogastric,  the  hypo- 
glossal and  sympathetic,  and  some  branches  are  distributed  to  the  Rectus 
lateralis,  and  the  two  Anterior  recti.  According  to  Valentin,  the  anterior 
branch  of  the  suboccipital  also  distributes  filaments  to  the  occipito-atloid  articu- 
lation, and  mastoid  process  of  the  temporal  bone. 

The  anterior  branch  of  the  second  cervical  nerve  escapes  from  the  spinal  canal, 
between  the  posterior  arch  of  the  atlas  and  the  lamina  of  the  axis,  and,  passing 
forwards  on  the  outer  side  of  the  vertebral  artery,  divides  in  front  of  the  Inter- 
transverse muscle,  into  an  ascending  branch,  which  joins  the  first  cervical ;  and 
two  descending  branches  which  join  the  third. 

The  anterior  branch  of  the  third  cervical  nerve  is  double  the  size  of  the  pre- 
ceding. At  its  exit  from  the  intervertebral  foramen,  it  passes  downwards  and 
outwards  beneath  the  Sterno- mastoid,  and  divides  into  two  branches.  The 
ascending  branch  joins  the  anterior  division  of  the  second  cervical,  communi- 
cates with  the  sympathetic  and  spinal  accessory  nerves,  and  subdivides  into  the 
superficial  cervical  and  great  auricular  nerves.  The  descending  branch  passes 
down  in  front  of  the  Scalenus  anticus,  anastomoses  with  the  fourth  cervical 
nerve,  and  becomes  continuous  with  the  clavicular  nerves. 

The  anterior  branch  of  the  fourth  cervical  is  of  the  same  size  as  the  preceding. 
It  receives  a  branch  from  the  third,  sends  a  communicating  branch  to  the  fifth 
cervical,  and  passing  downwards  and  outwards,  divides  into  numerous  filaments, 
which  cross  the  posterior  triangle  of  the  neck,  towards  the  clavicle  and  acromion. 
It  usually  gives  a  branch  to  the  phrenic  nerve,  whilst  it  is  contained  in  the 
intertransverse  space. 

The  anterior  branches  of  the  fifth,  sixth,  seventh,  and  eighth  cervical  nerves  are 
remarkable  for  their  large  size.  They  are  much  larger  than  the  preceding 
nerves,  and  are  all  of  equal  size.  They  assist  in  the  formation  of  the  brachial 
plexus. 

Cervical  Plexus.  _  > 

The  Cervical  Plexus  (Fig.  374)  is  formed  by  the  anterior  branches  of  the  four 
upper  cervical  nerves.  It  is  situated  opposite  the  four  upper  vertebrae,  resting 
upon'fn'e  Levator  anguli  scapulae,  and  Scalenus  medius  muscles,  and  covered  in 
by  the  Sterno-mastoid. 

Its  branches  may  be  divided  into  two  groups,  superficial  and  deep,  which 
may  be  thu«  arranged : — 

I  Superficial  colli. 
Auricularis  magnus. 
Occipitalis  minor. 

1  Sternal. 
Clavicular. 
Acromial. 

Internal        [Communicating. 

1  Muscular. 
Communicans  noni. 
Phrenic. 

External      ( Communicating. 

(  Muscular. 


Superficial 


Deep 
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Superficial  Branches  of  the  Cervical  Plexus. 

The  Superficialis  Colli  arises  from  the  second  and  third  cervical  nerves,  turns 
round  the  posterior  border  of  the  Sterno-mastoid  about  its  middle,  and  passing 
obliquely  forwards  beneath  the  external  jugular  vein  to  the  anterior  border  of 
that  muscle,  perforates  the  deep  cervical  fascia,  and  divides  beneath  the  Pla- 
tysma into  two  branches,  which  are  distributed  to  the  anterior  and  lateral  parts 
of  the  neck. 

The  ascending  branch  gives  off  a  filament,  which  accompanies  the  external 
jugular  vein ;  it  then  passes  upwards  to  the  submaxillary  region,  and  divides 
into  branches,  some  of  which  form  a  plexus  with  the  cervical  branches  of  the 
facial  nerve  beneath  the  Platysma:  others  pierce  that  muscle,  supply  it,  and 
are  distributed  to  the  integument  of  the  upper  half  of  the  neck,  at  its  fore  part, 
as  high  as  the  chin. 

The  descending  branch  pierces  the  Platysma,  and  is  distributed  to  the  integu- 
ment of  the  side  and  front  of  the  neck,  as  low  as  the  sternum. 

This  nerve  is  occasionally  represented  by  two  or  more  filaments. 

The  AuricuJarts_Mgx[nus  is  the  largest  of  the  ascending  branches.  It  arises 
from  the  second  and  third  cervical  nerves,  winds  round  the  posterior  border  of 
the  Sterno-mastoid,  and  after  perforating  the  deep  fascia,  ascends  upon  that 
muscle  beneath  the  Platysma  to  the  parotid  gland,  where  it  divides  into  nume- 
rous branches. 

The  facial  branches  pass  across  the  parotid,  and  are  distributed  to  the  integu- 
ment of  the  face :  others  penetrate  the  substance  of  the  gland,  and  communicate 
with  the  facial  nerve. 

The  posterior  or  auricular  branches  ascend  vertically  to  supply  the  integument 
of  the  back  part  of  the  pinna,  communicating  with  the  auricular  branches  of 
the  facial  and  pneumogastric  nerves. 

The  mastoid  branch  joins  the  posterior  auricular  branch  of  the  facial,  and 
crossing  the  mastoid  process,  is  distributed  to  the  integument  behind  the  ear. 

The  Occipitalis. Mirior  arises  from  the  second  cervical  nerve;  it  curves  round 
the  posfcrior  border  ^of  the  Sterno-mastoid  above  the  preceding,  and  ascends 
vertically  along  the  posterior  border  of  that  muscle  to  the  back  part  of  the  side 
of  the  head.  Near  the  cranium  it  perforates  the  deep  fascia,  and  is  continued 
upwards  along  the  side  of  the  heau  behind  the  ear,  supplying  the  integument 
and  Occipito-frontalis  muscle,  and  communicating  with  the  occipitalis  major, 
auricularis  magnus,  and  posterior  auricular  branch  of  the  facial. 

This  nerve  gives  off  an  auricular  branch,  which  supplies  the  Attollens  aurem 
and  the  integument  of  the  upper  and  back  part  of  the  auricle.  This  branch  is 
occasionally  derived  from  the  great  occipital  nerve.  The  occipitalis  minor 
varies  in  size ;  it  is  occasionally  double. 

The  Descending  or  supraclavicular  branches  arise  from  the  third  and  fourth 
cervical  nerves ;  emerging"  beneatTTthe"pbsterior  border  of  the  Sterno-mastoid, 
they  descend  in  the  interval  between  that  muscle  and  the  Trapezius,  and  divide 
into  branches,  which  are  arranged,  according  to  their  position,  into  three  groups. 

The  inner  or  sternal  branch  crosses  obliquely  over  the  clavicular  and  sternal 
attachments  of  the  Sterno-mastoid,  and  supplies  the  integument  as  far  as  the 
median  line. 

The  middle  or  clavicular  branch  crosses  the  clavicle,  and  supplies  the  integu- 
ment over  the  Pectoral  and  Deltoid  muscles,  communicating  with  the  cutaneous 
branches  of  the  upper  intercostal  nerves.  Not  unfrequently,  the  clavicular 
branch  passes  through  a  foramen  in  the  clavicle,  at  the  junction  of  the  outer 
with  the  middle  third  of  the  bone. 

The  external  or  acromial  branch  passes  obliquely  across  the  outer  surface  of 
the  Trapezius  and  the  acromion,  and  supplies  the  integument  of  the  upper 
and  back  part  of  the  shoulder. 
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Deep  Branches  of  the  Cervical  Plexus.    Internal  Series. 

The  communicating  branches  consist  of  several  filaments,  which  pass  from  the 
loop  between  the  first  and  second  cervical  nerves  in  front  of  the  atlas  to  the 
pneumogastric,  hypoglossal,  sympathetic,  and  fifth  cervical. 

Muscular  branches  supply  the  Anterior  recti  and  Eectus  lateralis  muscles; 
they  proceed  from  the  first  cervical  nerve,  and  from  the  loop  formed  between 
it  and  the  second. 

The  Communicans-Kom  (Fig.  374)  consists  usually  of  two  filaments,  one  being 
derived  IronTthe  second,  and  the  other  from  the  third  cervical.  These  filaments 
pass  vertically  downwards  on  the  outer  side  of  the  internal  jugular  vein,  cross 
in  front  of  the.  vein  a  little  below  the  middle  of  the  neck,  and  form  a  loop  with 
the  descendens  noni  in  front  of  the  sheath  of  the  carotid  vessels.  Occasionally 
the  junction  of  these  nerves  takes  place  within  the  sheath. 

The  Phrenic  Nerve  {internal  respiratory  of  Bell)  arises  from  the  third  and  fourth 
cervical  nerves",  and  receives  a  communicating  branch  from  the  fifth.  It  descends 
to  the  root  of  the  neck,  lying  obliquely  across  the  front  of  the  Scalenus  anticus, 
passes  over  the  first  part  of  the  subclavian  artery,  between  it  and  the  subclavian 
vein,  and,  as  it  enters  the  chest,  crosses  the  internal  mammary  artery  near  its 
root.  Within  the  chest,  it  descends  nearly  vertically  in  front  of  the  root  of  the 
lung,  and  by  the  side  of  the  pericardium,  between  it  and  the  mediastinal  portion 
of  the  pleura,  to  the  Diaphragm,  where  it  divides  into  branches,  which  separately 
pierce  that  muscle,  and  arc  distributed  to  its  under  surface. 

The  two  phrenic  nerves  differ  in  their  length,  and  also  in  their  relations  at 
the  upper  part  of  the  thorax. 

The  rifjht  nerve  is  situated  more  deeply,  and  is  shorter  and  more  vertical  in 
direction  than  the  left ;  it  lies  on  the  outer  side  of  the  right  vena  innominata 
and  superior  vena  cava. 

The  left  nerve  is  rather  longer  than  the  right,  from  the  inclination  of  the  heart 
to  the  left  side,  and  from  the  Diaphragm  being  lower  on  this  than  on  the  oppo- 
site side.  At  the  upper  part  of  the  thorax,  it  crosses  in  front  of  the  arch  of  the 
aorta  to  the  root  of  the  lung. 

Each  nerve  supplies  filaments  to  the  pericardium  and  pleura,  and  near  the 
chest  is  joined  by  a  filament  from  the  sympathetic,  by  another  derived  by  the 
fifth  and  sixth  cervical  nerves,  and  occasionally,  by  one  from  the  union  of  the 
descendens  noni  with  the  spinal  nerves ;  this  filament  is  found,  according  to  Swan, 
only  on  the  left  side.  It  is  also  usually  connected  by  a  filament  with  the  nerve 
to  the  subclavius  muscle. 

From  the  right  nerve,  one  or  two  filaments  pass  to  join  in  a  small  ganglion 
with  the  phrenic  branches  of  the  solar  plexus  ;  and  branches  from  this  ganglion 
are  distributed  to  the  hepatic  plexus,  the  suprarenal  capsule,  and  inferior  vena 
cava.  From  the  left  nerve,  filaments  pass  to  join  the  phrenic  plexus,  but  without 
any  ganglionic  enlargement. 

Deep  Branches  of  the  Cervical  Plexus.    External  Series. 

Communicating  branches.  The  cervical  plexus  communicates  with  the  spinal 
accessory  nerve,  in  the  substance  of  the  Sterno-mastoid  muscle,  in  the  occipital 
triangle,  and  beneath  the  Trapezius. 

Muscular  branches  are  distributed  to  the  Sterno-mastoid,  Levator  anguli  sca- 
pulae, Scalenus  medius  and  Trapezius. 

The  branch  for  the  Sterno-mastoid  is  derived  from  the  second  cervical,  the 
Levator  anguli  scapulae  receiving  branches  from  the  third,  and  the  Trapezius 
branches  from  the  third  and  fourth. 
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Posterior  Branches  of  the  Cervical  Nerves. 

The  posterior  branches  of  the  cervical  nerves,  with  the  exception  of  those  of 
the  first  two,  pass  backwards,  and  divide,  behind  the  posterior  Intertransverse 
muscles,  into  external  and  internal  branches. 

The  external  branches  supply  the  muscles  at  the  side  of  the  neck,  viz.,  the 
Cervicalis  ascendens,  Transversalis  colli,  and  Trachelo-mastoid. 

The  external  branch  of  the  second  cervical  nerve  is  the  largest ;  it  is  often 
joined  with  the  third,  and  supplies  the  Complexus,  Splenius,  and  Trachelo-mas- 
toid muscles. 

The  internal  branches,  the  larger,  are  distributed  differently  in  the  upper  and 
lower  part  of  the  neck.  Those  derived  from  the  third,  fourth,  and  fifth  nerves 
pass  between  the  Semispinalis  and  Complexus  muscles,  and  having  reached  the 
spinous  processes,  perforate  the  aponeurosis  of  the  Splenius  and  Trapezius,  and 
are  continued  outwards  to  the  integument  over  the  Trapezius ;  whilst  those  de- 
rived from  the  three  lowest  cervical  nerves  are  the  smallest,  and  are  placed 
beneath  the  Semispinalis,  which  they  supply,  and  do  not  furnish  any  cutaneous 
filaments.  These  internal  branches  supply  the  Complexus,  Semispinalis  colli, 
Interspinals,  and  Multifidus  spinas. 

The  posterior  branches  of  the  first  three  cervical  nerves  require  a  separate 
description. 

The  posterior  branch  of  the  first  cervical  nerve  (suboccipital) i  is  larger  than  the 
anterior,  and  escapes  from  the  spinal  canal  between  the  occipital  bone  and  the 
posterior  arch  of  the  atlas,  lying  behind  the  vertebral  artery.  It  enters  the  tri- 
angular space  formed  by  the  Eectus  posticus  major,  the  Obliquus  superior,  and 
Obliquus  inferior,  and  supplies  the  Eecti  and  Obliqui  muscles,  and  the  Com- 
plexus. From  the  branch  which  supplies  the  Inferior  oblique  a  filament  is  given 
off,  which  joins  the  second  cervical  nerve.  This  nerve  also  occasionally  gives 
off  a  cutaneous  filament,  which  accompanies  the  occipital  artery,  and  commu- 
nicates with  the  occipitalis  major  and  minor  nerves. 

The  posterior  division  of  the  first  cervical  has  no  branch  analogous  to  the 
external  branch  of  the  posterior  cervical  nerves. 

The  posterior  branch  of  the  second  cervical  nerve  is  three  or  four  times  greater 
than  the  anterior  branch,  and  the  largest  of  all  the  posterior  cervical  nerves.  It 
emerges  from  the  spinal  canal  between  the  posterior  arch  of  the  atlas  and  lamina 
of  the  axis,  below  the  Inferior  oblique.  It  supplies  this  muscle,  and  receives 
a  communicating  filament  from  the  first  cervical.  It  then  divides  into  an  ex- 
ternal and  an  internal  branch. 

The  internal  branch,  called,  from  its  size  and  distribution,  the  occipitalis  major, 
ascends  obliquely  inwards  between  the  Obliquus  inferior  and  Complexus,  and 
pierces  the  latter  muscle  and  the  Trapezius  near  their  attachments  to  the  cra- 
nium. It  is  now  joined* by  a  filament  from  the  third  cervical  nerve,  and 
ascending  on  the  back  part  of  the  head  with  the  occipital  artery,  divides  into 
two  branches,  which  supply  the  integument  of  the  scalp  as  far  forwards  as  the 
vertex,  communicating  with  the  occipitalis  minor.  It  gives  off  an  auricular 
branch  to  the  back  part  of  the  ear,  and  muscular  branches  to  the  Complexus. 

The  posterior  branch  of  the  third  cervical  is  smaller  than  the  preceding,  but 
larger  than  the  fourth  ;  it  differs  from  the  posterior  branches  of  the  other  cervical 
nerves  in  its  supplying  an  additional  filament  to  the  integument  of  the  occiput. 
This  occipital  branch  arises  from  the  internal  or  cutaneous  branch  beneath  the 
Trapezius ;  it  pierces  that  muscle,  and  supplies  the  skin  on  the  lower  and  back 
part  of  the  head.  It  lies  to  the  inner  side  of  the  occipitalis  major,  with  which  it 
is  connected. 

The  internal  branches  of  the  posterior  divisions  of  the  first  three  cervical 
nerves  are  occasionally  joined  beneath  the  Complexus  by  communicating 
branches.  This  communication  is  described  by  Cruveilhier  as  the  posterior  cervi- 
cal plexus. 
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The  Brachial  Plexus.    (Fig.  380.) 

The  Brachial  Plexus  is  formed  by  the  union  of  the  anterior  branches  of  the 
four  lower  cervical  and  first  dorsal  nerves.  It  extends  from  the  lower  part  of 
the  side  of  the  neck  to  theaxilla.  It  is  very  broad  and  presents  little  ofa  plexi- 
form  arrangement  at  its  commencement,  is  narrow  opposite  the  clavicle,  becomes 
broad,  and  forms  a  more  dense  interlacement  in  the  axilla,  and  divides  opposite 
the  coracoid  proeess  into  numerous  branches  for  the  supply  of  the  upper  limb. 
The   nerves   which    form    the 

plexus   are  all  similar  in  size,  Pig.  380.— Plan  or  the  Brachial  Plexus, 

and  their  mode  of  communi- 
cation is  the  following.  The 
fi  ft  h  and  sixth  neryesjinita  near 


their  exit  trom  the  spine  into  a 
common  trunk";  the  seventh 
nerve  joins" "  this  trunk  .  near 
theouter  "bOraer  of  the  Middle 
scalenus7-ftnd-th:e  three  nerves 
thirrfcTm  one  large  single  cord. 
The  eighth  cervical  and  first 
dorsal  nerves  unite  bchin3~*the 
Anterior  BCBlgBus  into  a  com- 
mon trunk".  ""Thus  two  large 
trufikT"are  formed,  the  upper 
one  by  the  union  of  the  fifth, 
sixth,  and  seventh  cervical ;  and 
the  lower  one  by  the  eighth  cer- 
vical and  first  dorsal.  These 
two  trunks  accompany  the  sub- 
clavian artery  to  the  axilla, 
lying  upon  its  outer  side,  the 
trunk  formed  by  the  union  of 
the  last  cervical  and  first  dorsal 
being  nearest  to  the  vessel.  Op- 
posite the  clavicle,  _and .  some- 
times in  trie  axilla,  each  of  these 
cords  gives  off  a  fasciculus,*  by 

the  union  of  which  a  third  trunk  is  formed,  so  that  in  the  middle  of  the  .axilla 
three  cords  are. found,  one  lying  on  the  outer  side  of  the  axillary  urtery,  one  on 
it's  inner  sldeTand  one  behind.1  The  brachial  plexus" communicates  with  the 
cervical"  plexus  by  a"  branch  from  the  fourth  to  the  fifth  nerve,  and  with  the 
phrenic  nerve  by  a  branch  from  the  fifth  cervical,  which  joins  that  nerve  on 
the  Anterior  scalenus  muscle:  the  cervical  and  first  dorsal  nerves  are  also  joined 
by  filaments  from  the  middle  and  inferior  cervical  ganglia  of  the  sympathetic, 
close  to  their  exit  from  the  intervertebral  foramina. 

'  This  is  the  usual  mode  of  formation  of  the  plexus ;  bat  it  is  also  very  common  for  the  third, 
r>r  posterior,  cord  to  be  formect  by  the  seventh  cervical  nerve,  running  aodirided,  and  receiving 
a  branch  from  each  of  the  other  enrds.  or  the  seventh  nerve  may  bifurcate,  one  branch  of  bifurca- 
tion joining  each  of  the  other  cords.  From  these  two  cords  the  third  trunk  is  formed,  as  described 
in  the  text.  Mr.  R.  C.  Lucas  describes  an  arrangement  differing  slightly  from  that  last  mentioned, 
and  which  he  regards  as  the  common  one,  having  met  with  it  in  27  ont  of  30  dissections.  The 
seventh  nerve  bifurcates,  and  bo  does  the  united  cord  of  the  fifth  and  sixth  nerves.  One  of  the 
hranchesof  bifurcation  of  the  seventh  nerve,  along  with  that  of  the  united  fifth  and  sixth  nerves, 
forms  the  external  cord  of  the  plexus.  The  other  branch  of  bifurcation  of  the  united  fifth  and  sixth 
along  with  that  of  the  seventh  nerve  forms  a  large  cord,  which  receives  a  small  branch  from  the 
united  eighth  cervical  and  first  dorsal  to  form  the  posterior  cord.  The  rest  of  the  united  eighth 
cervical  and  first  dorsal  nerves  is  continued  as  the  internal  cord.  (See  Mr.  Lucas's  paper  and 
drawing  in  the  Gay'  s  Hospital  Reports,  1875.)     Ilenle's  description  is  substantially  the  same. 
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Relations.  In  the  neck,  the  brachial  plexus  lies  at  first  between  the  Anterior 
and  Middle  scaleni  muscles,  and  then  above  and  to  the  outer  side  of  the  subcla- 
vian artery ;  it  then  passes  behind  the  clavicle  and  Subclavius  muscle,  lying  upon 
the  first  serration  of  the  Serratus  magnus,  and  the  Subscapularis  muscles.  In 
the  axilla,  it  is  placed  on  the  outer  side  of  the  first  portion  of  the  axillary  artery ; 
it  surrounds  the  artery  in  the  second  part  of  its  course,  one  cord  lying  upon  tne 
outer  side  of  that  vessel,  one  on  the  inner  side,  and  one  behind  it ;  ana  at  the 
lower  part  of  the  axillary  space  gives  off  its  terminal  branches  to  the  upper 
extremity. 

Branches.  The  branches  of  the  brachial  plexus  are  arranged  into  two  groups 
viz.,  those  given  off'  above  the  clavicle,  and  those  below  that  bone. 

Branches  above  the  Clavicle. 

Communicating.  Posterior  thoracic. 

Muscular.  Suprascapular. 

The  communicating  branch  with  the  phrenic  is  derived  from  the  fifth  cervical 
nerve ;  it  joins  the  phrenic  on  the  Anterior  scalenus  muscle. 

The  muscular  branches  supply  the  Longus  colli,  Scaleni,  Rhomboidei,  and 
Subclavius  muscles.  Those  for  the  Scaleni  and  Longus  colli  arise  from  the 
lower  cervical  nerves  at  their  exit  from  the  intervertebral  foramina.  The 
rhomboid  branch  arises  from  the  fifth  cervical,  pierces  the  Scalenus  medius,  and 
passes  beneath  the  Levator  anguli  scapulae,  which  it  occasionally  supplies,  to  the 
Rhomboid  muscles.  The  nerve  to  the  Subclavius  is  a  small  filament,  which 
arises  from  the  trunk  formed  by  the  junction  of  the  fifth  and  sixth  cervical 
nerves ;  it  descends  in  front  of  the  subclavian  artery  to  the  Subclavius  muscle, 
and  is  usually  connected  by  a  filament  with  the  phrenic  nerve. 

The  posterior  thoracic  nerve  (long  thoracic,  external  respiratory  of  Bell)  (Fig. 
383)  supplies  the  Serratus  magnus,  and  is  remarkable  for  the  length  of  its 
course.  It  arises  by  two  roots,  from  the  fifth  and  sixth  cervical  nerves,  imme- 
diately after  their  exit  from  the  intervertebral  foramina.  These  unite  in  the 
substance  of  the  Middle  scalenus  muscle,  and,  after  emerging  from  it,  the  nerve 
passes  down  behind  the  brachial  plexus  and  the  axillary  vessels,  resting  on  the 
outer  surface  of  the  Serratus  magnus.  It  extends  along  the  side  of  the  chest 
to  the  lower  border  of  that  muscle,  and  supplies  it  with  numerous  filaments. 

The  suprascapular  nerve  (Fig.  384)  arises  from  the  cord  formed  by  the  fifth, 
sixth,  and  seventh  cervical  nerves;  passing  obliquely  outwards  beneath  the 
Trapezius,  it  enters  the  supraspinous  fossa,  through  the  notch  in  the  upper 
border  of  the  scapula ;  and,  passing  beneath  the  Supraspinatus  muscle,  curves 
in  front  of  the  spine  of  the  scapula  to  the  infraspinous  fossa.  In  the  supra- 
spinous fossa,  it  gives  off  two  branches  to  the  Supraspinatus  muscle,  and  an 
articular  filament  to  the  shoulder-joint ;  and  in  the  infraspinous  fossa,  it  gives 
off  two  branches  to  the  Infraspinatus  muscle,  besides  some  filaments  to  the 
shoulder-joint  and  scapula. 

Branches  below  the  Clavicle. 

To  chest      .        .         .        .      Anterior  thoracic. 

m     v     u  (  Subscapular. 

To  shoulder        .        .        .       j  01™^*. 


To  arm,  fore-arm,  and  hand 


Musculocutaneous. 

Internal  cutaneous. 

Lesser  internal  cutaneous. 

Median. 

Ulnar. 

Musculo-spiral. 
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branches  for  the  supply  of  the  upper  limb. 
Fig,  380.— Plan  of  the  Brachial  Plexus. 


The  Brachial  Plexus.    (Fig.  380.) 

The  Brachial  Plexus  is  formed  by  the  union  of  the  anterior  branches  of  the 
four  lower  cervical  and  first  dorsal  nerves.  It  extends  from  the  lower  part  of 
the  side  of  the  neck  to  the  axilla.  It  is  very  broad  and  presents  little  of  a  plexi- 
form  arrangement  at  its  commencement,  is  narrow  opposite  the  clavicle,  becomes 
broad,  and  forms  a  more  dense  interlacement  in  the  axilla,  and  divides  opposite 
the  coracoid  process  into  numeroi 
The  nerves  which  form  the 
plexus  are  all  similar  in  size, 
and  their  mode  of  communi- 
cation is  the  following.  The 
fifth  and  sixth  nerves  unite  near 
their  exit  irom  the  spine  into  a 
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common  trunk';  the  seventh 
nerve  joins"  this  Troht  _  near 
the  'oTrtcr-iror'crer  of  the  Middle 
scalenus;  and  the  three'nerves 
thfls-fbrm  one  large  single  cord. 
The  eTghthcervical  and  first 
dorsal  nerves  unite  behTiKTlhe 
An l ertoT  scaleBns  into  a  com- 
mon  trunk". "  Thus  two  large 
trunks  are  formed,  the  upper 
one  by  the  union  of  the  fifth, 
sixth,  and  seventh  cervical ;  and 
the  lower  one  by  the  eighth  cer- 
vical and  first  dorsal.  These 
two  trunks  accompany  the  sub- 
clavian artery  to  the  axilla, 
lying  upon  its  outer  side,  the 
trunk  formed  by  the  union  of 
the  last  cervical  and  first  dorsal 
being  nearest  to  the  vessel.  Op- 
posite the.  clavicle,  and.  some- 
times in  tte  axilla,  each  oftliese 
cords  gjves  off  a  fasciculus,  by 
the  union  of  which  a  third  trunk  is  formed,  so  that  intlie  middle  of  the  .axilla 
three  cords  are  found,  one  lying  on  the  outer  side  of  the  axillary  prtery,  one  on 
its  inner  sTcleTand  ODe  behind.'  The  brachial  plexus  communicates  with  the 
cervical"  plexus  by  a"  branch  from  the  fourth  to  the  fifth  nerve,  and  with  the 
phrenic  nerve  by  a  branch  from  the  fifth  cervical,  which  joins  that  nerve  on 
the  Anterior  scalenus  muscle:  the  cervical  and  first  dorsal  nerves  are  also  joined 
by  filaments  from  the  middle  and  inferior  cervical  ganglia  of  the  sympathetic, 
close  to  their  exit  from  the  intervertebral  foramina. 

1  This  is  the  usual  mode  of  formation  of  the  plexus;  but  it  is  also  very  common  for  the  third, 
or  posterior,  cord  to  be  formed  by  the  seventh  cervical  nerve,  running-  undivided,  and  receiving 
a  branch  from  each  of  the  other  cords,  or  the  seventh  nerve  may  bifurcate,  one  branch  of  bifurca- 
tion joining- each  of  the  other  cords.  From  these  two  corda  the  third  trunk  is  formed,  as  described 
in  the  text.  Mr.  R.  C.  Lucas  describes  an  arrangement  differingsliirhtly  from  that  last  mpntioned, 
and  which  he  regards  as  the  common  one,  having  met  with  it  in  27  ont  of  30  dissections.  The 
seventh  nerve  bifurcates,  and  so  does  the  united  cord  of  the  fifth  and  sixth  nerves.  One  of  the 
branches  of  bifurcation  of  the  seventh  nerve,  along  with  that  of  the  united  fifth  and  sixth  nerves, 
forms  the  external  cord  of  the  plexus.  The  other  branch  of  bifurcation  of  the  united  flfth  and  sixth 
along  with  that  of  the  seventh  nerve  forms  a  large  cord,  which  receives  a  small  branch  from  the 
-  ited  eighth cervical  and  first  dorsal  to  form  the  posterior  cord.  The  rest  of  the  united  eighth 
continued  as  the  internal  cord.  (See  Mr.  Lucas's  paper  and 
is  substantially  the  same. 


cervical  and  first  dorsal   .._.    .     _ .„,„,   _.,. 

drawing  in  the  Guy'  s  Hospital  Reports,  1875.)     Henle's  deacript 
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rior  View. 


thirds  of  the  posterior  surface  of  the  Deltoid,  as  well  as  that  covering  the  long 
head  of  the  Triceps. 

The  circumflex  nerve,  before  its  di  vision,  gives  off  an  articular  filament,  which 
enters  the  shoulder-joint  below  the  Subscapulars. 

The  Musculocutaneous  Nerve  (Fig.  383)  (external  cutaneous,  per/oram 
Casserii)  supplies  some  of  the  muscles  of  the  arm,  and  the  integument  of  the 
forearm.  It  arises  from  the  outer  cord  of  the  brachial  plexus  opposite  the  lower 
border  of  the  Pectoralis  minor.  It  then  perforates  the  Coraco-brachialis  muscle, 
and  passes  obliquely  between  the  Biceps  and  Brachialis  anticus,  to  the  outer 
side  of  the  arm,  a  little  above  the  elbow,  where  it  perforates  the  deep  fascia  and 
becomes  cutaneous.  This  nerve,  in  its  coarse 
Fig.  382— CnfuneonB  Nerves  of  through  the  arm,  supplies  the  Coraco-brachialis, 
Sri,.!?.™*  E*tremiIy-  PoB1*-  Biceps,  and  Brachialis  anticus  muscles,  besides, 
sending  some  filaments  to  the  eloow-joint  and 
humerus. 

The  cutaneous  portion  of  the  nerve  passes  be- 
hind the  median  cephalic  vein,  and  divides  oppo- 
site the  elbow -joint,  into  an  anterior  and  a  poste- 
rior branch. 

The  anterior  branch  descends  along  the  radial 
border  of  the  forearm  to  the  wrist.  It  is  placed 
in  front  of  the  radial  artery,  and,  piercing  the 
deep  fascia,  accompanies  that  vessel  to  the  back 
of  the  wrist.  It  communicates  with  a  branch 
from  the  radial  nerve,  and  the  palmar  cutaneous 
branch  of  the  median,  and  distributes  filaments 
to  the  integument  of  the  ball  of  the  thumb. 

The  posterior  branch  is  given  off  about  the  mid- 
dle of  the  forearm,  and  passes  downwards,  along 
the  back  part  of  its  radial  side  to  the  wrist.  It 
supplies  the  integument  of  the  lower  third  of  the 
forearm,  communicating  with  the  radial  nerve, 
and  the  external  cutaneous  branch  of  the  mus- 
culo-spiral. 

The  Internal  Cutaneous  Nerve  (Fig.  383) 
is  one  of  the"  smaTlcsf  branches  of  the  brachial 
plexus.  It  arises  from  the  inn-jr  cord,  in  common 
with  the  ulnar  and  internal  head  of  the  median, 
and,  at  its  commencement,  is  placed  on  the  inner 
side  of  the  brachial  artery.  It  passes  down  the 
inner  side  of  the  arm,  pierces  the  deep  fascia  with 
the  basilic  vein,  about  the  middle  of  the  limb, 
and,  becoming  cutaneous,  divides  into  two 
branches. 

This  nerve  gives  off,  near  the  axilla,  a  cuta- 
neous filament,  which  pierces  the  fascia,  and 
supplies  the  integument  covering  the  Biceps 
muscle,  nearly  as  far  as  the  elbow.  This  filament 
lies  a  little  external  to  the  common  trunk,  from 
which  it  arises. 

The  anterior  branch,  the  larger  of  the  two, 
passes  usually  in  front  of,  but  occasionally  behind, 
the  median  basilic  vein.  It  then  descends  on  the 
anterior  surface  of  the  ulnar  side  of  the  forearm, 
distributing  filaments  to  the  integument  as  far  as 
the  wrist,  and  communicating  with  a  cutaneous 
branch  of  the  ulnar  nerve. 
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The  posterior  branch  passes  obliquely  downwards  on  the  inner  side  of  the  basi- 
lic vein,  winds  over  the  internal  condyle  of  the  humerus  to  the  back  of  the  fore- 
arm, and  descends,  on  the  posterior  surface  of  its  ulnar  side,  to  a  little  below 
the  middle,  distributing  filaments  to  the  integument.  It  anastomoses  above  the 
elbow,  with  the  lesser  internal  cutaneous,  and  above  the  wrist,  with  the  dorsal 
branch  of  the  ulnar  nerve  (Swan). 

The  Lesser  Internal  Cutaneous  Nerve  (nerve  of  Wrisberg)  (Fig.  383)  is  I  j 
distributed  |aj  Liuriirrffgfluitiat  _gji jjie .jnnfiE  gide  of  the  arm.  It  is  the  smallest  ' 
of  the  branches  of  the  brachial  plexus,  and  usually  arises  from  the  inner  cord, 
with  the  internal  cutaneous  and  ulnar  nerves.  It  passes  through  the  axillary 
space,  at  first  lying  behind,  and  then  on  the  inner  side  of  the  axillary  vein,  and 
communicates  with  the  intercosto-humeral  nerve.  It  then  descends  along  the 
inner  side  of  the  brachial  artery,  to  the  middle  of  the  arm,  where  it  pierces  the 
deep  fascia,  and  is  distributed  to  the  integument  of  the  back  part  of  the  lower 
third  of  the  arm,  extending  as  far  as  the  elbow,  where  some  filaments  are  lost 
in  the  integuments  in  front  of  the  inner  condyle,  and  others  over  the  olecranon. 
It  communicates  with  the  inner  branch  of  the  internal  cutaneous  nerve. 

In  some  cases  the  nerve  of  Wrisberg  and  intercosto-humeral  are  connected 
by  two  or  three  filaments,  which  form  a  plexus  at  the  back  part  of  the  axilla. 
In  other  cases,  the  intercosto-humeral  is  of  large  size,  and  takes  the  place  of  the 
nerve  of  Wrisberg,  receiving  merely  a  filament  of  communication  from  the 
brachial  plexus,  which  represents  the  latter  nerve.  In  other  cases,  this  filament 
is  wanting,  the  place  of  the  nerve  of  Wrisberg  being  supplied  entirely  from  the 
intercosto-humeral. 

The  Median  Nerve  (Fig.  383)  has  received  its  name  from  the  course  it  takes 
along  the  middle'  of  the  arm  and  forearm  to  the  hand,  lying  between  the  ulnar 
and  the  musculo-spiral  and  radial  nerves.  It  arises  by  two  roots,  one  from  the 
outer,  and  one  from  the  inner  cord  of  the  brachial  plexus ;  these  embrace  the 
lower  part  of  the  axillary  artery,  uniting  either  in  front  or  on  the  outer  side  of 
that  vessel.  As  it  descends  through  the  arm,  it  lies  at  first  on  the  outer  side  of 
the  brachial  artery,  crosses  that  vessel  in  the  middle  of  its  course,  usually  in 
front,  but  occasionally  behind  it,  and  lies  on  its  inner  side  to  the  bend  of  the 
elbow,  where  it  is  placed  beneath  the  bicipital  fascia,  and  is  separated  from  the 
elbow-joint  by  the  Brachialis  anticus.  In  the  forearm,  it  passes  between  the  two 
heads  of  the  Pronator  radii  teres,  and  descends  beneath  the  Flexor  sublimis,  to 
within  two  inches  above  the  annular  ligament,  where  it  becomes  more  superfi- 
cial, lying  between  the  Flexor  sublimis  and  Flexor  carpi  radialis,  beneath,  or 
rather  to  the  ulnar  side  of  the  tendon  of  the  Palmaris  longus,  covered  by  the  in- 
tegument and  fascia.    It  then  passes  beneath  the  annular  ligament  into  the  hand. 

Branches.  No  branches  are  given  off  from  the  median  nerve  in  the  arm.  In 
the  forearm  its  branches  are,  muscular,  anterior  interosseous4  and  palmar  cuta- 
neous. — *  ■-  *  " 

The  muscular  branches  supply  all  the  superficial  muscles  on  the  front  of  the 
forearm,  except  tnVFlexor  carpi  ulnaris.  These  branches  are  derived  from  the 
nerve  near  the  elbow.  The  "branch  furnished  to  the  Pronator  radii  teres  often 
arises  above  the  joint. 

The  anterior  interosseous  supplies  the  deep  muscles  on  the  front  of  the  fore- 
arm, except  the  Flexor  carpi  ulnaris  and  inner  half  of  the  Flexor  profundus 
digitorum.  It  accompanies  the  anterior  interosseous  artery  along  the  inter- 
osseous membrane,  in  the  interval  between  the  Flexor  longus  pollicis  and  Flexor 
profundus  digitorum  muscles,  both  of  which  it  supplies,  and  terminates  below 
in  the  Pronator  quadratus. 

The  palmar  cutaneous  branch  arises  from  the  median  nerve  at  the  lower  part 
of  the  forearm.  It  pierces  the  fascia  above  the  annular  ligament,  and  divides 
into  two  branches:  of  which  the  outer  supplies  the  skin  over  the  ball  of  the 
thumb,  and  communicates  with  the  external  cutaneous  nerve;  and  the  inner 
supplies  the  integument  of  the  palm  of  the  hand,  anastomosing  with  the  cuta- 
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Fig  383.— Nerves  of  the  Left  Upper  Extremity. 
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neous  brancli  of  the  ulnar.  Both  nerves  cross  the  annular  ligament  previous 
to  their  distribution. 

In  the  palm  of  the  hand,  the  median  nerve  is  covered  by  the  integument  and 
palmar  fascia,  and  rests  upon  the  tendons  of  the  Flexor  muscles.  In  this  situa- 
tion it  becomes  enlarged,  somewhat  flattened,  of  reddish  color,  and  divides  into 
two  branches.  Of  these,  the  external  supplies  a  muscular  branch  to  some  of  the 
muscles  of  the  thumb,  and  digital  branches  to  the  thumb  and  index  finger ;  the 
internal  branch  supplying  digital  branches  to  the  contiguous  sides  of  the  index 
and  middle,  and  of  the  middle  and  ring  fingers. 

The  branch  to  the  muscles  of  the  thumb  is  a  short  nerve,  which  subdivides  to 
supply  the  Abductor,  Opponens,  and  outer  head  of  the  Flexor  brevis  pollicis 
muscles ;  remaining  muscles  of  this  group  being  supplied  by  the  ulnar  nerve. 

The  diyital  branches  are  five  in  number.  The  first  and  second  pass  along  the 
borders  of  the  thumb,  the  external  branch  communicating  with  branches  of  the 
radial  nerve.  The  third  passes  along  the  radial  side  of  the  index  finger,  and 
supplies  the  first  Lumbricalis  muscle.  The  fourth  subdivides  to  supply  the 
adjacent  sides  of  the  index  and  middle  fingers,  and  sends  a  branch  to  the  second 
Lumbricalis  muscle.  The  fifth  supplies  the  adjacent  sides  of  the  middle  and 
ring  fingers,  and  communicates  with  a  branch  from  the  ulnar  nerve. 

Each  digital  nerve,  opposite  the  base  of  the  first  phalanx,  gives  off  a  dorsal 
branch,  which  joins  the  dorsal  digital  nerve,  and  runs  along  the  side  of  the 
dorsum  of  the  finger,  ending  in  the  integument  over  the  last  phalanx.  At  the 
end  of  the  finger,  the  digital  nerve  divides  into  a  palmar  and  a  dorsal  branch ; 
the  former  of  which  supplies  the  extremity  of  the  finger,  and  the  latter  ramifies 
round  and  beneath  the  nail.  The  digital  nerves,  as  they  run  along  the  fingers, 
are  placed  superficial  to  the  digital  arteries. 

The  Ulnar  Nerve  (Fig.  383)  is  placed  along  the  inner*  or  ulnar  side  of  the 
upper  limb,  and  is  distributed  to  the  muscles  and  integument  of  the  fore-arm 
and  hand.  It  is  smaller  than  the  median,  behind  which  it  is  placed,  diverging 
from  it  in  its  course  down  the  arm.  It  arises  from  the  inner  cord  of  the  brachial 
plexus,  in  common  with  the  inner  head  of  the  median  and  the  internal  cutaneous 
nerve.  At  its  commencement,  it  lies  at  the  inner  side  of  the  axillary  artery, 
and  holds  the  same  relation  with  the  brachial  artery  to  the  middle  of  the  arm. 
From  this  point  it  runs  obliquely  across  the  internal  head  of  the  Triceps,  pierces 
the  internal  intermuscular  septum,  and  descends  to  the  groove  between  the 
internal  condyle  and  olecranon,  accompanied  by  the  inferior  profunda  artery. 
At  the  elbow,  it  rests  upon  the  back  of  the  inner  condyle,  and  passes  into  tlie 
fore-arm  between  the  two  heads  of  the  Flexor  carpi  ulnaris.  in  the  fore-arm, 
it  descends  in  a  perfectly  straight  course  along  its  ulnar  side,  lying  upon  the 
Flexor  profundus  digitorum,  its  upper  half  being  covered  by  the  Flexor  carpi 
ulnaris,  its  lower  half  lying  on  tne  outer  side  of  the  muscle,  covered  by  the 
integument  and  fascia.  The  ulnar  artery,  in  the  upper  third  of  its  course,  is 
separated  from  the  ulnar  nerve  by  a  considerable  interval ;  but  in  the  rest  of  its 
extent,  the  nerve  lies  to  its  inner  side.  At  the  wrist,  the  ulnar  nerve  crosses 
the  annular  ligament  on  the  outer  side  of  the  pisiform  bone,  a  little  behind  the 
ulnar  artery,  and  immediately  beyond  this  bone  divides  into  two  branches, 
superficial  and  deep  palmar. 

The  branches  of  the  ulnar  nerve  are : — 


In  fore-arm 


r  Articular  (elbow). 

Muscular. 

Cutaneous.  j    ,       ,      (  Superficial  palmar. 

Dorsal  cutaneous.  (  Deep  palmar. 

w  Articular  (wrist). 


The  articular  branches  distributed  to  the  elbow-joint  consist  of  several  small 
filaments.  They  arise  from  the  nerve  as  it  lies  in  the  groove  between  the  inner 
condyle  and  olecranon. 
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Superficial  Branches  of  the  Cervical  Plexus. 

The  Superjmalis  Colli  arises  from  the  second  and  third  cervical  nerves,  turns 
round  the  posterior*  border  of  the  Sterno-mastoid  about  its  middle,  and  passing 
obliquely  forwards  beneath  the  external  jugular  vein  to  the  anterior  border  of 
that  muscle,  perforates  the  deep  cervical  fascia,  and  divides  beneath  the  Pla- 
tysma  into  two  branches,  which  are  distributed  to  the  anterior  and  lateral  parts 
of  the  neck. 

The  ascending  branch  gives  off  a  filament,  which  accompanies  the  external 
jugular  veiu ;  it  then  passes  upwards  to  the  submaxillary  region,  and  divides 
into  branches,  some  of  which  form  a  plexus  with  the  cervical  branches  of  the 
facial  nerve  beneath  the  Platysma:  others  pierce  that  muscle,  supply  it,  and 
are  distributed  to  the  integument  of  the  upper  half  of  the  neck,  at  its  fore  part, 
as  high  as  the  chin. 

The  descending  branch  pierces  the  Platysma,  and  is  distributed  to  the  integu- 
ment of  the  side  and  front  of  the  neck,  as  low  as  the  sternum. 

This  nerve  is  occasionally  represented  by  two  or  more  filaments. 

The  Auricularis^Maj/nus  is  the  largest  of  the  ascending  branches.  It  arises 
from  the  second  and  third  cervical  nerves,  winds  round  the  posterior  border  of 
the  Sterno-mastoid,  and  after  perforating  the  deep  fascia,  ascends  upon  that 
muscle  beneath  the  Platysma  to  the  parotid  gland,  where  it  divides  into  nume- 
rous branches. 

The  facial  branches  pass  across  the  parotid,  and  are  distributed  to  the  integu- 
ment of  the  face :  others  penetrate  the  substance  of  the  gland,  and  communicate 
with  the  facial  nerve. 

The  posterior  or  auricular  branches  ascend  vertically  to  supply  the  integument 
of  the  back  part  of  the  pinna,  communicating  with  the  auricular  branches  of 
the  facial  and  pneumogastric  nerves. 

The  mastoid  branch  joins  the  posterior  auricular  branch  of  the  facial,  and 
crossing  the  mastoid  process,  is  distributed  to  the  integument  behind  the  ear. 

The  Occipitalis^Minor  arises  from  the  second  cervical  nerve ;  it  curves  round 
the  posterior  border  of  the  Sterno-mastoid  above  the  preceding,  and  ascends 
vertically  along  the  posterior  border  of  that  muscle  to  the  back  part  of  the  side 
of  the  head.  Near  the  cranium  it  perforates  the  deep  fascia,  and  is  continued 
upwards  along  the  side  of  the  head  behind  the  ear,  supplying  the  integument 
and  Occipito-fron talis  muscle,  and  communicating  with  the  occipitalis  major, 
auricularis  magnus,  and  posterior  auricular  branch  of  the  facial. 

This  nerve  gives  off  an  auricular  branch,  which  supplies  the  Attollens  aurem 
and  the  integument  of  the  upper  and  back  part  of  the  auricle.  This  branch  is 
occasionally  derived  from  the  great  occipital  nerve.  The  occipitalis  minor 
varies  in  size;  it  is  occasionally  double. 

The  Descending  or  supraclavicular  branches  arise  from  the  third  and  fourth 
cervical  nerves;  emerging'  foeneath'The'posterior  border  of  the  Sterno-mastoid, 
they  descend  in  the  interval  between  that  muscle  and  the  Trapezius,  and  divide 
into  branches,  which  are  arranged,  according  to  their  position,  into  three  groups. 

The  inner  or  sternal  branch  crosses  obliquely  over  the  clavicular  and  sternal 
attachments  of  the  Sterno-mastoid,  and  supplies  the  integument  as  far  as  the 
median  line. 

The  middle  or  clavicular  branch  crosses  the  clavicle,  and  supplies  the  integu- 
ment over  the  Pectoral  and  Deltoid  muscles,  communicating  with  the  cutaneous 
branches  of  the  upper  intercostal  nerves.  Not  unfrequently,  the  clavicular 
branch  passes  through  a  foramen  in  the  clavicle,  at  the  junction  of  the  outer 
with  the  middle  third  of  the  bone. 

The  external  or  acromial  branch  passes  obliquely  across  the  outer  surface  of 
the  Trapezius  and  the  acromion,  and  supplies  the  integument  of  the  upper 
and  back  part  of  the  shoulder. 
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interosseous  space,  one  for  the  Dorsal  and  one  for  the  Palmar  interosseous 
muscle,  the  branches  to  the  second  and  third  Palmar  interossei  supplying  fila- 
ments to  the  two  inner  Lumbricales  muscles.  At  its  ternination  between  the 
thumb  and  index  finger,  it  supplies  the  Adductor  pollicis  and  the  inner  head  of 
the  Flexor  brevis  pollicis. 

The  Mcsculo-Spiral  Nerve  (Fig.  384),  the  largest  branch  of  the  brachial 
plexus,  supplfes  the  muscles  of  the  back  part  of  the  arm  and  fore-arm,  and  the 
integument  of  the  same  parts,  as  well  as  that  of  the  hand.  It  arises  from  the 
posterior  cord  of  the  brachial  plexus  by  a  common  trunk  with  the  circumflex 
nerve.  At  its  commencement  it  is  placed  behind  the  axillary  and  upper  part 
of  the  brachial  arteries,  passing  down  in  front  of  the  tendons  of  the  Latissimus 
dorsi  and  Teres  major.  It  winds  round  the  humerus  in  the  spiral  groove  with 
the  superior  profunda  artery,  passing  from  the  inner  to  the  outer  side  of  the 
bone,  beneath  the  Triceps  muscle.  At  the  outer  side  of  the  arm,  it  descends 
between  the  Brachialis  anticus  and  Supinator  longus  to  the  front  of  the  external 
condyle,  where  it  divides  into  the  radial  and  posterior  interosseous  nerves. 

Tlie  branches  of  the  musculo-spiral  nerve  are : — 

Muscular.  Racial. 

CuRIneous.  Posterior  interosseous. 

The  muscular  branches  are  divided  into  internal,  posterior,  and  external ;  they 
supply  the  Triceps,  Anconeus,  Supinator  longus,  Extensor  carpi  radialislongior, 
and  brachialis  anticus.  These  branches  are  derived  from  the  nerve,  at  the 
inner  side,  back  part,  and  outer  side  of  the  arm. 

The  internal  muscular  branches  supply  the  inner  and  middle  heads  of  the 
Triceps  muscle.  That  to  the  inner  head  of  the  Triceps  is  a  long,  slender  fila- 
ment, which  lies  close  to  the  ulnar  nerve,  as  far  as  the  lower  third  of  the  arm. 

The  posterior  muscular  branch,  of  large  size,  arises  from  the  nerve  in  the 
groove  between  the  Triceps  and  the  humerus.  It  divides  into  branches  which 
supply  the  outer  head  of  the  Triceps  and  Aconeus  muscles.  The  branch  for 
the  latter  muscle  is  a  long,  slender  filament,  which  descends  in  the  substance 
of  the  Triceps  to  the  Aconeus  in  the  same  course  with  the  posterior  articular 
branch  from  the  superior  profunda  artery. 

The  external  muscular  tranches  supply  the  Supinator  longus,  Extensor  carpi 
radialis  longior,  and,  usually,  the  Brachialis  anticus. 

The  cutaneous  branches  are  three  in  number,  one  internal  and  two  external. 

The  internal  cutaneous  branch  arises  in  the  axillary  space,  with  the  inner 
muscular  branch.  It  is  of  small  size,  and  passes  through  the  axilla  to  the  inner 
side  of  the  arm,  supplying  the  integument  on  its  posterior  aspect  nearly  as  far 
as  the  olecranon. 

The  two  external  cutaneous  branches  perforate  the  outer  head  of  the  Triceps, 
at  its  attachment  to  the  humerus.  The  upper  and  smaller  one  follows  the  course 
of  the  cephalic  vein  to  the  front  of  the  elbow,  supplying  the  integument  of  the 
lower  half  of  the  upper  arm  on  its  anterior  aspect.  The  lower  branch  pierces 
the  deep  fascia  below  the  insertion  of  the  Deltoid,  and  passes  down  along  the 
outer  side  of  the  arm  and  elbow,  and  along  the  back  part  of  the  radial  side  of 
the  fore-arm  to  the  wrist,  supplying  the  integument  in  its  course,  and  joining, 
near  its  termination,  with  a  branch  of  the  external  cutaneous  nerve. 

The  radial  nerve  passes  along  the  front  of  the  radial  side  of  the  forearm,  to 
the  commencement  of  its  lower  third.  It  lies  at  first  a  little  to  the  outer  side 
of  the  radial  artery,  concealed  beneath  the  Supinator  longus.  In  the  middle 
third  of  the  fore-arm,  it  lies  beneath  the  same  muscle,  in  close  relation  with  the 
outer  side  of  the  artery.  It  quits  the  artery  about  three  inches  above  the  wrist, 
passes  beneath  the  tendon  of  the  Supinator  longus,  and,  piercing  the  deep  fascia 
at  the  outer  border  of  the  fore-arm,  divides  into  two  branches. 

The  external  branch,  the  smaller  of  the  two,  supplies  the  integument  of  the 
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Posterior  Branches  of  the  Cervical  Nerves. 

The  posterior  branches  of  the  cervical  nerves,  with  the  exception  of  those  of 
the  first  two,  pass  backwards,  and  divide,  behind  the  posterior  Intertransverse 
muscles,  into  external  and  internal  branches. 

The  external  branches  supply  the  muscles  at  the  side  of  the  neck,  viz.,  the 
Cervicalis  ascendens,  Transversalis  colli,  and  Trachelo- mastoid. 

The  external  branch  of  the  second  cervical  nerve  is  the  largest ;  it  is  often 
joined  with  the  third,  and  supplies  the  Complexus,  Splenius,  and  Trachelo- mas- 
toid muscles. 

The  internal  branches,  the  larger,  are  distributed  differently  in  the  upper  and 
lower  part  of  the  neck.  Those  derived  from  the  third,  fourth,  and  fifth  nerves 
pass  between  the  Semispinalis  and  Complexus  muscles,  and  having  reached  the 
spinous  processes,  perforate  the  aponeurosis  of  the  Splenius  and  Trapezius,  and 
are  continued  outwards  to  the  integument  over  the  Trapezius ;  whilst  those  de- 
rived from  the  three  lowest  cervical  nerves  are  the  smallest,  and  are  placed 
beneath  the  Semispinalis,  which  they  supply,  and  do  not  furnish  any  cutaneous 
filaments.  These  internal  branches  supply  the  Complexus,  Semispinalis  colli. 
Interspinals,  and  Multifidus  spin®. 

The  posterior  branches  of  the  first  three  cervical  nerves  require  a  separate 
description. 

The  posterior  branch  of  the  first  cervical  nerve  (suboccipital)  is  larger  than  the 
anterior,  and  escapes  from  the  spinal  canal  between  the  occipital  bone  and  the 
posterior  arch  of  the  atlas,  lying  behind  the  vertebral  artery.  It  enters  the  tri- 
angular space  formed  by  the  Rectus  posticus  major,  the  Obliquus  superior,  and 
Obliquus  inferior,  and  supplies  the  Eecti  and  Obliqui  muscles,  and  the  Com- 
plexus. From  the  branch  which  supplies  the  Inferior  oblique  a  filament  is  given 
off,  which  joins  the  second  cervical  nerve.  This  nerve  also  occasionally  gives 
off  a  cutaneous  filament,  which  accompanies  the  occipital  artery,  and  commu- 
nicates with  the  occipitalis  major  and  minor  nerves. 

The  posterior  division  of  the  first  cervical  has  no  branch  analogous  to  the 
external  branch  of  the  posterior  cervical  nerves. 

The  posterior  branch  of  the  second  cervical  nerve  is  three  or  four  times  greater 
than  the  anterior  branch,  and  the  largest  of  all  the  posterior  cervical  nerves.  It 
emerges  from  the  spinal  canal  between  the  posterior  arch  of  the  atlas  and  lamina 
of  the  axis,  below  the  Inferior  oblique.  It  supplies  this  muscle,  and  receives 
a  communicating  filament  from  the  first  cervical.  It  then  divides  into  an  ex- 
ternal and  an  internal  branch. 

The  internal  branch,  called,  from  its  size  and  distribution,  the  occipitalis  major, 
ascends  obliquely  inwards  between  the  Obliquus  inferior  and  Complexus,  and 
pierces  the  latter  muscle  and  the  Trapezius  near  their  attachments  to  the  cra- 
nium. It  is  now  joined' by  a  filament  from  the  third  cervical  nerve,  and 
ascending  on  the  back  part  of  the  head  with  the  occipital  artery,  divides  into 
two  branches,  which  supply  the  integument  of  the  scalp  as  far  forwards  as  the 
vertex,  communicating  with  the  occipitalis  minor.  It  gives  off  an  auricular 
branch  to  the  back  part  of  the  ear,  and  muscular  branches  to  the  Complexus. 

The  posterior  branch  of  the  third  cervical  is  smaller  than  the  preceding,  but 
larger  than  the  fourth ;  it  differs  from  the  posterior  branches  of  the  other  cervical 
nerves  in  its  supplying  an  additional  filament  to  the  integument  of  the  occiput. 
This  occipital  branch  arises  from  the  internal  or  cutaneous  branch  beneath  the 
Trapezius ;  it  pierces  that  muscle,  and  supplies  the  skin  on  the  lower  and  back 
part  of  the  head.  It  lies  to  the  inner  side  of  the  occipitalis  major,  with  which  it 
is  connected. 

The  internal  branches  of  the  posterior  divisions  of  the  first  three  cervical 
nerves  are  occasionally  joined  beneath  the  Complexus  by  communicating 
branches.  This  communication  is  described  by  Cruveilhier  as  the  posterior  cervi- 
cal plexus. 
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The  Brachial  Plexus.    (Fig.  380.) 

The  Brachial  Plexus  is  formed  by  the  union  of  the  anterior  branches  of  the 
four  loweTcervTcaTand  first  dorsal  nerves.  It  extends  from  the  lower  part  of 
the  side  of  the  neck  to  the  axilla.  It  is  very  broad  and  presents  little  of  a  plcxi- 
form  arrangement  at  its  commencement,  is  narrow  opposite  the  clavicle,  becomes 
broad,  and  forms  a  more  dense  interlacement  in  the  axilla,  and  divides  opposite 
the  coracoid  process  into  numerous  branches  for  the  supply  of  the  upper  limb. 
The   nerves   which    form    the 

plexus   are  all  similar  in  size,  Fig.  360.— Plan  of  the  Brachial  Plexus, 

and  their  mode  of  communi- 
cation is  the  following.  The 
fifth  and  sixth  nerve__nr___near 
their  exit  t'ro"m~tIIe~Bpine  into  a 
common  trunk;  the  seventh 
nerve  joins  this  tmn^E~^ear 
the'uuTBr-border  of  the  Middle 
scalenus;  andthe  Ttiree~nerves 
tluis-form  one  large  single  cord. 
The  eighth  cervical  and  first 
d of  sal  nerves  unite  behuiu  the 
AnteFio,r"3Ca1CnTi  s__iu to  ji  com- 
mon  trunk".  "  "Tims  two  large 
trunks  are  formed,  the  upper 
one  by  the  union  of  the  fifth, 
sixth,  and  seventh  cervical ;  and 
the  lower  one  by  the  eighth  cer- 
vical and  first  dorsal.  These 
two  trunks  accompany  the  sub- 
clavian artery  to  the  axilla, 
lying  upon  its  outer  side,  the 
trunk  formed  by  the  union  of 
the  last  cervical  and  first  dorsal 
being  nearest  to  the  vessel.  Op- 
posite  the_  clavicle,  and_.HQ.me- 
timea"  in  the  axilla,  each  of  these 
cords  gives  ofF  a  fasciculus,  by 
the  union  of  which  a  third  trunk  is  formed,  so  that  in  the  middle  of  the  axilla 
three  cords  are  found,  one  lying  on  the  outer  side  of  the  axillary  prtery,  one  on 
ffs  1  n nef  8ide,~and  one  behind.'  The  brachial  plexus" communicates  with  the 
cervical  plexus  by  a' branch  from  the  fourth  to  the  fifth  nerve,  and  with  the 
phrenic  nerve  by  a  branch  from  the  fifth  cervical,  which  joins  that  nerve  on 
the  Anterior  scalenus  muscle :  the  cervical  and  first  dorsal  nerves  are  also  joined 
by  filaments  from  the  middle  and  inferior  cervical  ganglia  of  the  sympathetic, 
close  to  their  exit  from  the  intervertebral  foramina. 

1  This  ia  the  usual  mode  of  formation  of  the  plexus ;  but  it  is  also  very  common  for  the  third, 

or  posterior,  cord  to  be  formed  by  the  seventh  cervical  nerve,  running  undivided,  and  receiving 
a  branch  from  each  of  the  other  cords,  or  the  seventh  nerve  may  bifurcate,  one  branch  of  bifurca- 
tion joining  each  of  the  other  cords.  From  these  two  cords  the  third  trnok  is  formed,  as  described 
in  the  text.  Mr.  R.  C.  Lucas  describes  an  arrangement  differing  slightly  from  that  last  mentioned, 
and  which  he  regards  as  the  common  one,  having  met  with  it  in  27  out  of  30  dissections.  The 
seventh  nerve  bifurcates,  and  so  does  the  united  cord  of  the  fifth  and  sixth  nerves.  One  of  the 
branches  of  bifurcation  of  the  seventh  nerve,  along  with  that  of  the  united  fifth  and  sixth  nerves, 
forms  the  external  cord  of  the  plexus.  The  other  branch  of  bifurcation  of  the  united  fifth  and  sixth 
along  with  that  of  the  seventh  nerve  forms  a  large  cord,  which  receives  a  small  branch  from  the 
united  eighth  cervical  and  first  dorsal  to  form  the  posterior  cord.  The  rest  of  the  united  eighth 
cervical  and  first  dorsal  nerves  is  continued  as  the  internal  cord.  (See  Mr.  Lncns's  paper  and 
drawing  in  the  Guy'  s  Hospital  Reports,  1875.)     Uenle's  description  is  substantially  the  same. 
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Fig.  381. — Cutaneous  Nerves  of 
Rijrht  Upper  Extremity.  -Ante- 
rior View. 
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The  branches  given  off  below  the  clavicle,  are  derived  from  the  three  cords 
of  the  brachial  plexus,  in  the  following  manner : — 

From  the  outer  cord,  arises  the  external  of  the  two  anterior  thoracic  nerves, 
the  musculo-cutaneous  nerve,  and  the  outer  head  of  the  median. 

From  the  inner  cord,  arises  the  internal  of  the  two  anterior  thoracic  nerves, 
the  internal  cutaneous,  the  lesser  internal  cutaneous  (nerve  of  Wrisberg),  the 
ulnar  and  inner  head  of  the  median. 

From  the  posterior  cord,  arise  the  three  subscapular  nerves ;  and  the  cord  then 
divides  into  the  musculo-spiral  and  circumflex  nerves. 

The  Anterior  Thoracic  Nerves  (Fig.  383),  two  in  number,  supply  the 
Pectoral  muscles. 

The  external,  or  superficial  branch,  the  larger  of  the  two,  arises  from  the 
outer  cord  of  the  brachial  plexus,  passes  inwards,  across  the  axillary  artery  and 
vein,  and  is  distributed  to  the  under  surface  of 
the  Pectoralis  major.  It  sends  down  a  communi- 
cating filament  to  join  the  internal  branch. 

The  internal,  or  deep  branch,  arises  from  the 
inner  cord,  and  passes  upwards  between  the 
axillary  artery  and  vein  (sometimes  perforates 
the  vein),  and  joins  with  the  filament  from  the 
superficial  branch.  From  the  loop  thus  formed, 
branches  are  distributed  to  the  under  surface 
of  the  Pectoralis  minor  and  major  muscles. 

The  Subscapular  Nerves,  three  in  number, 
supply  the  Subscapularis,  Teres  major,  and 
Latissimus  dorsi  muscles. 

The  tipper  subscapular  nerve,  the  smallest,  enters 
the  upper  part  of  the  Subscapularis  muscle. 

The  lower  subscapular  nerve  enters  the  axil- 
lary border  of  the  Subscapularis,  and  terminates 
in  the  Teres  major.  The  latter  muscle  is  some- 
times supplied  by  a  separate  branch. 

The  long  subscapular,  the  largest  of  the  three, 
descends  along  the  lower  border  of  the  subscapu- 
laris to  the  Latissimus  dorsi,  through  which  it 
may  be  traced  as  far  as  its  lower  border. 

The  Circumflex  Nerve  (Fig.  384)  supplies 
some  of  the  muscles,  and  the  integument^ of  the 
shoulder,  and  the  shoulder-joint.  It  arises  from 
the  posterior  cord  of  the  brachial  plexus,  in  com- 
mon with  the  musculo-spiral  nerve.  It  passes 
down  behind  the  axillary  artery,  and  in  front  of 
;the  Subscapularis;  and,  at  the  lower  border  of 
that  muscle,  passes  backwards,  and  divides  into 
two  branches. 

The  upper  branch  winds  round  the  neck  of  the 
humerus,  beneath  the  Deltoid,  with  the  posterior 
circumflex  vessels,  as  far  as  the  anterior  border  of 
that  muscle,  supplying  it,  and  giving  off  cutane- 
ous branches,  which  pierce  it  to  ramify  in  the 
integument  covering  its  lower  part. 

The  lower  branch,  at  its  origin,  distributes 
filaments  to  the  Teres  minor  and  back  part  of 
the  Deltoid  muscles.  Upon  the  filament  to  the 
former  muscle  a  gangliform  enlargement  usually 
exists.  The  nerve  then  pierces  the  deep  fascia, 
and  supplies  the  integument  over  the  lower  two- 
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thirds  of  the  posterior  surface  of  the  Deltoid,  as  well  as  that  covering  the  long 
head  of  the  Triceps, 

The  circumflex  nerve,  before  its  division,  gives  off  an  articular  filament,  which 
enters  the  shoulder-joint  below  the  Subseapuhtris. 

The  Musculo-cutaneoits  Nerve  (Fig.  383)  (external  cutaneous,  perforaw 
Casserii)  supplies  some  of  the  muscles  of  the  arm,  and  the  integument  of  the 
forearm.  It  arises  from  the  outer  cord  of  the  brachial  plexus  opposite  the  lower 
border  of  the  Pectoralis  minor.  It  then  perforates  the  Coraco- brachial  is  muscle, 
and  passes  obliquely  between  the  Biceps  and  Braehialis  anticus,  to  the  outer 
side  of  the  arm,  a  little  above  the  elbow,  where  it  perforates  the  deep  fascia  and 
becomes  cutaneous.     This  nerve,  in  its  course 

Fig.  382.— Cutaneona  Nerves  of    through  the  arm,  supplies  the  Coraco -braehialis. 


Right   Upper  Extremity.     Poate- 


Biceps,  and  Braehialis  anticus  muscles,  besides 
sending  some  filaments  to  the  elbow  -joint  ami 
humerus. 

The  cutaneous  porflpn  of  the  nerve  passes  be- 
hind the  median  cephalic  vein,  and  divides  oppo- 
site the  elbow-joint,  into  an  anterior  and  a  poste- 
rior branch. 

The  anterior  branch  descends  along  the  radial 
border  of  the  forearm  to  the  wrist.  It  is  placed 
in  front  of  the  radial  artery,  and,  piercing  the 
deep  fascia,  accompanies  that  vessel  to  the  back 
of  the  wrist.  It  communicates  with  a  branch 
from  the  radial  nerve,  and  the  palmar  cutaneous 
branch  of  the  median,  and  distributes  filaments 
to  the  integument  of  the  ball  of  the  thumb. 

The  posterior  branch  is  given  off  about  the  mid- 
dle of  the  forearm,  and  passes  downwards,  along 
the  back  part  of  its  radial  side  to  the  wrist.  It 
supplies  the  integument  of  the  lower  third  of  the 
forearm,  communicating  with  the  radial  nerve, 
and  the  external  cutaneous  branch  of  the  mus- 
culo-spiral. 

The  Internal  Cutaneoi's  Nerve  (Fig.  383) 
is  one  of  the  smallest 'branches  of  the  brachial 
plexus.  It  arises  from  the  inner  cord,  in  common 
with  the  ulnar  and  internal  head  of  the  median, 
and,  at  its  commencement,  is  placed  on  the  inner 
side  of  the  brachial  artery.  It  passes  down  the 
inner  side  of  the  arm,  pierces  the  deep  fascia  with 
the  basilic  vein,  about  the  middle  of  the  limb, 
and,  becoming  cutaneous,  divides  into  two 
branches. 

This  nerve  gives  off,  near  the  axilla,  a  cuta- 
neous filament,  which  pierces  the  fascia,  and 
supplies  the  integument  covering  the  Biceps 
muscle,  nearly  as  far  as  the  elbow.  This  filament 
lies  a  little  external  to  the  common  trunk,  from 
which  it  arises. 

The  anterior  branch,  the  larger  of  the  two, 
passes  usually  in  front  of,  but  occasionally  behind, 
the  median  basilic  vein.  It  then  descends  on  the 
anterior  surface  of  the  ulnar  side  of  the  forearm, 
distributing  filaments  to  the  integument  as  far  as 
the  wrist,  and  communicating  with  a  cutaneous 
branch  of  the  ulnar  nerve. 
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The  posterior  branch  passes  obliquely  downwards  on  the  inner  side  of  the  basi- 
lic vein,  winds  over  the  internal  condyle  of  the  humerus  to  the  back  of  the  fore- 
arm, and  descends,  on  the  posterior  surface  of  its  ulnar  side,  to  a  little  below 
the  middle,  distributing  filaments  to  the  integument.  It  anastomoses  above  the 
elbow,  with  the  lesser  internal  cutaneous,  and  above  the  wrist,  with  the  dorsal 
branch  of  the  ulnar  nerve  (Swan). 

The  Lesser  Internal  CuTAyEousJJERVE  (nerve  of  Wrisberg)  (Fig.  383)  is   f  J 

distribute^  Iaj  llm  Integument  qq  the  in^er  side  of  the  arm.  It  is  the  smallest  ' 
of  the  "Branches  of  the  brachial  plexus,  and  usually  arises  from  the  inner  cord, 
with  the  internal  cutaneous  and  ulnar  nerves.  It  passes  through  the  axillary 
space,  at  first  lying  behind,  and  then  on  the  inner  side  of  the  axillary  vein,  and 
communicates  with  the  intercosto-humeral  nerve.  It  then  descends  along  the 
inner  side  of  the  brachial  artery,  to  the  middle  of  the  arm,  where  it  pierces  the 
deep  fascia,  and  is  distributed  to  the  integument  of  the  back  part  of  the  lower 
third  of  the  arm,  extending  as  far  as  the  elbow,  where  some  filaments  are  lost 
in  the  integuments  in  front  of  the  inner  condyle,  and  others  over  the  olecranon. 
It  communicates  with  the  inner  branch  of  the  internal  cutaneous  nerve. 

In  some  cases  the  nerve  of  Wrisberg  and  intercosto-humeral  are  connected 
by  two  or  three  filaments,  which  form  a  plexus  at  the  back  part  of  the  axilla. 
In  other  cases,  the  intercosto-humeral  is  of  large  size,  and  takes  the  place  of  the 
nerve  of  Wrisberg,  receiving  merely  a  filament  of  communication  from  the 
brachial  plexus,  which  represents  the  latter  nerve.  In  other  cases,  this  filament 
is  wanting,  the  place  of  the  nerve  of  Wrisberg  being  supplied  entirely  from  the 
intercosto-humeral. 

The  MedtanN£RVE  (Fig.  383)  has  received  its  name  from  the  course  it  takes 
along  the  middle  of  the  arm  and  forearm  to  the  hand,  lying  between  the  ulnar 
and  the  musculo-spiral  and  radial  nerves.  It  arises  by  two  roots,  one  from  the 
outer,  and  one  from  the  inner  cord  of  the  brachial  plexus ;  these  embrace  the 
lower  part  of  the  axillary  artery,  uniting  either  in  front  or  on  the  outer  side  of 
that  vessel.  As  it  descends  through  the  arm,  it  lies  at  first  on  the  outer  side  of 
the  brachial  artery,  crosses  that  vessel  in  the  middle  of  its  course,  usually  in 
front,  but  occasionally  behind  it,  and  lies  on  its  inner  side  to  the  bend  of  the 
elbow,  where  it  is  placed  beneath  the  bicipital  fascia,  and  is  separated  from  the 
elbow-joint  by  the  Brachialis  anticus.  In  the  forearm,  it  passes  between  the  two 
heads  of  the  Pronator  radii  teres,  and  descends  beneath  the  Flexor  sublimis,  to 
within  two  inches  above  the  annular  ligament,  where  it  becomes  more  superfi- 
cial, lying  between  the  Flexor  sublimis  and  Flexor  carpi  radialis,  beneath,  or 
rather  to  the  ulnar  side  of  the  tendon  of  the  Palmaris  longus,  covered  by  the  in- 
tegument and  fascia.    It  then  passes  beneath  the  annular  ligament  into  the  hand. 

Branches.  No  branches  are  given  off  from  the  median  nerve  in  the  arm.  In 
the  forearm  its  branches  are,  muscular,  anterior  interosseous.,  and  palmar  cuta- 
neous. — *        ' 

The  muscular  branches  supply  all  the  superficial  muscles  on  the  front  of  the 
forearm,  except  tfieTPlexor  carpi  ulnaris.  These  branches  are  derived  from  the 
nerve  near  the  elbow.  The  "branch  furnished  to  the  Pronator  radii  teres  often 
arises  above  the  joint. 

The  anterior  interosseous  supplies  the  deep  muscles  on  the  front  of  the  fore- 
arm, except  the  Flexor  carpi  ulnaris  and  inner  half  of  the  Flexor  profundus 
digitorum.  It  accompanies  the  anterior  interosseous  artery  along  the  inter- 
osseous membrane,  in  the  interval  between  the  Flexor  longus  pollicis  and  Flexor 
profundus  digitorum  muscles,  both  of  which  it  supplies,  and  terminates  below 
in  the  Pronator  quadratus. 

The  palmar  cutaneous  branch  arises  from  the  median  nerve  at  the  lower  part 
of  the  forearm.  It  pierces  the  fascia  above  the  annular  ligament,  and  divides 
into  two  branches:  of  which  the  outer  supplies  the  skin  over  the  ball  of  the 
thumb,  and  communicates  with  the  external  cutaneous  nerve;  and  the  inner 
supplies  the  integument  of  the  palm  of  the  hand,  anastomosing  with  the  cuta- 
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Fig  383 — Nerves  of  the  Left  Upper  Extremity. 
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neous  branch  of  the  ulnar.  Both  nerves  cross  the  annular  ligament  previous 
to  their  distribution. 

In  the  palm  of  the  hand,  the  median  nerve  is  covered  by  the  integument  and 
palmar  fascia,  and  rests  upon  the  tendons  of  the  Flexor  muscles.  In  this  situa- 
tion it  becomes  enlarged,  somewhat  flattened,  of  reddish  color,  and  divides  into 
two  branches.  Of  these,  the  external  supplies  a  muscular  branch  to  some  of  the 
muscles  of  the  thumb,  and  digital  branches  to  the  thumb  and  index  finger ;  the 
internal  branch  supplying  digital  branches  to  the  contiguous  sides  of  the  index 
and  middle,  and  of  the  middle  and  ring  fingers. 

The  branch  to  the  muscles  of  the  thumb  is  a  short  nerve,  which  subdivides  to 
supply  the  Abductor,  Opponens,  and  outer  head  of  the  Flexor  brevis  pollicis 
muscles ;  remaining  muscles  of  this  group  being  supplied  by  the  ulnar  nerve. 

The  digital  branches  are  five  in  number.  The  first  and  second  pass  along  the 
borders  of  the  thumb,  the  external  branch  communicating  with  branches  of  the 
radial  nerve.  The  third  passes  along  the  radial  side  of  the  index  finger,  and 
supplies  the  first  Lumbricalis  muscle.  The  fourth  subdivides  to  supply  the 
adjacent  sides  of  the  index  and  middle  fingers,  and  sends  a  branch  to  the  second 
Lumbricalis  muscle.  The  fifth  supplies  the  adjacent  sides  of  the  middle  and 
ring  fingers,  and  communicates  with  a  branch  from  the  ulnar  nerve. 

Each  digital  nerve,  opposite  the  base  of  the  first  phalanx,  gives  off  a  dorsal 
branch,  which  joins  the  dorsal  digital  nerve,  and  runs  along  the  side  of  the 
dorsum  of  the  finger,  ending  in  the  integument  over  the  last  phalanx.  At  the 
end  of  the  finger,  the  digital  nerve  divides  into  a  palmar  and  a  dorsal  branch ; 
the  former  of  which  supplies  the  extremity  of  the  finger,  and  the  latter  ramifies 
round  and  beneath  the  nail.  The  digital  nerves,  as  they  run  along  the  fingers, 
are  placed  superficial  to  the  digital  arteries. 

The  Ulnar  Nerve  (Fig.  383)  is  placed  along  the  inner' or  ulnar  side  of  the 
upper  limb,  and  is  distributed  to  the  muscles  and  integument  of  the  fore-arm 
and  hand.  It  is  smaller  than  the  median,  behind  which  it  is  placed,  diverging 
from  it  in  its  course  down  the  arm.  It  arises  from  the  inner  cord  of  the  brachial 
plexus,  in  common  with  the  inner  head  of  the  median  and  the  internal  cutaneous 
nerve.  At  its  commencement,  it  lies  at  the  inner  side  of  the  axillary  artery, 
and  holds  the  same  relation  with  the  brachial  artery  to  the  middle  of  the  arm. 
From  this  point  it  runs  obliquely  across  the  internal  head  of  the  Triceps,  pierces 
the  internal  intermuscular  septum,  and  descends  to  the  groove  between  the 
internal  condyle  and  olecranon,  accompanied  by  the  inferior  profunda  artery. 
At  the  eU)ow,  it  rests  upon  the  back  of  the  inner  condyle,  and  passes  into  tfie 
fore-arm  between  the  two  heads  of  the  Flexor  carpi  ulnaris.  In  the  fore-arm} 
it  descends  in  a  perfectly  straight  course  along  its  ulnar  side,  lying  upon  the 
Flexor  profundus  digitorum,  its  upper  half  being  covered  by  the  Flexor  carpi 
ulnaris,  its  lower  half  lying  on  the  outer  side  of  the  muscle,  covered  by  the 
integument  and  fascia.  The  ulnar  artery,  in  the  upper  third  of  its  course,  is 
separated  from  the  ulnar  nerve  by  a  considerable  interval ;  but  in  the  rest  of  its 
extent,  the  nerve  lies  to  its  inner  side.  At  the  ivrist,  the  ulnar  nerve  crosses 
the  annular  ligament  on  the  outer  side  of  the  pisiform  bone,  a  little  behind  the 
ulnar  artery,  and  immediately  beyond  this  bone  divides  into  two  branches, 
superficial  and  deep  palmar. 

The  branches  of  the  ulnar  nerve  are : — 

Articular  (elbow). 
Muscular. 

Cutaneous.  T    "h     d      i  Superficial  palmar. 

Dorsal  cutaneous.  (  Deep  palmar. 

w  Articular  (wrist). 

The  articular  branches  distributed  to  the  elbow -joint  consist  of  several  small 
filaments.  They  arise  from  the  nerve  as  it  lies  in  the  groove  between  the  inner 
condyle  and  olecranon. 


In  fore-arm  - 
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The  muscular  branches  are  two  in  number,  one  supplying  the  Flexor  carpi 

ulnaris,  the  other,  the  inner  half  of  the  Flexor  profundus  digitomm.     They 

arise  from  the  trunk  of  the  nerve  near  the  elbow. 

The  cutaneous  branch  arises  from  the  ulnar  nerve  about  the  middle  of  the 

fore-arm,  and  divides  into  a  superficial  and  deep  branch. 

The  superficial  branch  (frequently  absent)  pierces  the  deep  fascia  near  the 

wrist,  and  is  distributed  to  the  integument,  communicating  with  a  branch  of  the 

internal  cutaneous  nerve. 

The  deep  branch  lies  on  the  ulnar  artery,  which  it  accompanies  to  the  hand, 

some     filaments    entwining 
Fig.  384.— The  Suprascapular,  Circumflex,  and  Musculo-       round  the  vessel,  which  end 
tipiral  Nerves.  in    the    integument    of    the 

palm,  communicating  with 
branches  of  the  median 
nerve. 

The  dorsal  cutaneous  branch 
arisesabout  two  inches  above 
the  wrist;  it  passes  back- 
wards beneath  the  Flexor 
carpi  ulnaris,  perforates  the 
deep  fascia,  and  running 
along  the  ulnar  side  of  the 
wrist  and  hand,  supplies  the 
inner  side  of  the  little  finger, 
and  the  adjoining  sides  of 
the  little  and*  ring  fingers; 
italsosendsacotnmunicnting 
filament  to  that  branch  of 
the  radial  nerve  which  sup- 
plies the  adjoining  sides  of 
the  middle  and  ring  fingers. 
The  articular  filaments  to 
the  wrist  are  also  supplied  by 
the  ulnar  nerve. 

The  superficial  palmar 
branch  supplies  the  Palmaris 
brevis,  and  the  integument 
on  the  inner  side  of  the  hand, 
vnnnu  and  terminates  in  two  digilal 
branches,  which  are  distri- 
buted, one  to  the  ulnar  side 
of  the  little  finger,  the  other 
to  the  adjoining  sides  of  the 
little  and  ring  fingers,  the 
latter  communicating  with  a 
branch  from  the  median. 

The  deep  palmar  branch 
passes  between  the  Abductor 
and  Flexor  brevis  minimi 
digiti  muscles,  and  follows 
the  course  of  the  deep  pal- 
mar arch  beneath  the  flexor 
tendons.  At  its  origin,  it 
supplies  the  muscles  of  the 
little  finger.  As  it  crosses 
the  deep  part  of  the  hand,  it 
sends  two  branches  to  each 
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interosseous  space,  one  for  the  Dorsal  and  one  for  the  Palmar  interosseous 
muscle,  the  branches  to  the  second  and  third  Palmar  interossei  supplying  fila- 
ments to  the  two  inner  Lumbricales  muscles.  At  its  ternination  between  the 
thumb  and  index  finger,  it  supplies  the  Adductor  pollicis  and  the  inner  head  of 
the  Flexor  brevis  pollicis. 

The  Musculo-Spiral  Nerve  (Fig.  384),  the  largest  branch  of  the  brachial 
plexus,  supplies  the  muscles  of  the  back  part  of  the  arm  and  fore-arm,  and  the 
integument  of  the  same  parts,  as  well  as  that  of  the  hand.  It  arises  from  the 
posterior  cord  of  the  brachial  plexus  by  a  common  trunk  with  the  circumflex 
nerve.  At  its  commencement  it  is  placed  behind  the  axillary  and  upper  part 
of  the  brachial  arteries,  passing  down  in  front  of  the  tendons  of  the  Latissimus 
dorsi  and  Teres  major.  It  winds  round  the  humerus  in  the  spiral  groove  with 
the  superior  profunda  artery,  passing  from  the  inner  to  the  outer  side  of  the 
bone,  beneath  the  Triceps  muscle.  At  the  outer  side  of  the  arm,  it  descends 
between  the  Brachialis  anticus  and  Supinator  longus  to  the  front  of  the  external 
condyle,  where  it  divides  into  the  radial  and  posterior  interosseous  nerves. 

The  branches  of  the  musculo-spiral  nerve  are : — 

Muscular.  Badjal. 

Cutaneous.  Posterior  interosseous. 

The  muscular  branches  are  divided  into  internal,  posterior,  and  external ;  they 
supply  the  Triceps,  Anconeus,  Supinator  longus,  Extensor  carpi  radialis  longior, 
and  brachialis  anticus.  These  branches  are  derived  from  the  nerve,  at  the 
inner  side,  back  part,  and  outer  side  of  the  arm. 

The  internal  muscular  branches  supply  the  inner  and  middle  heads  of  the 
Triceps  muscle.  That  to  the  inner  head  of  the  Triceps  is  a  long,  slender  fila- 
ment, which  lies  close  to  the  ulnar  nerve,  as  far  as  the  lower  third  of  the  arm. 

The  posterior  muscular  branch,  of  large  size,  arises  from  the  nerve  in  the 
groove  between  the  Triceps  and  the  humerus.  It  divides  into  branches  which 
supply  the  outer  head  of  the  Triceps  and  Aconeus  muscles.  The  branch  for 
the  latter  muscle  is  a  long,  slender  filament,  which  descends  in  the  substance 
of  the  Triceps  to  the  Aconeus  in  the  same  course  with  the  posterior  articular 
branch  from  the  superior  profunda  artery. 

The  external  muscular  branches  supply  the  Supinator  longus,  Extensor  carpi 
radialis  longior,  and,  usually,  the  Brachialis  anticus. 

The  cutaneous  branches  are  three  in  number,  one  internal  and  two  external. 

The  internal  cutaneous  branch  arises  in  the  axillary  space,  with  the  inner 
muscular  branch.  It  is  of  small  siaie,  and  passes  througn  the  axilla  to  the  inner 
side  of  the  arm,  supplying  the  integument  on  its  posterior  aspect  nearly  as  far 
as  the  olecranon. 

The  two  external  cutaneous  branches  perforate  the  outer  head  of  the  Triceps, 
at  its  attachment  to  the  humerus.  The  upper  and  smaller  one  follows  the  course 
of  the  cephalic  vein  to  the  front  of  the  elbow,  supplying  the  integument  of  the 
lower  half  of  the  upper  arm  on  its  anterior  aspect.  The  lower  branch  pierces 
the  deep  fascia  below  the  insertion  of  the  Deltoid,  and  passes  down  along  the 
outer  side  of  the  arm  and  elbow,  and  along  the  back  part  of  the  radial  side  of 
the  fore-arm  to  the  wrist,  supplying  the  integument  in  its  course,  and  joining, 
near  its  termination,  with  a  branch  of  the  external  cutaneous  nerve. 

The  radial  nerve  passes  along  the  front  of  the  radial  side  of  the  forearm,  to 
the  commencement  of  its  lower  third.  It  lies  at  first  a  little  to  the  outer  side 
of  the  radial  artery,  concealed  beneath  the  Supinator  longus.  In  the  middle 
third  of  the  fore-arm,  it  lies  beneath  the  same  muscle,  in  close  relation  with  the 
outer  side  of  the  artery.  It  quits  the  artery  about  three  inches  above  the  wrist, 
passes  beneath  the  tendon  of  the  Supinator  longus,  and,  piercing  the  deep  fascia 
at  the  outer  border  of  the  fore-arm,  divides  into  two  branches. 

The  external  branch,  the  smaller  of  the  two,  supplies  the  integument  of  the 
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radial  side  and  ball  of  the  thumb,  joining  with  the  posterior  branch  of  the  ex- 
ternal cutaneous  nerve. 

The  internal  branch  communicates,  above  the  wrist,  with  a  branch  from  the 
external  cutaneous,  and,  on  the  back  of  the  hand,  forms  an  arch  with  the  dorsal 
branch  of  the  ulnar  nerve.  It  then  divides  into  four  digital  nerves,  which  are 
distributed  as  follows:  the  first  supplies  the  ulnar  side  of  the  thumb;  the 
second,  the  radial  side  of  the  index  finger;  the  third,  the  adjoining  sides  of  the 
index  and  middle  fingers;  and  the  fourth,  the  adjacent  borders  of  the  middle 
and  ring  fingers.  The  latter  nerve  communicates  with  a  filament  from  the 
dorsal  branch  of  the  ulnar  nerve. 

The  posterior  interosseous  nerve  pierces  the  Supinator  brevis,  winds  to  the 
back  of  the  fore-arm,  in  the  substance  of  that  muscle,  and,  emerging  from  its 
lower  border,  passes  down  between  the  superficial  and  deep  layer  of  muscles, 
to  the  middle  of  the  fore-arm.  Considerably  diminished  in  size,  it  descends  on 
the  interosseous  membrane,  beneath  the  Extensor  secundi  internodii  pollicis,  to 
the  back  of  the  carpus,  where  it  presents  a  gangliform  enlargement  from  which 
filaments  are  distributed  to  the  ligaments  and  articulations  of  the  carpus.  It 
supplies  all  the  muscles  of  the  radial  and  posterior  brachial  regions,  excepting 
the  Anconeus,  Supinator  longus,  and  Extensor  carpi  radialis  longior. 

Dorsal  Nerves. 

The  Dorsal  Nerves  are  twelve  in  number  on  each  side.  The  first  appears 
between  the  first  and  second  dorsal  vertebrae,  and  the  last  between  the  last 
dorsal  and  first  lumbar. 

The  roots  of  origin  of  the  dorsal  nerves  are  few  in  number,  of  small  size,  and 
vary  but  slightly  from  the  second  to  the  last.  Both  roots  are  very  slender ;  the 
posterior  roots  only  slightly  exceeding  the  anterior  in  thickness.  These  roots 
gradually  increase  in  length  from  above  downwards,  and  remain  in  contact  with 
the  spinal  cord  for  a  distance  equal  to  the  height  of,  at  least,  two  vertebrae,  in 
the  lower  part  of  the  dorsal  region.  They  then  join  in  the  intervertebral  fora- 
men, and,  at  their  exit,  divide  into  two  oranches,  a  posterior  (dorsal),  and  an 
anterior  (intercostal),  branch. 

The  first  and  last  dorsal  nerves  are  peculiar  in  several  respects  (see  page  682V 

The  posterior  branches  of  the  dorsal  nerves}  which  are  smaller  than  the  inter- 
costal, pass  backwards  between  the  transverse  processes,  and  divide  into  external 
and  internal  branches. 

The  external  branches  increase  in  size  from  above  downwards.  They  pass 
through  the  Longissimus  dorsi,  corresponding  to  the  cellular  interval  between 
it  and  the  Sacro-lumbalis,  and  supply  those  muscles,  as  well  as  their  continua- 
tions upwards  to  the  head,  and  the  Levatores  costarum ;  the  five  or  six  lower 
nerves  also  give  off  cutaneous  filaments. 

The  internal  branches  of  the  six  upper  nerves  pass  inwards  to  the  interval 
between  the  Multifidus  spinaB,  and  Semispinalis  dorsi  muscles,  which  they 
supply;  and  then,  piercing  the  origin  of  the  Rhomboidei  and  Trapezius,  become 
cutaneous  by  the  side  of  the  spinous  processes.  The  internal  branches  of  the 
six  lower  nerves  are  distributed  to  the  Multifidus  spinas,  without  giving  off  any 
cutaneous  filaments. 

The  cutaneous  branches  of  the  dorsal  nerves  are  twelve  in  number,  the  six 
upper  being  derived  from  the  internal  branches,  and  the  six  lower  from  the 
external  branches.  The  former  pierce  the  Rhomboid  and  Trapezius  muscles, 
close  to  the  spinous  processes,  and  ramify  in  the  integument.  They  are  fre- 
quently furnished  with  gangliform  enlargements.  The  six  lower  cutaneous 
branches  pierce  the  Serratus  posticus  inferior,  and  Latissimus  dorsi,  in  a  line 
with  the  angles  of  the  ribs. 


INTERCOSTAL.  681 


Intercostal  Nerves. 


The  IntercostalNervcs  (anterior  branches  of  the  dorsal  nerves)  are  twelve  in  ]  ) 
number  on  each  side!  They  are  distributed  to  the  parietes  of  the  thorax  and 
abdomen,  separately  from  each  other,  without  being  joined  in  a  plexus ;  in 
which  respect  they  differ  from  the  other  spinal  nerves.  Each  nerve  is  connected 
with  the  adjoining  ganglia  of  the  sympathetic  by  one  or  two  filaments.  The 
intercostal  nerves  may  be  divided  into  two  sets,  from  the  difference  they  pre- 
sent in  their  distribution.  The  six  upper,  with  the  exception  of  the  first,  are 
limited  in  their  distribution  to  the  parietes  of  the  chest.  The  six  lower  supply 
the  parietes  of  the  chest  and  abdomen. 

The  Upper  Intercostal  Nerves  pass  forwards  in  the  intercostal  spaces  with  the  I  \ 
intercostal  vessels,  being  situated  below  them.  At  the  back  of  the  chest  they  ' 
lie  between  the  pleura  and  the  External  intercostal  muscle,  but  are  soon  placed 
between  the  two  planes  of  intercostal  muscles  as  far  as  the  costal  cartilages, 
where  they  lie  between  the  pleura  and  the  Internal  intercostal  muscles.  Near 
the  sternum,  they  cross  the  internal  mammary  artery,  and  Triangularis  sterni, 
pierce  the  Internal  intercostal  and  Pectoralis  major  muscles,  and  supply  the 
integument  of  the  mamma  and  front  of  the  chest,  forming  the  anterior  cutaneous 
nerves  of  the  thorax;  the  branch  from  the  second  nerve  becoming  joined  with 
the  clavicular  nerve. 

Branches.  Numerous  slender  muscular  filaments  supply  the  Intercostal  and 
Triangularis  sterni  muscles.  Some  of  these  branches,  at  the  front  of  the  chest, 
cross  the  costal  cartilages  from  one  to  another  intercostal  space. 

Lateral  cutaneous  nerves.  These  are  derived  from  the  intercostal  nerves,  mid- 
way between  the  vertebra  and  sternum;  they  pierce  the  External  intercostal 
ana  Serratus  magnus  muscles,  and  divide  into  two  branches,  anterior  and 
posterior. 

The  anterior  branches  are  reflected  forwards  to  the  side  and  the  fore  part  of  the 
chest,  supplying  the  integument  of  the  chest  and  mamma,  and  the  upper  digita- 
tions  of  the  External  oblique. 

The  posterior  branches  are  reflected  backwards,  to  supply  the  integument  over 
the  scapula  and  over  the  Latissimus  dorsi.    ' 

The  first  intercostal  nerve  has  no  lateral  cutaneous  branch.  The  lateral  cuta- 
neous branch  of  the  second  intercostal  nerve  is  of  large  size,  and  named,  from  its 
origin  and  distribution,  the  intercosto-  humeral  nerve  (Fig.  383).  It  pierces  the 
External  intercostal  muscle,  crosses  the  axilla  to  the  inner  side  of  the  arm,  and 
joins  with  a  filament  from  the  nerve  of  Wrisberg.  It  then  pierces  the  fascia, 
and  supplies  the  skin  of  the  upper  half  of  the  inner  and  back  part  of  the  arm, 
communicating  with  the  internal  cutaneous  branch  of  the  musculo-spiral  nerve. 
The  size  of  this  nerve  is  in  inverse  proportion  to  the  size  of  the  other  cutaneous 
nerves,  especially  the  nerve  of  Wrisberg.  A  second  intercosto-humeral  nerve 
is  frequently  given  off  from  -the  third  intercostal.  It  supplies  filaments  to  the 
arm-pit  and  inner  side  of  the  arm. 

The  Lower  Intercostal  Nerves  (excepting  the  last)  have  the  same  arrangement 
as  the  upper  ones  as  far  as  the  anterior  extremities  of  the  intercostal  spaces, 
where  they  pass  behind  the  costal  cartilages,  and  between  the  Internal  oblique 
and  Transversalis  muscles,  to  the  sheath  of  the  Rectus,  which  they  perforate. 
They  supply  the  Rectus  muscle,  and  terminate  in  branches  which  become  subcu- 
taneous near  the  linea  alba.  These  branches,  which  are  named  the  anterior  cuta- 
neous nerves  of  the  abdomen,  supply  the  integument  of  the  front  of  the  belly :  they 
are  directed  outwards  as  far  as  the  lateral  cutaneous  nerves.  The  lower  inter- 
costal nerves  supply  the  Intercostal  and  Abdominal  muscles,  and,  about  the 
middle  of  their  course,  give  off  lateral  cutaneous  branches,  which  pierce  the 
External  intercostal  and  External  oblique  muscles,  and  are  distributed  to  the 
integument  of  the  abdomen,  the  anterior  branches  passing  nearly  as  far  for- 
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wards  as  the  margin  of  the  Bectus;  the  posterior  branches  passing  to  supply 
the  skin  over  the  Latissimus  dorsi,  where  they  join  the  dorsal  cutaneous  nerves. 

Peculiar  Dorsal  Nerves. 

1  First  dorsal  nerve.     Its  roots  of  origin  are  similar  to  those  of  a  cervical  nerve. 

I        Its  posterior  or  dorsal  branch  resembles,  in  its  mode  of  distribution,  the  dorsal 

branches  of  the  cervical  nerves.     Its  anterior  branch  enters  almost  wholly  into 

the  formation  of  the  brachial  plexus,  giving  off,  before  it  leaves  the  thorax,  a  small 

intercostal  branch,  which  runs  along  the  first  intercostal  space,  and  terminates 

on  the  front  of  the  chest,  by  forming  the  first  anterior  cutaneous  nerve  of  the 

thorax.     The  first  intercostal  nerve  gives  off  no  lateral  cutaneous  branch. 

I  The  last  dorsal  is  larger  than  the  other  dorsal  nerves.     Its  anterior  branch 

'        runs  along  the  lower  border  of  the  last  rib  in  front  of  the  Quadratus  lumborum, 

perforates  the  aponeurosis  of  the  Transversalis,  and  passes  forwards  between  it 

and  the  Internal  oblique,  to  be  distributed  in  the  same  manner  as  the  preceding 

nerves.     It  communicates  with  the  ilio-hypogastric  branch  of  the  lumbar  plexus, 

and  is  occasionally  connected  with  the  first  lumbar  nerve  by  a  slender  branch, 

the  dorsi-lumbar  nerve,  which  descends  in  the  substance  of  the  Quadratus 

lumborum. 

\  The  lateral  cutaneous  branch  of  the  last  dorsal  is  remarkable  for  its  large  size; 

'  it  perforates  the  Internal  and  External  oblique  muscles,  passes  downwards  over 

the  crest  of  the  ilium,  and  is  distributed  to  the  integument  of  the  front  of  the 

hip,  some  of  its  filaments  extending  as  low  down  as  the  trochanter  major. 

Lumbar  Nerves. 

The  Lumbar  Nerves  are  five  in  number  on  each  side;  the  first  appears  be- 
tween the  first  and  second  lumbar  vertebrae,  and  the  last  between  the  last  lum- 
bar and  the  base  of  the  sacrum. 

The  roots  of  the  lumbar  nerves  are  the  largest,  and  their  filaments  the  most 
numerous,  of  all  the  spinal  nerves,  and  they  are  closely  aggregated  together 
upon  the  lower  end  of  the  cord.  The  anterior  roots  are  the  smaller:  but  there 
is  not  the  same  disproportion  between  them  and  the  posterior  roots  as  in  the 
cervical  nerves.  The  roots  of  these  nerves  have  a  vertical  direction,  and  are  of 
considerable  length,  more  especially  the  lower  ones,  since  the  spinal  cord  does 
not  extend  beyond  the  first  lumbar  vertebra.  The  roots  become  joined  in  the 
intervertebral  foramina;  and  the  nerves,  so  formed,  divide  at  their  exit  into  two 
branches,  anterior  and  posterior. 

The  posterior  branches  of  the  lumbar  nerves  diminish  in  size  from  above  down- 
wards; they  pass  backwards  between  the  transverse  processes,  and  divide  into 
external  and  internal  branches. 

The  External  branches  supply  the  Erector  spin®  and  Intertransverse  muscles. 
From  the  three  upper  branches,  cutaneous  nerves  are  derived,  which  pierce  the 
Sacro-lumbalis  and  Latissimus  dorsi  muscles,  and  descend  over  the  back  part 
of  the  crest  of  the  ilium,  to  be  distributed  to  the  integument  of  the  gluteal 
region,  some  of  the  filaments  passing  as  far  as  the  trochanter  major. 

The  internal  branches,  the  smaller,  pass  inwards  close  to  the  articular  pro- 
cesses of  the  vertebrae,  and  supply  the  Multifidus  spinse  and  Interspinales 
muscles. 

The  anterior  branches  of  the  lumbar  nerves  increase  in  size  from  above  down- 
wards. At  their  origin,  they  communicate  with  the  lumbar  ganglia  of  the  sym- 
pathetic by  long  slender  filaments,  which  accompany  the  lumbar  arteries  round 
the  sides  of  the  bodies  of  the  vertebrae,  beneath  the  Psoas  muscle.  The  nerves 
pass  obliquely  outwards  behind  the  Psoas  magnus,  or  between  its  fasciculi,  dis- 
tributing filaments  to  it  and  the  Quadratus  lumborum.  The  anterior  branches 
of  the  four  upper  nerves  are  connected  together  in  this  situation  by  anastomotic 
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loops,  and  form  the  lumbar  plexus.  The  anterior  branch  of  the  fifth  lumbar, 
joined  with  a  branch  from  the  fourth,  descends  across  the  base  of  the  sacrum 
to  join  the  anterior  branch  of  the  first  sacral  nerve,  and  assist  in  the  formation 
of  the  sacral  plexus.  The  cord  resulting  from  the  union  of  these  two  nerves  is 
called  the  lumbosacral  nerve. 

Lumbar  Plexus. 

The  Lumbar  Plexus  is  formed  by  the  loops  of  communication  between  the  I 
anterior  branches  of  the  four  upper  lumbar  nerves.     The  plexus  is  narrow  I 
above,  and  occasionally  connected  with"  Tub  lasl  dorsal  by  a  slender  branch,  the 
dorsi-lumbar  nerve ;  "iris  broad  below,  where  it  is  joined  to  the  sacral  plexus  by 
the  lumbo-sacrnl  cord.     It  is  situated  in  the  substance  of  the  Psoas  muscle  near 
its  posterior  part,  in  front  of  the  transverse  processes  of  the  lumbar  vertebras. 

Fig.  385.— The  Lumbar  Plezns  and  its  Brandies. 


The  mode  in  which  the  plexus  is  formed  is  the  following:  The  first  lumbar 
nerve  gives  ofF  thejlio-hypogastric  and  ilio-inguinal  nerves,  amTTt  comimmi- 
curing  brancrr  to  The  second  lumbar  nerve.  The  second  gives  off  the  external 
cutaneous  and  gen i to- crural,  and  a  communicating  branch  to  the  third  nerve. 
Thr third  nerve  gives  a  descending  filament  to  the  fourth,  and  divides  into  two 
branches  which  assist  in  forming  the  anterior  crural  and  obturator  nerves; 
sometimes,  also,  it.  furnishes  a  part  of  the  acccssorv  obturator.  The  fourth 
nerve-  completes  the  formation  of  the  anterior  crural,  and  the  obturator,  and 
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gives  off  a  communicating  branch  to  the  fifth   lumbar;    sometimes  it  also 
furnishes  part  of  the  accessory  obturator. 
The  branches  of  the  lumbar  plexus  are  the 

Ilio-hypogastric.  Obturator. 

Ilio-inguinal.  Accessory  obturator. 

Genito-crural.  Anterior  crural. 
External  cutaneous. 

These  branches  may  be  divided  into  two  groups,  according  to  their  mode  of 
distribution.  One  group,  including  the  ilio-hypogastric,  ilio-inguinal,  and  part 
of  the  genito-crural  nerves,  supplies  the  lower  part  of  the  parietes  of  the  abdo- 
men; the  other  group,  which  includes  the  remaining  nerves,  supplies  the  fore- 
part of  the  thigh  and  inner  side  of  the  leg. 
H  The  Ilio-hypogastric  Nerve  {superior  musculo-cutaneous)  arises  from  the 
first  lumbarnerveT  TfpTerces  the  outer  border  of  the  Psoas  muscle  at  its 
upper  part,  and  crosses  obliquely  in  front  of  the  Quadratus  lumborum  to  the 
crest  of  the  ilium.  It  then  perforates  the  Transversalis  muscle  at  its  back  part, 
and  divides  between  it  and  the  Internal  oblique  into  two  branches,  iliac  and 
hypogastric. 
I  The  iliac  branch  pierces  the  Internal  and  External  oblique  muscles  imme- 
diately above  the  crest  of  the  ilium,  and  is  distributed  to  the  integument  of 
the  gluteal  region,  behind  the  lateral  cutaneous  branch  of  the  last  dorsal  nerve 
(Fig.  388).  The  size  of  this  nerve  bears  an  inverse  proportion  to  that  of  the 
cutaneous  branch  of  the  last  dorsal  nerve. 

The  hypogastric  branch  (Fig.  386)  continues  onwards  between  the  Internal 
oblique  and  Transversalis  muscles.  It  first  pierces  the  Internal  oblique,  and 
near  the  middle  line  perforates  the  External  oblique  above  the  external  abdomi- 
nal ring,  and  is  distributed  to  the  integument  covering  the  hypogastric  region. 

The  Ilio-Inguinal  Nerve  {inferior  mnsculo-cittaneous),  smaller  than  the 
preccdingparrses"*^ith  it  from  the  first  lumbar  nerve.  It  pierces  the  outer 
border  of  the  Psoas  just  below  the  ilio-hypogastric,  and,  passing  obliquely 
across  the  Quadratus  lumborum  and  Iliacus  muscles,  perforates  the  trans- 
versalis, near  the  fore  part  of  the  crest  of  the  ilium,  and  communicates  with 
the  Ilio-hypogastric  nerve  between  that  muscle  and  the  Internal  oblique.  The 
nerve  then  pierces  the  Internal  oblique,  distributing  filaments  to  it,  and,  accom- 
panying the  spermatic  cord,  escapes  at  the  external  abdominal  ring,  and  is 
distributed  to  the  integument  of  the  scrotum  and  upper  and  inner  part  of  the 
thigh  in  the  male,  and  to  the  labium  in  the  female.  The  size  of  this  nerve  is 
in  inverse  proportion  to  that  of  the  ilio-hypogastric.  Occasionally  it  is  very 
small,  and  ends  by  joining  the  ilio-hypogastric;  in  such  cases,  a  branch  from 
the  ilio-hypogastric  takes  the  place  of  the  ilio-inguinal,  or  the  latter  nerve  may 
be  altogether  absent. 

The  Genito-crural  Nerve  arises  from  the  second  lumbar,  and  by  a  few 
I  1  fibres  frorrTlbe  cord '  of  twmmunication  between  it  and  the  first.  It  passes 
obliquely  through  the  substance  of  the  Psoas,  descends  on  its  surface  to  near 
Poupart's  ligament,  and  divides  into  a  genital  and  a  crural  branch. 
I  Tne  genital  branch  descends  on  the  external  iliac  artery,  sending  a  few  fila- 
ments round  that  vessel ;  it  then  pierces  the  fascia  transversalis,  and,  passing 
through  the  internal  abdominal  ring,  descends  along  the  back  part  of  the 
spermatic  cord  to  the  scrotum,  and  supplies,  in  the  male,  the  Cremaster  muscle. 
In  the  female,  it  accompanies  the  round  ligament,  and  is  lost  upon  it. 

The  crural  branch  passes  along  the  inner  margin  of  the  Psoas  muscle,  beneath 
Poupart's  ligament,  into  the  thigh,  where  it  pierces  the  fascia  lata,  and  is  distri- 
buted to  the  integument  of  the  upper  and  anterior  aspect  of  the  thigh,  communi- 
cating with  the  middle  cutaneous  nerve. 

A  few  filaments  from  this  nerve  may  be  traced  on  to  the  femoral  artery : 
they  are  derived  from  the  nerve  as  it  passes  beneath  Poupart's  ligament. 
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Fig.  386.— Cn  lan con s  Nerves  of  Lower 
Extremity.    Front  View. 
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The  External  Cutaneous  Nerve  arises  from  the  second  lumbar,  or  from 
tlie  loop  between  tt  and  th6  third.  It  perforates  the  outer  border  of  the  Psoas 
muscle  about  its  middle,  and  crosses  the  Iliacus  muscle  obliquely,  to  the  notch 
immediately  beneath  the  anterior  superior  spine  of  the  ilium,  where  it  passes 
beneath  Poupart's  ligament  into  the  thigh,  and  divides  into  two  branches  of 
nearly  equal  size. 

The  anterior  branch  descends  in  an  aponeurotic  canal  formed  in  the  fascia 
lata,  becomes  superficial  about  four  inches  below  Poupart's  ligament,  and 
divides  into  branches,  which  are  distributed  to  the  integument  along  the  ante- 
rior and  outer  part  of  the  thigh,  as  far  down  as  the  knee.  This  nerve  occasion- 
ally communicates  with  the  long  saphenous  nerve. 
« I  The  posterior  branch  pierces  the  fascia  lata,  and  subdivides  into  branches 
which  pass  across  the  outer  and  posterior  surface  of  the  thigh,  supplying  the 
integument  as  far  as  the  middle  of  the  thigh. 

The  Obturator  Nerve  supplies  the  Obturator  externus  and  Adductor 
muscles  of  thtf  Ttligli,  the  articulations  of  the  hip  and  knee,  and  occasionally  the 
integument  of  the  thigh  and  leg.  It  arises  by  two  branches;  one  from  the 
third,  the  other  from  the  fourth  lumbar  nerve.  It  descends  through  the  inner 
fibres  of  the  Psoas  muscle,  and  emerges  from  its  inner  border  near  the  brim  of 
the  pelvis;  it  then  runs  along  the  lateral  wall  of  the  pelvis,  above  the  obturator 
vessels,  to  the  upper  part  of  the  obturator  foramen,  where  it  enters  the  thigh, 
and  divides  into  an  anterior  and  a  posterior  branch  separated  by  the  Adductor 
brevis  muscle. 

The  anterior  branch  (Fig.  387)  passes  down  in  front  of  the  Adductor  brevis, 
being  covered  by  the  Pectineus  and  Adductor  longus ;  and  at  the  lower  border 
of  the  latter  muscle,  communicates  with  the  internal  cutaneous  and  internal 
saphenous  nerves,  forming  a  kind  of  plexus.  It  .then  descends  upon  the  femoral 
artery,  upon  which  it  is  finally  distributed. 

This  nerve,  near  the  obturator  foramen,  gives  off  an  articular  branch  to  the 
hip-joint.  Behind  the  Pectineus,  it  distributes  muFcular  branches  to  the  Ad- 
ductor longus  and  Gracilis,- and  occasionally  to  the  Adductor  brevis  and  Pecti- 
neus, and  receives  a  communicating  branch  from  the  accessory  obturator  nerve. 
Occasionally  this  communicating  branch  is  continued  down,  as  a  cutaneous 
branch,  to  the  thigh  and  leg.  This  occasional  cutaneous  branch  emerges  from 
the  lower  border  of  the  Adductor  longus,  descends  along  the  posterior  margin 
of  the  Sartorius  to  the  inner  side  of  the  knee,  where  it  pierces  the  deep  fascia, 
communicates  with  the  long  saphenous  nerve,  and  is  distributed  to  the  integu- 
ment of  the  inner  side  of  the  leg,  as  low  down  as  its  middle.  When  the  branch 
is  small,  its  place  is  supplied  by  the  internal  cutaneous  nerve. 

The  posterior  branch  of  the  obturator  nerve  pierces  the  Obturator  externus, 
and  passes  behind  the  Adductor  brevis  to  the  front  of  the  Adductor  magnum 
where  it  divides  into  numerous  muscular  branches,  which  supply  the  Obturator 
externus,  the  Adductor  magnus,  and  occasionally  the  Adductor  brevis. 

The  articular  branch  for  the  knee-joint  perforates  the  lower  part  of  the  Ad- 
ductor magnus,  and  enters  the  popliteal  space ;  it  then  descends  upon  the  pop- 
liteal artery,  as  far  as  the  back  part  of  the  knee-joint,  where  it  perforates  the 
posterior  ligament,  and  is  distributed  to  the  synovial  membrane.     It  gives  fila- 
i       ments  to  the  artery  in  its  course. 

I  The  Accessory  Qjitueator  Nerve  (Fig.  385)  is  of  small  size,  and  arises 

either  from  the  obturator  nerve  near  its  origin,  or  by  separate  filameuts  from 
the  third  and  fourth  lumbar  nerves.  It  descends  along  the  inner  border  of  the 
Psoas  muscle,  crosses  the  body  of  the  pubes,  and  passes  beneath  the  Pectineus 
muscle,  where  it  divides  into  numerous  branches.  One  of  these  supplies  the 
Pectineus,  penetrating  its  under  surface;  another  is  distributed  to  the  hip- 
joint  ;  while  a  third  communicates  with  the  anterior  branch  of  the  obturator 
nerve.  This  branch,  when  of  larpe  size,  is  prolonged  (as  already  mentioned),^  a 
cutaneous  branch,  to  the  leg.    The  accessory  obturator  nerve  is  not  constantly 
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found ;  when  absent,  the  hip-joint  receives  branches  from  the  obturator  nerve. 
Occasionally  it  is  very  small,  and  becomes  lost  in  the  capsule  of  the  hip-joint. 

The  Anterior  Qttpat  atppto  (Figs.  385,  387)  is  the  largest  branch  of  the  I  J 
lumbar  plexus.  It  supplies  muscular  branches  to  the  Iliacus,  Pectineus,  and  all 
the  muscles  on  the  front  of  the  thigh,  excepting  the  Tensor  vaginae  femoris ; 
cutaneous  filaments  to  the  front  and  inner  side  of  the  thigh,  and  to  the  leg  and 
foot ;  and  articular  branches  to  the  knee.  It  arises  from  the  third  and  fourth 
lumbar  nerves,  recciviug  also  a  fasciculus  from  the  second.  It  descends  through 
the  fibres  of  the  Psoas  muscle,  emerging  from  it  at  the  lower  part  of  its  outer 
border ;  and  passes  down  between  it  and  the  Iliacus,  and  beneath  Poupart's 
ligament,  into  the  thigh,  where  it  becomes  somewhat  flattened,  and  divides  into 
an  anterior  or  cutaneous,  and  a  posterior  or  muscular  part.  Beneath  Poupart's 
ligament,  it  is  separated  from  the  femoral  artery  by  the  Psoas  muscle,  and  lies 
beneath  the  iliac  fascia. 

Within  the  pelvis,  the  anterior  crural  nerve  gives  off  from  its  outer  side  some 
small  branches  to  the  Iliacus,  and  a  branch  to  the  femoral  artery,  which  is  dis- 
tributed upon  the  upper  part  of  that  vessel.  The  origin  of  this  branch  varies ; 
it  occasionally  arises  higher  than  usual,  or  it  may  arise  lower  down  in  the  thigh. 

External  to  the  pelvis,  the  following  branches  are  given  off : — 

From  the  Anterior  Division.  From  the  Posterior  Division. 

Middle  cutaneous.  Muscular. 

Internal  cutaneous.  Articular. 

Long  saphenous. 

The  middle  cutaneous  nerve  (Fig.  386)  pierces  the  fascia  lata  (occasionally  the  |\ 
Sartorius  also)  about  three  inches  below  Poupart's  ligament,  and  divides  into 
two  branches,  which  descend  in  immediate  proximity  along  the  fore  part  of  the 
thigh,  distributing  numerous  branches  to  the  integument  as  low  as  the  front 
of  the  knee,  where  the  middle  cutaneous  communicates  with  a  branch  of  the 
internal  saphenous  nerve.  Its  outer  branch  communicates,  above,  with  the 
crural  branch  of  the  genito-crural  nerve ;  and  the  inner  branch  with  the  internal 
cutaneous  nerve  below.  The  Sartorius  muscle  is  supplied  by  this  or  the  follow- 
ing nerve. 

The  internal  cutaneous  nerve  passes  obliquely  across  the  upper  part  of  the     ij 
sheath  of  the  femoral  artery,  and  divides  in  front,  or  at  the  inner  side  of  that     ' 
vessel,  into  two  branches,  anterior  and  internal. 

The  anterior  branch  perforates  the  fascia  lata  at  the  lower  third  of  the  thigh, 
and  divides  into  two  branches,  one  of  which  supplies  the  integument  as  low 
down  as  the  inner  side  of  the  knee ;  the  other  crosses  the  patella  to  the  outer 
side  of  the  joint,  communicating  in  its  course  with  the  long  saphenous  nerve. 
A  cutaneous  filament  is  occasionally  given  off  from  this  nerve,  which  accom- 
panies the  long  saphenous  vein;  and  it  sometimes  communicates  with  the 
internal  branch  of  the  nerve. 

The  inner  branch  descends  along  the  posterior  border  of  the  Sartorius  muscle 
to  the  knee,  where  it  pierces  the  fascia  lata,  communicates  with  the  long  saphe- 
nous nerve,  and  gives  off  several  cutaneous  branches.  The  nerve  then  passes 
down  the  inner  side  of  the  leg,  to  the  integument  of  which  it  is  distributed. 
This  nerve,  beneath  the  fascia  lata,  joins  in  a  plexiform  network,  by  uniting 
with  branches  of  the  long  saphenous  and  obturator  nerves  (Fig.  387).  When 
the  communicating  branch  from  the  latter  nerve  is  large,  and  continued  to  the 
integument  of  the  leg,  the  inner  branch  of  the  internal  cutaneous  is  small,  and 
terminates  at  the  plexus,  occasionally  giving  oft*  a  few  cutaneous  filaments. 

This  nerve,  before  subdividing,  gives  off  a  few  filaments,  which  pierce  the 
fascia  lata,  to  supply  the  integument  of  the  inner  side  of  the  thigh,  accom- 
panying the  long  saphenous  vein.  One  of  these  filaments  passes  through  the 
saphenous  opening ;  a  second  becomes  subcutaneous  about  the  middle  of  the 
thigh ;  and  a  third  pierces  the  fascia  at  its  lower  third. 
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The  External  Cutaneous  Nerve  arises  from  the  second  lumbar,  or  from 
the  loop  between  ix  and  the  third.  It  perforates  the  outer  border  of  the  Psoas 
muscle  about  its  middle,  and  crosses  the  Iliacus  muscle  obliquely,  to  the  notch 
immediately  beneath  the  anterior  superior  spine  of  the  ilium,  where  it  passes 
beneath  Poupart's  ligament  into  the  thigh,  and  divides  into  two  branches  of 
nearly  equal  size. 

The  anterior  branch  descends  in  an  aponeurotic  canal  formed  in  the  fascia 
lata,  becomes  superficial  about  four  inches  below  Poupart's  ligament,  and 
divides  into  branches,  which  are  distributed  to  the  integument  along  the  ante- 
rior and  outer  part  of  the  thigh,  as  far  down  as  the  knee.  This  nerve  occasion- 
ally communicates  with  the  long  saphenous  nerve. 
il  The  posterior  branch  pierces  the  fascia  lata,  and  subdivides  into  branches 
■  which  pass  across  the  outer  and  posterior  surface  of  the  thigh,  supplying  the 
integument  as  far  as  the  middle  of  the  thigh. 

The  Obturator  Nerve  supplies  the  Obturator  externus  and  Adductor 
muscles  of  "thff'tnlgh,  the  articulations  of  the  hip  and  knee,  and  occasionally  the 
integument  of  the  thigh  and  leg.  It  arises  by  two  branches;  one  from  the 
third,  the  other  from  the  fourth  lumbar  nerve.  It  descends  through  the  inner 
fibres  of  the  Psoas  muscle,  and  emerges  from  its  inner  border  near  the  brim  of 
the  pelvis;  it  then  runs  along  the  lateral  wall  of  the  pelvis,  above  the  obturator 
vessels,  to  the  upper  part  of  the  obturator  foramen,  where  it  enters  the  thigh, 
and  divides  into  an  anterior  and  a  posterior  branch  separated  by  the  Adductor 
brevis  muscle. 

The  anterior  branch  (Fig.  387)  passes  down  in  front  of  the  Adductor  brevis, 
being  covered  by  the  Pectineus  and  Adductor  longus ;  and  at  the  lower  border 
of  the  latter  muscle,  communicates  with  the  internal  cutaneous  and  internal 
saphenous  nerves,  forming  a  kind  of  plexus.  It  .then  descends  upon  the  femoral 
artery,  upon  which  it  is  finally  distributed. 

This  nerve,  near  the  obturator  foramen,  gives  off  an  articular  branch  to  the 
.  hip-joint.     Behind  the  Pectineus,  it  distributes  muscular  branches  to  the  Ad- 
ductor longus  and  Gracilis,- and  occasionally  to  the  Adductor  brevis  and  Pecti- 
neus, and  receives  a  communicating  branch  from  the  accessory  obturator  nerve. 

Occasionally  this  communicating  branch  is  continued  down,  as  a  cutaneous 
branch,  to  the  thigh  and  leg.  This  occasional  cutaneous  branch  emerges  from 
the  lower  border  of  the  Adductor  longus,  descends  along  the  posterior  margin 
of  the  Sartorius  to  the  inner  side  of  the  knee,  where  it  pierces  the  deep  fascia, 
communicates  with  the  long  saphenous  nerve,  and  is  distributed  to  the  integu- 
ment of  the  inner  side  of  the  leg,  as  low  down  as  its  middle.  When  the  branch 
is  small,  its  place  is  supplied  by  the  internal  cutaneous  nerve. 

The  posterior  branch  of  the  obturator  nerve  pierces  the  Obtjirator  externus, 
and  passes  behind  the  Adductor  brevis  to  the  front  of  the  Adductor  magnus, 
where  it  divides  into  numerous  muscular  branches,  which  supply  the  Obturator 
externus,  the  Adductor  magnus,  and  occasionally  the  Adductor  brevis. 

The  articular  branch  for  the  knee-joint  perforates  the  lower  part  of  the  Ad- 
ductor magnus,  and  enters  the  popliteal  space ;  it  then  descends  upon  the  pop- 
liteal artery,  as  far  as  the  back  part  of  the  knee-joint,  where  it  perforates  the 
posterior  ligament,  and  is  distributed  to  the  synovial  membrane.  It  gives  fila- 
ments to  the  artery  in  its  course. 

The  Accessory  Obturator  Nerve  (Fig.  385)  is  of  small  size,  and  arises 
either  from  the  obturator  nerve  near  its  origin,  or  by  separate  filaments  from 
the  third  and  fourth  lumbar  nerves.  It  descends  along  the  inner  border  of  the 
Psoas  muscle,  crosses  the  body  of  the  pubes,  and  passes  beneath  the  Pectineus 
muscle,  where  it  divides  into  numerous  branches.  One  of  these  supplies  the 
Pectineus,  penetrating  its  under  surface;  another  is  distributed  to  the  hip- 
joint;  while  a  third  communicates  with  the  anterior  branch  of  the  obturator 
nerve.  This  branch,  when  of  large  size,  is  prolonged  (as  already  mentioned),  as  a 
cutaneous  branch,  to  the  leg.    The  accessory  obturator  nerve  is  not  constantly 
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found ;  when  absent,  the  hip-joint  receives  branches  from  the  obturator  nerve. 
Occasionally  it  is  very  small,  and  becomes  lost  in  the  capsule  of  the  hip-joint. 

The  Anterior  Cpttpat  Nppvp  (Figs.  385,  387)  is  the  largest  branch  of  the  I  ( 
lumbar  "plexus.  It  supplies  muscular  branches  to  the  Iliacus,  Pectineus,  and  all 
the  muscles  on  the  front  of  the  thigh,  excepting  the  Tensor  vaginae  femoris ; 
cutaneous  filaments  to  the  front  and  inner  side  of  the  thigh,  and  to  the  leg  and 
foot ;  and  articular  branches  to  the  knee.  It  arises  from  the  third  and  fourth 
lumbar  nerves,  receiving  also  a  fasciculus  from  the  second.  It  descends  through 
the  fibres  of  the  Psoas  muscle,  emerging  from  it  at  the  lower  part  of  its  outer 
border ;  and  passes  down  between  it  and  the  Iliacus,  and  beneath  Poupart's 
ligament,  into  the  thigh,  where  it  becomes  somewhat  flattened,  and  divides  into 
an  anterior  or  cutaneous,  and  a  posterior  or  muscular  part.  Beneath  Poupart's 
ligament,  it  is  separated  from  the  femoral  artery  by  the  Psoas  muscle,  and  lies 
beneath  the  iliac  fascia. 

Within  the  pelvis,  the  anterior  crural  nerve  gives  off  from  its  outer  side  some 
small  branches  to  the  Iliacus,  and  a  branch  to  the  femoral  artery,  which  is  dis- 
tributed upon  the  upper  part  of  that  vessel.  The  origin  of  this  branch  varies ; 
it  occasionally  arises  higher  than  usual,  or  it  may  arise  lower  down  in  the  thigh. 

External  to  the  pelvis,  the  following  branches  are  given  off: — 

From  the  Anterior  Division.  From  the  Posterior  Division. 

Middle  cutaneous.  Muscular. 

Internal  cutaneous.  Articular. 

Long  saphenous. 

The  middle  cutaneous  nerve  (Fig.  386)  pierces  the  fascia  lata  (occasionally  the  |\ 
Sartorius  also)  about  three  inches  below  Poupart's  ligament,  and  divides  into 
two  branches,  which  descend  in  immediate  proximity  along  the  fore  part  of  the 
thigh,  distributing  numerous  branches  to  the  integument  as  low  as  the  front 
of  the  knee,  where  the  middle  cutaneous  communicates  with  a  branch  of  the 
internal  saphenous  nerve.  Its  outer  branch  communicates,  above,  with  the 
crural  branch  of  the  genito-crural  nerve ;  and  the  inner  branch  with  the  internal 
cutaneous  nerve  below.  The  Sartorius  muscle  is  supplied  by  this  or  the  follow- 
ing nerve. 

The  internal  cutaneous  nerve  passes  obliquely  across  the  upper  part  of  the     i. 
sheath  of  the  femoral  artery,  and  divides  in  front,  or  at  the  inner  side  of  that     ' 
vessel,  into  two  branches,  anterior  and  internal. 

The  anterior  branch  perforates  the  fascia  lata  at  the  lower  third  of  the  thigh, 
and  divides  into  two  branches,  one  of  which  supplies  the  integument  as  low 
down  as  the  inner  side  of  the  knee ;  the  other  crosses  the  patella  to  the  outer 
side  of  the  joint,  communicating  in  its  course  with  the  long  saphenous  nerve. 
A  cutaneous  filament  is  occasionally  given  off  from  this  nerve,  which  accom- 
panies the  long  saphenous  vein;  and  it  sometimes  communicates  with  the 
internal  branch  of  the  nerve. 

The  inner  branch  descends  along  the  posterior  border  of  the  Sartorius  muscle 
to  the  knee,  where  it  pierces  the  fascia  lata,  communicates  with  the  long  saphe- 
nous nerve,  and  gives  off  several  cutaneous  branches.  The  nerve  then  passes 
down  the  inner  side  of  the  leg,  to  the  integument  of  which  it  is  distributed. 
This  nerve,  beneath  the  fascia  lata,  joins  in  a  plexiform  network,  by  uniting 
with  branches  of  the  long  saphenous  and  obturator  nerves  (Fig.  387).  When 
the  communicating  branch  from  the  latter  nerve  is  large,  and  continued  to  the 
integument  of  the  leg,  the  inner  branch  of  the  internal  cutaneous  is  small,  and 
terminates  at  the  plexus,  occasionally  giving  off  a  few  cutaneous  filaments. 

This  nerve,  before  subdividing,  gives  oft*  a  few  filaments,  which  pierce  the 
fascia  lata,  to  supply  the  integument  of  the  inner  side  of  the  thigh,  accom- 
panying the  long  saphenous  vein.  One  of  these  filaments  passes  through  the 
saphenous  opening ;  a  second  becomes  subcutaneous  about  the  middle  of  the 
thigh ;  and  a  third  pierces  the  fascia  at  its  lower  third. 
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The  long,  or  internal  saphenous  nerve,  is  the  largest  of  the  cutaneous  branches 
I J  of  the  anterior  crural.  It  approaches  the  femoral  artery  where  this  vessel 
passes  beneath  the  Sartorius,  and  lies  on  its  outer  side,  beneath  the  aponeurotic 
covering,  as  far  as  the  opening  in  the  lower  part  of  the  Adductor  magnus.  It 
then  quits  the  artery,  and  descends  vertically  along  the  inner  side  of  the  knee, 
beneath  the  Sartorius,  pierces  the  deep  fascia  between  the  tendons  of  the 
Sartorius  and  Gracilis,  and  becomes  subcutaneous.  The  nerve  then  passes 
along  the  inner  side  of  the  leg,  accompanied  by  the  internal  saphenous  vein, 
descends  behind  the  internal  border  of  the  tibia,  and,  at  the  lower  third  of  the 
leg,  divides  into  two  branches :  one  continues  its  course  along  the  margin  of 
the  tibia,  terminating  at  the  inner  ankle;  the  other  passes  in  front  of  the  ankle, 
and  is  distributed  to  the  integument  along  the  inner  side  of  the  foot,  as  far  as 
the  great  toe. 

Branches.  The  long  saphenous  nerve,  about  the  middle  of  the  thigh,  gives  off 
a  communicating  branch,  which  joins  the  plexus  formed  by  the  obturator  and 
internal  cutaneous  nerves. 

At  the  inner  side  of  the  knee,  it  gives  off  a  large  branch  (n.  cutaneus  patellae), 
which  pierces  the  Sartorius  and  fascia  lata,  and  is  distributed  to  the  integument 
in  front  of  the  patella.  This  nerve  communicates  above  the  knee  with  the 
anterior  branch  of  the  internal  cutaneous;  below  the  knee,  with  other  branches 
of  the  long  saphenous;  and,  on  the  outer  side  of  the  joint,  with  branches  of  the 
middle  and  external  cutaneous  nerves,  forming  a  plexiform  network,  the  plexus 
patellae.  The  cutaneous  nerve  of  the  patella  is  occasionally  small,  and  terminates 
by  joining  the  internal  cutaneous,  which  supplies  its  place  in  front  of  the  knee. 

Below  the  knee,  the  branches  of  the  long  saphenous  nerve  are  distributed  to 
the  integument  of  the  front  and  inner  side  of  the  leg,  communicating  with  the 
cutaneous  branches  from  the  internal  cutaneous,  or  obturator  nerve. 
1  The  Deep  Group  of  branches  of  the  anterior  crural  nerve  are  muscular  and 

)        articular. 

The  muscular  branches  supply  the  Pectineus  and  all  the  muscles  on  the  front 
of  the  thigh  except  the  Tensor  vaginae  femoris,  which  is  supplied  from  the 
superior  gluteal  nerve,  and  the  Sartorius,  which  is  supplied  by  filaments  from 
the  middle  or  internal  cutaneous  nerves. 

The  branches  to  the  Pectineus,  usually  two  in  number,  pass  inwards  behind 
the  femoral  vessels,  and  enter  the  muscle  on  its  anterior  surface. 

The  branch  to  the  Bectus  muscle  enters  its  under  surface  high  up. 

The  branch  to  the  Vastus  externum,  of  large  size,  follows  the  course  of  the 
descending  branch  of  the  external  circumflex  artery,  to  the  lower  part  of  the 
muscle.     It  gives  off  an  articular  filament. 

The  branches  to  the  Vastus  intemus  and  Crureus  enter  the  middle  of  those 
muscles. 

The  articular  branches,  two  in  number,  supply  the  knee-joint.  One,  a  long 
slender  filament,  is  derived  from  the  nerve  to  the  Vastus  externus.  It  pene- 
trates the  capsular  ligament  of  the  joint  on  its  anterior  aspect.  The  other  is 
derived  from  the  nerve  to  the  Vastus  internus.  It  descends  along  the  internal 
intermuscular  septum,  accompanying  the  deep  branch  of  the  anastomotica 
magna  artery,  pierces  the  capsular  ligament  of  the  joint  on  its  inner  side,  and 
supplies  the  synovial  membrane. 

The  Sacral  and  Coccygeal  Nerves. 

The  sacral  nerves  are  five  in  number  on  each  side.  The  four  upper  ones  pass 
from  the  sacral  canal,  through  the  sacral  foramina;  the  fifth  through  the 
foramen  between  the  sacrum  and  coccyx. 

The  roots  of  origin  of  the  upper  sacral  (and  lumbar)  nerves  are  the  largest  of 
i    all  the  spinal  nerves;  whilst  those  of  the  lowest  sacral  and  coccygeal  nerves  are 
the  smallest. 
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The  roots  of  these  nerves  are  of  very  considerable  length,  being  longer  than 
those  of  any  of  the  other  spinal  nerves;  on  account  of  the  spinal  cord  not 
extending  beyond  the  first  lumbar  vertebra.  From  their  great  length,  and  the 
appearance  they  present  in  connection  with  the  spinal  canal,  the  roots  of  origin 
of  these  nerves  are  called  collectively  the  cauda  equina.  Each  sacral  and 
coccygeal  nerve  divides  into  two  branches,  anterior  and  posterior. 

The  posterior  sacral  nerves  are  small,  diminish  in  size  from  above  downwards, 
and  emerge,  except  the  last,  from  the  sacral  canal  by  the  posterior  sacral 
foramina. 

The  three  upper  ones  are  covered,  at  their  exit  from  the  sacral  canal,  by  the 
Multifidus  spinas,  and  divide  into  external  and  internal  branches. 

The  internal  branches  are  small,  and  supply  the  Multifidus  spinas. 

The  external  branches  communicate  with  one  another,  and  with  the  last  lumbar 
and  fourth  sacral  nerves,  by  means  of  anastomosing  loops.  These  branches  pass 
outwards,  to  the  outer  surface  of  the  great  sacro-sciatic  ligament,  where  they 
form  a  second  series  of  loops  beneath  the  Gluteus  maximus.  Cutaneous  branches 
from  this  second  series  of  loops,  usually  three  in  number,  pierce  the  Gluteus 
maximus :  one  near  the  posterior  inferior  spine  of  the  ilium ;  another  opposite 
the  end  of  the  sacrum;  and  the  third,  midway  between  the  other  two.  They 
supply  the  integument  over  the  posterior  part  of  the  gluteal  region. 

The  two  lower  posterior  sacral  nerves  are  situated  below  the  Multifidus  spinas. 
They  are  of  small  size,  and  join  with  each  other,  and  with  the  coccygeal  nerve, 
so  as  to  form  loops  on  the  back  of  the  sacrum,  filaments  from  which  supply  the 
integument  over  the  coccyx. 

The  coccygeal  nerve  divides  into  its  anterior  and  posterior  branch  in  the  spinal 
canal.  The  posterior  branch  is  the  smaller.  It  receives,  as  Already  mentioned, 
a  communicating  branch  from  the  last  sacral,  and  is  lost  in  the  fibrous  structure 
on  the  back  of  the  coccyx. 

The  anterior  sacral  nerves  diminish  in  size  from  above  downwards.  The  four 
upper  ones  emerge  from  the  anterior  sacral  foramina :  the  anterior  branch  of  the 
fifth,  together  with  the  coccygeal  nerve  between  the  sacrum  and  the  coccyx. 
All  the  anterior  sacral  nerves  communicate  with  the  sacral  ganglia  of  the  sym- 
pathetic, at  their  exit  from  the  sacral  foramina.  The  first  nerve,  of  large  size, 
unites  with  the  lumbo-sacral  nerve.  The  second  equals  in  size  the  preceding, 
with  which  it  joins.  The  third,  about  one-fourth  the  size  of  the  second,  unites 
with  the  preceding  nerves,  to  form  the  sacral  plexus. 

The  fourth  anterior  sacral  nerve  sends  a  branch  to  join  the  sacral  plexus.  The 
remaining  portion  of  the  nerve  divides  into  visceral  and  muscular  branches :  and 
a  communicating  filament  descends  to  join  the  fifth  sacral  nerve.  The  visceral 
branches  are  distributed  to  the  viscera  of  the  pelvis,  communicating  with  the 
sympathetic  nerve.  These  branches  ascend  upon  the  rectum  and  bladder :  in 
the  female,  upon  the  vagina  and  bladder,  communicating  with  branches  of  the 
sympathetic  to  form  the  hypogastric  plexus.  The  muscular  branches  are  dis- 
tributed to  the  Levator  ani,  Coccygeus,  and  Sphincter  ani.  Cutaneous  filaments 
arise  from  the  latter  branch,  which  supply  the  integument  between  the  anus  and 
coccyx. 

The  fifth  anterior  sacral  nerve,  after  passing  from  the  lower  end  of  the  sacral 
canal,  pierces  the  Coccygeus  muscle,  and  descends  upon  its  anterior  surface  to 
the  tip  of  the  coccyx,  where  it  perforates  that  muscle,  to  be  distributed  to  the 
integument  over  the  back  part  and  sides  of  the  coccyx.  This  nerve  communi- 
cates above  with  the  fourth  sacral,  and  below  with  the  coccygeal  nerve,  and  sup- 
plies the  Coccygeus  muscle. 

The  anterior  branch  of  the  coccygeal  nerve  is  a  delicate  filament  which  escapes 
at  the  termination  of  the  sacral  canal.     It  pierces  the  sacro-sciatic  ligament  and 
Coccygeus  muscle,  is  joined  by  a  branch  from  the  fifth  anterior  sacral,  and  be- 
comes lost  in  the  integument  at  the  back  part  and  side  of  the  coccyx. 
44 
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Sacral  Plexus. 

The  Sacral  Plexus  is  formed  by  the  lumbo-sacral,  the  anterior  branches  of 
the  three  upper  sacral  nerves,  and  part  of  that  of  the  fourth.  These  nerves  pro- 
ceed in  different  directions  ;  the  upper  ones  obliquely  downwards  and  outwards, 
the  lower  one  nearly  horizontally,  and  they  all  unite  into  a  single,  broad,  flat 
cord.  The  sacral  plexus  is  triangular  in  form,  its  base  corresponding  with  the 
exit  of  the  nerves  from  the  sacrum,  its  apex  with  the  lower  part  of  the  great 
sacro-sciatic  foramen.  It  rests  upon  the  anterior  surface  of  the  Pyriformis,  and 
is  covered  in  front  by  the  pelvic  fascia,  which  separates  it  from  the  sciatic  and 
pudic  branches  of  the  internal  iliac  artery,  and  from  the  viscera  of  the  pelvis. 

The  branches  of  the  sacral  plexus  are : — 

Muscular.  Podia 

Superior  gluteal.  Small  sciatic. 

Great  sciatic. 

The  muscular  branches  supply  the  Pyriformis,  Obturator  internus,  the  two 
Gemelli,  and  the  Quadratus  femoris.  The  branch  to  the  Pyriformis  arises  either 
from  the  plexus,  or  from  the  upper  sacral  nerves :  the  branch  to  the  Obturator 
internus  arises  at  the  junction  of  the  lumbo-sacral  and  first  sacral  nerves;  it 
crosses  behind  the  spine  of  the  ischium,  and  passes  through  the  lesser  sacro- 
sciatic  foramen  to  the  inner  surface  of  the  Obturator  internus ;  the  branch  to 
the  Gemellus  superior  arises  from  the  lower  part  of  the  plexus,  near  the  pudic 
nerve;  the  small  branch  to  the  Gemellus  inferior  and  Quadratus  femoris  also 
arises  from  the  lower  part  of  the  plexus:  it  passes  beneath  the  Gemelli  and 
tendon  of  the  Obturator  internus,  and  supplies  an  articular  branch  to  the  hip- 
joint.  This  branch  is  occasionally  derived  from  the  upper  part  of  the  great 
sciatic  nerve. 

The  Superior  Gluteal  Nerve  (Fig.  389)  arises  from  the  back  part  of  the 
lumbo-sacral ;  it  passes  from  the  pelvis  through  the  great  sacro-sciatic  foramen 
above  the  Pyriformis  muscle,  accompanied  by  the  gluteal  vessels,  and  divides 
into  a  superior  and  an  inferior  branch. 

The  superior  branch  follows  the  line  of  origin  of  the  Gluteus  minimus,  and 
supplies  it  and  the  Gluteus  medius. 

The  inferior  branch  crosses  obliquely  between  the  Gluteus  minimus  and  medius, 
distributing  filaments  to  both  these  muscles,  and  terminates  in  the  Tensor  vagiua* 
femoris,  extending  nearly  to  its  lower  end. 

The  Pudic  Nerve  arises  from  the  lower  part  of  the  sacral  plexus,  and  leaves 
the  pelvis,  through  the  great  sacro-sciatic  foramen,  below  the  Pyriformis.  It 
then  crosses  the  spine  of  the  ischium,  and  re-enters  the  pelvis  through  the  lesser 
sacro-sciatic  foramen.  It  accompanies  the  pudic  vessels  upwards  and  forwards 
along  the  outer  wall  of  the  ischio-rectal  fossa,  being  covered  by  the  obturator 
fascia,  and  divides  into  two  terminal  branches,  the  perineal  nerve  and  the  dorsal 
nerve  of  the  penis.     Near  its  origin,  it  gives  off  the  inferior  hemorrhoidal  nerve. 

The  inferior  hemorrhoidal  nerve  is  occasionally  derived  from  the  sacral 
plexus.  It  passes  across  the  ischio-rectal  fossa,  with  its  accompanying  vessels, 
towards  the  lower  end  of  the  rectum,  and  is  distributed  to  the  External  sphincter 
and  the  integument  round  the  anus.  Branches  of  this  nerve  communicate  with 
the  inferior  pudendal  and  superficial  perineal  nerves  on  the  inner  margin  of  the 
thigh. 

The  perineal  nerve,  the  inferior  and  larger  of  the  two  terminal  branches  of  the 
pudic,  is  situated  below  the  pudic  artery.  It  accompanies  the  superficial  peri- 
neal artery  in  the  perineum,  dividing  into  cutaneous  and  muscular  branches. 

The  cutaneous  branches  (superficial  perineal)  are  two  in  number,  posterior 
and  anterior.  The  posterior  branch  passes  to  the  back  part  of  the  ischio-rectal 
fossa,  distributing  filaments  to  the  Sphincter  ani  and  integument  in  front  of  the 
anus,  which  communicate  with  the  inferior  hemorrhoidal  nerve ;  it  then  passes 
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Fig.  3B8.— CuUtieonB  Nerves  of  Lower  Fig.  389.— Nerves  of  the  Lower  Extremity. 

Extremity.     Posterior  View.  Posterior  View. 
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forwards,  with  the  anterior  branch,  to  the  back  of  the  scrotum,  communicating 
with  the  anterior  branch  and  with  the  inferior  pudendal.  The  anterior  branch 
passes  to  the  fore  part  of  the  ischio-rectal  fossa,  in  front  of  the  preceding,  and 
accompanies  it  to  the  scrotum  and  under  part  of  the  penis.  This  branch  gives 
one  or  two  filaments  to  the  Levator  ani. 

The  muscular  branches  are  distributed  to  the  Transversus  perinei,  Accelerator 
urinaB,  Erector  penis,  and  Compressor  urethrae.  The  nerve  of  the  bulb  supplies 
the  corpus  spongiosum ;  some  of  its  filaments  run  for  some  distance  on  the  sur- 
face before  penetrating  to  the  interior. 

The  dorsal  nerve  of  the  penis  is  the  superior  division  of  the  pudic  nerve ;  it 
accompanies  the  pudic  artery  along  the  ramus  of  the  ischium,  and  between  the 
two  layers  of  the  deep  perineal  fascia;  it  then  pierces  the  suspensory  ligament 
of  the  penis,  and  accompanies  the  arteria  dorsalis  penis  to  the  glans,  to  which 
it  is  distributed.  On  the  penis,  this  nerve  gives  off  a  cutaneous  branch,  which 
runs  along  the  side  of  the  organ ;  it  is  joined  with  branches  of  the  sympathetic, 
and  supplies  the  integument  of  the  upper  surface  and  sides  of  the  penis  and  pre- 
puce, giving  a  large  branch  to  the  corpus  cavernosum. 

In  the  female,  the  pudic  nerve  is  distributed  to  the  parts  analogous  to  those 
in  the  male ;  its  superior  division  terminating  in  the  clitoris,  its  inferior  in  the 
external  labia  and  perineum. 

The  Small  Sciatic  Nerve  (Fig.  389)  supplies  the  integument  of  the  perineum 
and  back  part  of  the  thigh  and  leg,  and  one  muscle,  the  Gluteus  maximus.  It 
is  usually  formed  by  the  union  of  two  branches,  which  arise  from  the  lower  part 
of  the  sacral  plexus.  It  issues  from  the  pelvis  below  the  Pyriformis  muscle, 
descends  beneath  the  Gluteus  maximus  with  the  sciatic  artery,  and  at  the  lower 
border  of  that  muscle  passes  along  the  back  part  of  the  thigh,  beneath  the  fascia 
lata,  to  the  lower  part  of  the  popliteal  region,  where  it  pierces  the  fascia  and 
becomes  cutaneous.  It  then  accompanies  the  external  saphenous  vein  below  the 
middle  of  the  leg,  its  terminal  filaments  communicating  with  the  external  saphe 
nous  nerve. 

The  branches  of  the  small  sciatic  nerve  are  muscular  (inferior  gluteal)  and 
cutaneous. 

The  inferior  gluteal  consist  of  several  large  branches  given  off  to  the  under 
surface  of  the  Gluteus  maximus,  near  its  lower  part. 

The  cutaneous  branches  consist  of  two  groups,  internal  and  ascending. 

The  internal  cutaneous  branches  are  distributed  to  the  skin  at  the  upper  and 
inner  side  of  the  thigh,  on  its  posterior  aspect.  One  branch,  longer  than  the 
rest,  the  inferior  pudendal^  curves  forward  below  the  tuber  ischii,  pierces  the 
fascia  lata  on  the  outer  side  of  the  ramus  of  the  ischium,  and  is  distributed  to 
the  integument  of  the  scrotum,  communicating  with  the  superficial  perineal 
nerve. 

The  ascending  cutaneous  branches  consist  of  two  or  three  filaments,  which  turn 
upwards  round  the  lower  border  of  the  Gluteus  maximus,  to  supply  the  integu- 
ment covering  its  surface.  One  or  two  filaments  occasionally  descend  along  the 
outer  side  of  the  thigh,  supplying  the  integument  as  far  as  the  middle  of  that 
region. 

Two  or  three  branches  are  given  off  from  the  lesser  sciatic  nerve  as  it  descends 
beneath  the  fascia  of  the  thigh ;  they  supply  the  integument  of  the  back  part 
of  the  thigh,  popliteal  region,  and  upper  part  of  the  leg. 

The  Great  Sciatic  Nerve  (Fig.  389)  supplies  nearly  the  whole  of  the  integu- 
ment of  the  leg,  the  muscles  of  the  back  of  the  thigh,  and  those  of  the  leg  and 
foot.  It  is  the  largest  nervous  cord  in  the  body,  measuring  three-quarters  of  an 
inch  in  breadth,  and  is  the  continuation  of  the  lower  part  of  the  sacral  plexus. 
It  passes  out  of  the  pelvis  through  the  great  sacro-sciatic  foramen,  below  the 
Pyriformis  muscle.  It  descends  between  the  trochanter  major  and  tuberosity 
of  the  ischium  along  the  back  part  of  the  thigh  to  about  its  lower  third,  where 
it  divides  into  two  large  branches,  the  internal  and  external  popliteal  nerves. 
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This  division  may  take  place  at  any  point  between  the  sacral  plexus  and  the 
lower  third  of  the  thigh.  When  the  division  occurs  at  the  plexus,  the  two 
nerves  descend  together,  side  by  side;  or  they  may  be  separated,  at  their  com- 
mencement, by  the  interposition  of  part  or  the  whole  of  the  Pyriformis  muscle. 
As  the  nerve  descends  along  the  back  of  the  thigh,  it  rests  at  first  upon  the 
External  rotator  muscles,  together  with  the  small  sciatic  nerve  and  artery,  being 
covered  by  the  Gluteus  maximus;  lower  down,  it  lies  upon  the  Adductor  magnus, 
and  is  covered  by  the  long  head  of  the  Biceps. 

The  branches  of  the  nerve,  before  its  division,  are  articular  and  muscular. 

The  articular  branches  arise  from  the  upper  part  of  the  nerve;  they  supply 
the  hip-joint,  perforating  its  fibrous  capsule  posteriorly.  These  branches  are 
sometimes  derived  from  the  sacral  plexus. 

The  muscular  branches  are  distributed  to  the  Flexors'  of  the  leg :  viz.,  the 
Biceps,  Semitendinosus,  and  Semimembranosus,  and  a  branch  to  the  Adductor 
magnus.     These  branches  are  given  off  beneath  the  Biceps  muscle. 

The  Internal  Popliteal  Nerve,  the  larger  of  the  two  terminal  branches  of  the 
•rreat  sciatic,  descends  along  the  back  part  of  the  thigh,  through  the  middle  of 
the  popliteal  space,  to  the  lower  part  of  the  Popliteus  muscle,  where  it  passes 
with  the  artery  beneath  the  arch  of  the  Soleus,  and  becomes  the  posterior  tibial. 
It  lies  at  first  very  superficial,  and  at  the  outer  side  of  the  popliteal  vessels ; 
opposite  the  knee-joint,  it  is  in  close  relation  with  the  vessels,  and  crosses  the 
artery  to  its  inner  side. 

The  branches  of  this  nerve  are  articular,  muscular,  and  a  cutaneous  branch, 
the  external  or  short  saphenous  nerve. 

The  articular  Isranches,  usually  three  in  number,  supply  the  knee-joint :  two 
of  these  branches  accompany  the  superior  and  inferior  internal  articular  arteries  ; 
and  a  third,  the  azygos. 

The  muscular  branches,  four  or  five  in  number,  arise  from  the  nerve  as  it  lies 
between  the  two  heads  of  the  Gastrocnemius  muscle ;  they  supply  that  muscle, 
the  Plantaris,  Soleus,  and  Popliteus.  The  nerves  which  supply  the  Popliteus 
turn  round  its  lower  border  and  are  distributed  to  its  deep  surface. 

The  external  or  short  saphenous  nerve  (Fig.  388)  descends  between  the  two 
heads  of  the  Gastrocnemius  muscle,  and,  about  the  middle  of  the  back  of  the 
leg,  pierces  the  deep  fascia,  and  receives  a  communicating  branch  {communicans 
j/eronei)  from  the  external  popliteal  nerve.  The  nerve  then  continues  its  course 
down  the  leg  near  the  outer  margin  of  the  tendo  Achillis,  in  company  with  the 
external  saphenous  vein,  winds  round  the  outer  malleolus,  and  is  distributed  to 
the  integument  along  the  outer  side  of  the  foot  and  little  toe,  communicating  on 
the  dorsum  of  the  foot  with  the  musculo-cutaneous  nerve. 

The  posterior  tibial  nerve  (Fig.  389)  commences  at  the  lower  border  of  the  Pop- 
liteus muscle,  and  passes  along  the  back  part  of  the  leg  with  the  posterior  tibial 
vessels  to  the  interval  between  the  inner  malleolus  and  the  heel,  where  it  divides 
into  the  external  and  internal  plantar  nerves.  It  lies  upon  the  deep  muscles  of 
the  leg,  and  is  covered  by  the  deep  fascia,  the  superficial  muscles,  and  integu- 
ment. In  the  upper  part  of  its  course,  it  lies  to  the  inner  side  of  the  posterior 
tibial  artery;  but  it  soon  crosses  that  vessel,  and  lies  to  its  outer  side  as  far  as 
the  ankle.  In  the  lower  third  of  the  leg,  it  is  placed  parallel  with  the  inner 
margin  of  the  tendo  Achillis. 

The  branches  of  the  posterior  tibial  nerve  are  muscular  and  plantar-cutaneous. 

The  muscular  branches  arise  either  separately  or  by  a  common  trunk  from  the 
upper  part  of  the  nerve.  They  supply  the  Tibialis  posticus,  Flexor  longus  digi- 
torum,  and  Flexor  longus  pollicis  muscles;  the  branch  to  the  latter  muscle 
accompanying  the  peroneal  artery. 

The  plantar  cutaneous  branch  perforates  the  internal  annular  ligament,  and 
supplies  the  integument  of  the  heel  and  inner  side  of  the  sole  of  the  foot. 

The  internal  plantar  nerve  (Fig.  390),  the  larger  of  the  two  terminal  branches 
of  the  posterior  tibial,  accompanies  the  internal  plantar  artery  along  the  inner 
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side  of  the  foot.     From  its  origin  at  the  inner  ankle  it  passes  forwards  between 

the  Abductor  pollicis  and  Flexor  brevis  digitorum,  divides  opposite  the  bases  of 
the  metatarsal  bones  into  four  digital  branches, 
F.g.  390— The  Plantar  Nerres.  ftnd  commLlnieates  with  the  external  plantar 

nerve. 

Branches.     In  its  course,  the  internal  plan- 
tar nerve  gives  off  cutaneous  tranches  which 
pierce  the  plantar  fascia,  and  supply  the  in- 
tegument of  the  sole  of  the  foot;    muscular 
&£">  branches,  which  supply  the  Abductor  pollicis 

and  Flexor  brevis  digitorum;  articular 
branches  to  the  articulations  of  the  tarsus  and 
metatarsus;  and/our  digital  branches.  These 
pierce  the  plantar  fascia  in  the  clefts  between 
the  toes,  and  are  distributed  in  the  following 
manner:  The  first  supplies  the  inner  border 
of  the  great  toe,  and  sends  a  filament  to  the 
Flexor  brevis  pollicis  muscle;  the  second 
bifurcates,  to  supply  the  adjacent  sides  of  the 
great  and  second  toes,  sending  a  filament  to 
the  first  Lumbricalis  muscle ;  the  third  digital 
branch  supplies  the  adjacent  sides  of  the 
second  and  third  toes,  and  the  second  Lumbri- 
calis muscle;  tho  fourth  supplies  the  corre- 
sponding sides  of  the  third  and  fourlh  toes, 
and  receives  a  communicating  branch  from 
the  external  plantar  nerve.  It  will  be  ob- 
served, that  the  distribution  of  these  branches 
is  precisely  similar  to  that  of  ihc  median 
nerve  in  the  hand.  Each  digital  nerve  gives 
off  cutaneous  and  articular  filaments;  and 
opposite  the  last  phalanx  sends  a  dorsal 
branch,  which  supplies  the  structure  round  the  nail,  the  continuation  of  the  nerve 
being  distributed  to  the  ball  of  the  toe. 

The  external  plantar  nerve,  the  smaller  of  the  two,  completes  the  nervous 
supply  to  the  structures  of  the  foot,  being  distributed  to  the  little  toe  and  one- 
half  of  the  fourlh,  as  well  as  to  most  of  the  deep  muscles,  its  distribution  beinj; 
similar  to  that  of  the  ulnar  in  the  hand.  It  passes  obliquely  forwards  with  the 
external  plantar  artery  to  the  outer  side  of  the  foot,  lying  between  the  Flexor 
brevis  digitorum  and  Fiexor  accessorius;  and,  in  tho  interval  between  the  former 
muscle  and  Abductor  minimi  digiti,  divides  into  a  superficial  and  a  deep  branch. 
Before  its  division,  it  supplies  the  Flexor  accessorius  and  Abductor  minimi 
digiti. 

The  superficial  branch  separates  into  two  digital  nerves:  one,  the  smaller  of 
the  two,  supplies  the  outer  side  of  the  little  toe,  the  Flexor  brevis  minimi  digiti, 
and  the  two  interosseous  muscles  of  the  fourth  metatarsal  space ;  the  other,  and 
larger  digital  branch,  supplies  the  adjoining  sides  of  the  fourth  and  fifth  toes, 
and  communicates  with  the  internal  plantar  nerve. 

The  deep  or  muscular  branch  accompanies  the  external  plantar  artery  into  the 
deep  part  of  the  sole  of  the  foot,  beneath  the  tendons  of  the  Flexor  muscles 
and  Adductor  pollicis,  and  supplies  all  the  interossui  (except  those  in  the  fourth 
metatarsal  space),  the  two  outer  Lumbricalcs,  the  Adductor  pollicis,  and  the 
Trans  versus  pedis. 

The  External  Popliteal  or  Peroneal  Nerve  (Fig.  389),  about  one-half  the  siw 
of  the  internal  popliteal,  descends  obliquely  along  the  outer  side  of  the  popliteal 
space  to  the  fibula,  close  to  the  margin  of  the  Biceps  muscle.  It  is  easily  felt 
beneath  the  skin  behind  the  head  of  the  fibula,  at  the  inner  side  of  the  tendon 


CUTANEOUS  NERVES  OF  FOOT.  695 

of  the  Biceps.  About  an  inch  below  the  head  of  the  fibula  it  pierces  the  origin 
of  the  Peroneus  longus,  and  divides  beneath  that  muscle  into  the  anterior  tibial 
and  musculocutaneous  nerves. 

The  branches  of  the  peroneal  nerve,  previous  to  its  division,  are  articular  and 
cutaneous. 

The  articular  branches,  two  in  number,  accompany  the  superior  and  inferior 
external  articular  arteries  to  the  outer  side  of  the  knee.  The  upper  one  occa- 
sionally arises  from  the  great  sciatic  nerve  before  its  bifurcation.  A  third  (recur- 
rent) articular  nerve  is  given  off'  at  the  point  of  division  of  the  peroneal  nerve ; 
it  ascends  with  the  tibial  recurrent  artery  through  the  Tibialis  anticus  muscle 
to  the  front  of  the  knee,  which  it  supplies. 

The  cutaneous  branches,  two  or  three  in  number,  supply  the  integument  along 
the  back  part  and  outer  side  of  the  leg,  as  far  as  its  middle  or  lower  part;  one 
of  these,  larger  than  the  rest,  the  communicans  peronei,  arises  near  the  head  of 
the  fibula,  crosses  the  external  head  of  the  Gastrocnemius  to  the  middle  of  the 
leg,  and  joins  with  the  external  saphenous.  This  nerve  occasionally  exists  as  a 
separate  branch,  which  is  continued  down  as  far  as  the  heel. 

The  Anterior  Tibial  Nerve  (Fig.  387)  commences  at  the  bifurcation  of  the 
peroneal  nerve,  between  the  fibula  and  upp?r  part  of  the  Peroneous  longus, 
passes  obliquely  forwards  beneath  the  Extensor  longus  digitorum  to  the  fore 
part  of  the  interosseous  membrane,  and  reaches  the  outer  side  of  the  anterior 
tibial  artery  above  the  middle  of  the  leg;  it  then  descends  with  the  artery  to 
the  front  of  the  ankle-joint,  where  it  divides  into  an  external  and  an  internal 
branch.  This  nerve  lies  at  first  on  the  outer  side  of  the  anterior  tibial  artery, 
then  in  front  of  it,  and  again  at  its  outer  side  at  the  ankle-joint. 

The  branches  of  the  anterior  tibial  nerve,  in  its  course  through  the  leg,  are 
the  muscular  nerves  to  the  Tibialis  anticus,  Extensor  longus  digitorum,  Peroneus 
tertius,  and  Extensor  proprius  pollicis  muscles. 

The  external  or  tarsal  branch  of  the  anterior  tibial  passes  outwards  across  the 
tarsus,  beneath  the  Extensor  brevis  digitorum,  and  having  become  ganglionic, 
like  the  posterior  interosseous  nerve  at  the  wrist,  supplies  the  Extensor  brevis 
digitorum  and  the  articulations  of  the  tarsus  and  metatarsus. 

The  internal  branch,  the  continuation  of  the  nerve*  accompanies  the  dorsalis 
pedis  artery  along  the  inner  side  of  the  dorsum  of  the  foot,  and,  at  the  first  in- 
terosseous space,  divides  into  two  branches,  which  supply  the  adjacent  sides  of 
the  great  and  second  toes,  communicating  with  the  internal  division  of  the 
musculo-cutaneous  nerve. 

The  Musculo-cutaneous  Nerve  (Fig.  387)  supplies  the  muscles  on  the  fibular 
side  of  the  leg,  and  the  integument  of  the  dorsum  of  the  foot.  It  passes  for- 
wards between  the  Peronei  muscles  and  the  Extensor  longus  digitorum,  pierces 
the  deep  fascia  at  the  lower  third  of  the  leg,  on  its  front  and  outer  side,  and 
divides  into  two  branches.  This  nerve,  in  its  course  between  the  muscles,  gives 
off  muscular  branches  to  the  Peroneus  longus  and  brevis,  and  cutaneous  fila- 
ments to  the  integument  of  the  lower  part  of  the  leg. 

The  internal  branch  of  the  musculocutaneous  nerve  passes  in  front  of  the 
ankle-joint,  and  along  the  dorsum  of  the  foot,  supplying  the  inner  side  of  the 
great  toe,  and  the  adjoining  sides  of  the  second  and  third  toes.  It  also  supplies 
the  integument  of  the  inner  ankle  and  inner  side  of  the  foot,  communicating 
with  the  internal  saphenous  nerve,  and  joins  with  the  anterior  tibial  nerve, 
between  the  great  and  second  toes. 

The  external  branch,  the  larger,  passes  along  the  outer  side  of  the  dorsum  of 
the  foot,  to  be  distributed  to  the  adjoining  sides  of  the  third,  fourth,  and  fifth 
toes.  It  also  supplies  the  integument  of  the  outer  ankle  and  outer  side  of  the 
foot,  communicating  with  the  short  saphenous  nerve. 

The  distribution  of  these  branches  of  the  musculo-cutaneous  nerve  will  be 
found  to  vary;  together,  they  supply  all  the  toes  excepting  the  outer  side  of 
the  little  toe,  and  the  adjoining  sides  of  the  great  and  second  toes. 


The  Sympathetic  Nerve. 


The  Sympathetic  Nerve  is  so  called  from  the  opinion  entertained  that  through 
it  is  produced  a  sympathy  between  the  affections  of  distant  organs.  It  consists 
of  a  series  of  ganglia,  connected  together  by  intervening  cords,  extending  on 
each  side  of  the  vertebral  column  from  the  base  of  the  skull  to  the  coccyx.  It 
may,  moreover,  be  traced  up  into  the  head,  where  the  ganglia  (which  are  all  in 
connection  with  the  fifth  cranial  nerve)  occupy  spaces  between  the  cranial  and 
facial  bones.  These  two  gangliated  cords  lie  parallel  with  one  another  as  far 
as  the  sacrum,  on  which  bone  they  converge,  communicating  together  through 
a  single  ganglion  {yaw/lion  tmpar),  placed  in  front  of  the  coccyx.  Some  ana- 
tomists also  state  that  the  two  cords  are  joined  at  their  cephalic  extremity, 
through  a  small  ganglion  (the  ganglion  of  Eibes),  situated  upon  the  anterior 
communicating  artery.  Moreover,  the  chains  of  opposite  sides  communicate 
between  these  two  extremities  in  several  parts,  by  means  of  the  nervous  cords 
that  arise  from  them. 

The  ganglia  are  somewhat  less  numerous  than  the  vertebrae :  thus  there  are 
only  three  in  the  cervical  region,  twelve  in  the  dorsal,  four  in  the  lumbar,  five 
in  the  sacral,  and  one  in  the  coccygeal. 

The  sympathetic  nerve,  for  convenience  of  description,  may  be  divided  into 
several  parts,  according  to  the  position  occupied  by  each ;  and  the  number  of 
ganglia,  of  which  each  part  is  composed,  may  be  thus  arranged: 


Cephalic  portion 

4  ganglia. 

Cervical       " 

3 

Dorsal          " 

12        " 

Lumbar       " 

4 

Sacral           " 

6 

Coccygeal    " 

1 

Each  ganglion  may  be  regarded  as  a  distinct  centre,  from  or  to  which  branches 
pass  in  various  directions.  These  branches  may  be  thus  arranged:  1. 
Branches  of  communication  between  the  ganglia.  2.  Branches  of  communica- 
tion with  the  cerebral  or  spinal  nerves.  3.  Primary  brauches  passing  to  Ik* 
distributed  to  the  arteries  in  the  vicinity  of  the  ganglia,  and  to  the  viscera,  or 
proceeding  to  other  ganglia  placed  in  the  thorax,  abdomen,  or  pelvis. 

1.  The  branches  of  communication  between  the  ganglia  are  composed  of  gray 
and  white  nerve-fibres,  the  latter  being  continuous  with  those  fibres  of  the 
spinal  nerves  which  pass  to  the  ganglia. 

2.  The  branches  of  communication  between  the  ganglia  and  the  cerebral  or 
spinal  nerves  also  consist  of  a  white  and  a  gray  portion  ;  the  former  proceeding 
from  the  spinal  nerve  to  the  ganglion,  the  latter  passing  from  the  ganglion  to 
the  spinal  nerve. 

3.  The  primary  branches  of  distribution  also  consist  of  two  kinds  of  nerve- 
fibres,  the  sympathetic  and  spinal.  They  have  a  remarkable  tendency  to  form 
intricate  plexuses,  which  encircle  the  bloodvessels,  and  are  conducted  by  them 
to  the  viscera.  The  greater  number,  however,  of  these  branches  pass  to  a  series 
of  visceral  ganglia;  these  are  ganglionic  masses,  of  variable  size,  situated  in  the 
large  cavities  of  the  trunk,  the  thorax,  and  abdomen;  and  are  connected  with 
the  roots  of  the  great  arteries  of  the  viscera.  The  visceral  ganglia  are  single 
and  unsvmmetrical,  and  are  called  the  cardiac  and  semilunar.     From  these 
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visceral  ganglia  numerous  plexuses  of  nerves  are  derived,  which  entwine  round 
the  bloodvessels  and  are  conducted  by  them  to  the  viscera. 

The  cephalic  portion  of  the  sympathetic  consists  of  four  ganglia:  1.  The 
ophthalmic  ganglion.  2.  The  spheno-palatine,  or  Meckel's  ganglion.  3.  The 
otic,  or  Arnold's  ganglion.     4.  The  submaxillary  ganglion. 

These  have  been  already  described  in  connection  with  the  three  divisions  of 
the  fifth  nerve. 

Cervical  Portion  of  the  Sympathetic. 

The  cervical  portion  of  the  sympathetic  consists  of  three  ganglia  on  each  side, 
which  are  distinguished  according  to  their  position,  as  the  superior,  middle,  and 
inferior  cervical. 

The  Superior  Cervical  Ganglion,  the  largest  of  the  three,  is  placed  opposite 
the  second  and  third  cervical  vertebrae  and  sometimes  as  low  as  the  fourth  or 
fifth.  It  is  of  a  reddish-gray  color,  and  usually  fusiform  in  shape;  sometimes 
broad,  and  occasionally  constricted  at  intervals,  so  as  to  give  rise  to  the  opinion 
that  it  consists  of  the  coalescence  of  several  smaller  ganglia.  It  is  in  relation, 
in  front,  with  the  sheath  of  the  internal  carotid  artery,  and  internal  jugular 
vein;  behind  it  lies  on  the  Rectus  capitis  anticus  major  muscle. 

Its  branches  may  be  divided  into  superior,  inferior,  external,  internal,  and 
anterior. 

The  superior  branch  appears  to  be  a  direct  continuation  of  the  ganglion.  It 
is  soft  in  texture,  and  of  a  reddish  color.  It  ascends  by  the  side  of  the  internal 
carotid  artery,  and,  entering  the  carotid  canal  in  the  temporal  bone,  divides  into 
two  branches,  which  lie,  one  on  the  outer,  and  the  other  on  the  inner  side  of 
that  vessel. 

The  outer  branch,  the  larger  of  the  two,  distributes  filaments  to  the  internal 
carotid  artery,  and  forms  the  carotid  plexus. 

The  inner  branch  also  distributes  filaments  to  the  internal  carotid,  and,  con- 
tinuing onwards,  forms  the  cavernous  plexus. 

i  The  Carotid  Plexus  is  situated  on  the  outer  side  of  the  internal  carotid. 
Filaments  from  this  plexus  occasionally  form  a  small  gangliform  swelling  on 
the  under  surface  of  the  artery,  which  is  called  the  carotid  ganglion.  The 
carotid  plexus  communicates  with  the  Casserian  ganglion,  with  the  sixth  nerve, 
and  sphenopalatine  ganglion,  and  distributes  filaments  to  the  wall  of  the  carotid 
artery,  and  to  the  dura  mater  (Valentine). 

The  communicating  branches  with  the  sixth  nerve  consist  of  one  or  two  fila- 
ments which  join  that  nerve  as  it  lies  upon  the  outer  side  of  the  internal  carotid. 
Other  filaments  are  also  connected  with  the  Casserian  ganglion.  The  communi- 
cation with  the  spheno-palatine  ganglion  is  effected  by  the  carotid  portion  of 
the  Vidian  nerve,  which  passes  forwards,  through  the  cartilaginous  substance 
filling  the  foramen  lacerum.  medium,  along  the  pterygoid  or  Vidian  canal,  to 
the  spheno-palatine  ganglion.  In  this  canal  it  joins  the  petrosal  branch  of  the 
Vidian. 
1  The  Cavernous  Plexus  is  situated  below,  and  internal  to  that  part  of  the 
internal  carotid,  which  is  placed  by  the  side  of  the  sella  Turcica,  in  the  caver- 
nous sinus,  and  is  formed  chiefly  by  the  internal  division  of  the  ascending 
branch  from  the  superior  cervical  ganglion.  It  communicates  with  the  third, 
fourth,  fifth,  and  sixth  nerves,  and  with  the  ophthalmic  ganglion,  and  distrib- 
utes filaments  to  the  wall  of  the  internal  carotid  The  branch  of  communication 
with  the  third  nerve  joins  it  at  its  point  of  division;  the  branch  to  the  fourth 
nerve  joins  it  as  it  lies  on  the  outer  wall  of  the  cavernous  sinus;  other  filaments 
are  connected  with  the  under  surface  of  the  trunk  of  the  ophthalmic  nerve;  and 
a  second  filament  of  communication  joins  the  sixth  nerve. 

The  filament  of  connection  with  the  ophthalmic  ganglion  arises  from  the 
anterior  part  of  the  cavernous  plexus;  it  accompanies  the  nasal  nerve,  or 
continues  forwards  as  a  separate  branch. 
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The  terminal  filaments  from  the  carotid  and  cavernous  plexuses  are  prolonged 
along  the  internal  carotid,  forming  plexuses  which  entwine  round  the  cerebral 
and  ophthalmic  arteries ;  along  the  former  vessel  they  may  be  traced  on  to  the 
pia  mater ;  along  the  latter,  into  the  orbit,  where  they  accompany  each  of  the 
subdivisions  of  the  vessel,  a  separate  plexus  passing  with  the  arteria  centralis 
retinae  into  the  interior  of  the  eyeball. 

The  inferior  or  descending  branch  of  the  superior  cervical  ganglion  communi- 
cates with  the  middle  cervical  ganglion. 

The  external  branches  are  numerous,  and  communicate  with  the  cranial  nerves, 
and  with  the  four  upper  spinal  nerves.  Sometimes,  the  branch  to  the  fourth 
spinal  nerve  may  come  from  the  cord  connecting  the  upper  and  middle  cervical 
ganglia.  The  branches  of  communication  with  the  cranial  nerves  consist  of  deli- 
cate filaments,  which  pass  from  the  superior  cervical  ganglion  to  the  ganglion 
of  the  trunk  of  the  pneumogastric,  and  to  the  ninth  nerve.  A  separate  filament 
from  the  cervical  ganglion  subdivides  and  joins  the  petrosal  ganglion  of  the 
glossopharyngeal,  and  the  ganglion  of  the  root  of  the  pneumogastric  in  the 
jugular  foramen. 

The  internal  branches  are  three  in  number :  pharyngeal,  laryngeal,  and  the 
superior  cardiac  nerve.  The  pharyngeal  branches  pass  inwards  to  the  side  of 
the  pharynx,  where  they  join  with  branches  from  the  pneumogastric,  glosso- 
pharyngeal, and  external  laryngeal  nerves  to  form  the  pharyngeal  plexus.  The 
laryngeal  branches  unite  with  the  superior  laryngeal  nerve  and  its  branches. 

The  superior  cardiac  nerve  will  be  described  in  connection  with  the  other 
cardiac  nerves. 

The  anterior  branches  ramify  upon  the  external  carotid  artery  and  its  branches, 
forming  around  each  a  delicate  plexus,  on  the  nerves  composing  which  small 
ganglia  are  occasionally  found.  These  ganglia  have  been  named,  according  to 
their  position,  intercarotid  (one  placed  at  the  angle  of  bifurcation  of  the  common 
carotid),  lingual,  temporal,  and  pharyngeal.  The  plexuses  accompanying  some  of 
these  arteries  have  important  communications  with  other  nerves.  That  sur- 
rounding the  external  carotid,  is  connected  with  the  digastric  branch  of  the  facial ; 
that  surrounding  the  facial,  communicates  with  the  submaxillary  ganglion  by 
one  or  two  filaments ;  and  that  accompanying  the  middle  meningeal  artery,  sends 
'otfsets  which  pass  to  the  optic  ganglion  and  to  the  intumescentia  ganglioformis 
of  the  facial  nerve  (external  petrosal). 

The  Middle  Cervical  Ganglion  (thyroid  ganglion)  is  the  smallest  of  the 
three  cervical  ganglia,  and  is  occasionally  altogether  wanting.  It  isjlaced  oppo- 
site the  fifth  cervical  vertebra,  usually  upon,  or  close  to,  the  inferior  thyroid 
afEery ;  hence  theTiame  "'  thyroid  ganglion/'  assigned  to  it  by  Haller. 

Its  superior  branches  "ascend  "to "communicate  with  the  superior  cervical 
ganglion. 

Its  inferior  branches  descend  to  communicate  with  the  inferior  cervical 
ganglion. 

Its  external  branches  pass  outwards  to  join  the  fifth  and  sixth  spinal  nerves. 
Those  branches  are  not  constantly  found. 

Its  internal  branches  are  the  thvroid  and  the  middle  cardiac  nerve. 

The  thyroid  branches  are  small  filaments,  which  accompany  the  inferior  thy- 
roid artery  to  the  thyroid  gland;  they  communicate,  on  the  artery,  with  the 
superior  cardiac  nerve,  and  in  the  gland,  with  brandies  from  the  recurrent  and 
external  laryngeal  nerves. 

The  middle  cardiac  nerve  is  described  with  the  other  cardiac  nerves. 

The  Inferior  Cervical  Ganglion  is  situated  between  the  base  of  the  trans- 
verse process  of  the  last  cervical  vertebra,  and  the  neck  of  the  first  rib,  on  the 
inner  side  of  the  superior  intercostal  artery.  Its  form  is  irregular;  it  is  larger 
in  size  than  the.  preceding,  ancT  frequently  joined  with  the  first  thoracic  ganglion. 

Its  superior  branches  communicate  with  the  middle  cervical  ganglion. 

Its  inferior  branches  descend,  some  in  front  of,  others  behind  the  subclavian 
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artery,  to  join  the  first  thoracic  ganglion.    The  most  important  of  these  branches 
constitutes  the  inferior  cardiac  nerve,  to  be  presently  described. 

The  external  branches  consist  of  several  filaments,  some  of  which  communicate 
with  the  seventh  and  eighth  spinal  nerves;  others  accompany  the  vertebral 
artery  along  the  vertebral  canal,  forming  a  plexus  round  the  vessel,  supplying 
it  with  filaments,  and  communicating  with  the  cervical  spinal  nerves  as  high  as 
the  fourth. 

Cardiac  Nerves. 

The  Cardiac  Nerves  are  three  in  number  on  each  side :  superior,  middle,  and 
iuferior,  one  being  derived  from  each  of  the  cervical  ganglia. 

The  superior  cardiac  nerve  (nervus'superficialis  cormS}"arise8  by  two  or  more 
branches  from  the  superior  cervical  ganglion,  and  occasionally  receives  a  filament 
from  the  cord  of  communication  between  the  first  and  second  cervical  ganglia. 
It  runs  down  the  neck  behind  the  common  carotid  artery,  lying  upon  the  longus 
colli  muscle;  and  crosses  in  front  of  the  inferior  thyroid  artery,  and  the  recur- 
rent laryngeal  nerve. 

The  right  superior  cardiac  nerve,  at  the  root  of  the  neck,  passes  either  in  front 
of  or  behind  the  subclavian  artery,  and  along  the  arteria  innominata,  to  the  back 
part  of  the  arch  of  the  aorta,  where  it  joins  the  deep  cardiac  plexus.  This  nerve, 
in  its  course,  is  connected  with  other  branches  of  the  sympathetic ;  about  the 
middle  of  the  neck  it  receives  filaments  from  the  external  laryngeal  nerve ;  lower 
down,  one  or  two  twigs  from  the  pneumogastric;  and  as  it  enters  the  thorax,  it 
joins  with  the  recurrent  laryngeal.  Filaments  from  this  nerve  accompany  the 
inferior  thyroid  artery  to  the  thyroid  gland. 

The  left  superior  cardiac  nerve  runs  by  the  side  of  the  left  carotid  artery,  and 
in  front  of  the  arch  of  the  aorta,  to  the  superficial  cardiac  plexus;  but  occasion- 
ally it  passes  behind  the  aorta,  and  terminates  in  the  deep  cardiac  plexus. 

The  middle  cardiac  nerve  (nervus  cardiaeus  magnus),  the  largest  of  the  three, 
arises  from  the  middle  cervical  ganglion,  or  from  the  cord  between  the  middle 
and  inferior  ganglia.  On  the  right  side,  it  descends  behind  the  common  carotid 
artery;  and  at  the  root  of  the  neck,  passes  either  in  front  of,  or  behind  the 
subclavian  artery ;  it  then  descends  on  the  trachea,  receives  a  few  filaments 
from  the  recurrent  laryngeal  nerve,  and  joins  the  deep  cardiac  plexus.  In  the 
neck,  it  communicates  with  the  superior  cardiac  and  recurrent  laryngeal  nerves. 
On  the  left  side,  the  middle  cardiac  nerve  enters  the  chest  between  the  left 
carotid  and  subclavian  arteries,  and  joins  the  left  side  of  the  deep  cardiac  plexus. 

The  inferior  cardiac  nerve  (nervus  cardiaeus  minor)  arises  from  the  inferior 
cervical  or  first  thoracic  ganglion.  It  passes  down  behind  the  subclavian  artery 
and  along  the  front  of  the  trachea,  to  join  the  deep  cardiac  plexus.  It  commu- 
nicates freely  behind  the  subclavian  artery  with  the  recurrent  laryngeal  and 
middle  cardiac  nerves. 

The  great  or  deep  cardiac  plexus  (plexus  ma  gnus  profundus — Scarpa)  is  situ- 
ated inTront  of  the  trachea  at  its  bifurcation,  above  the  point  of  division  of  the 
pulmonary  artery,  and  behind  the  arch  of  the  aorta.  It  is  formed  by  the  cardiac 
nerves  derived  from  the  cervical  ganglia  of  the  sympathetic,  and  the  cardiac 
branches  of  the  recurrent  laryngeal  and  pneumogastric.  The  only  cardiac  nerves 
which  do  not  enter  into  the  formation  of  this  plexus  are  the  left  superior  cardiac 
nerve,  and  the  left  inferior  cardiac  branch  from  the  pneumogastric.  The 
branches  derived  from  the  great  cardiac  plexus  form  the  posterior  coronary 
plexus  and  part  of  the  anterior  coronary  plexus;  whilst  a  few  filaments  proceed 
to  the  pulmonary  plexuses,  and  to  the  auricles  of  the  heart. 

The  branches  from  the  right  side  of  this  plexus  pass,  some  in  front  of,  and 
others  behind  the  right  pulmonary  artery;  the  former,  the  more  numerous, 
transmit  a  few  filaments  to  the  anterior  pulmonary  plexus,  and  are  continued 
along  the  trunk  of  the  pulmonary  artery,  to  form  part  of  the  anterior  coronary 
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plexus ;  those  behind  the  pulmonary  artery  distribute  a  few  filaments  to  the 
right  auricle,  and  form  part  of  the  posterior  coronary  plexus. 

The  branches  from  the  left  side  of  the  deep  cardiac  plexus  distribute  a  few 
filaments  to  the  left  auricle  of  the  heart  and  the  anterior  pulmonary  plexus,  and 
then  pass  on  to  form  the  greater  part  of  the  posterior  coronary  plexus,  a  few 
branches  passing  to  the  superficial  cardiac  plexus. 

The  superficial  (anterior)  cardiac  plexus  lies  beneath  the  arch  of  the  aorta,  in 
front  ofthc  right  pulmonary  artery.  It  is  formed  by  the  left  superior  cardiac 
nerve,  the  left  (and  occasionally  the  right)  inferior  cardiac  branches  of  the  pneu- 
mogastric,  and  filaments  from  the  deep  cardiac  plexus.  A  small  ganglion 
(cardiac  ganglion  of  Wrisberg)  is  occasionally  found  connected  with  these  nerves 
at  their  point  of  junction.  This  ganglion,  when  present,  is  situated  immediately 
beneath  the  arch  of  the  aorta,  on  the  right  side  of  the  ductus  arteriosus.  The 
superficial  cardiac  plexus  forms  the  chief  part  of  the  anterior  coronary  plexus, 
and  several  filaments  pass  along  the  pulmonary  artery  to  the  left  anterior  pulmo- 
nary plexus. 

The  posterior  coronary  plexus  is  chiefly  formed  by  filaments  prolonged  from 
the  left  side  of  the  deep  cardiac  plexus,  and  by  a  few  from  the  right  side.  It 
surrounds  the  branches  of  the  coronary  artery  at  the  back  of  the  heart,  and  its 
filaments  are  distributed  with  those  vessels  to  the  muscular  substance  of  the 
ventricles. 

The  anterior  coronary  plexus  is  formed  chiefly  from  the  superficial  cardiac 
plexus,  bu£" receives  fltemerifs  from  the  deep  cardiac  plexus.  Passing  forwards 
between  the  aorta  and  pulmonary  artery,  it  accompanies  the  right  coronary 
artery  on  the  anterior  surface  of  the  heart. 

Valentine  has  described  nervous  filaments  ramifying  under  the  endocardium  ; 
and  Bemak  has  found,  in  several  mammalia,  numerous  small  ganglia  on  the 
cardiac  nerves,  both  on  the  surface  of  the  heart  and  in  its  muscular  substance. 
The  elaborate  dissections  of  the  late  Dr.  Robert  Lee  have  demonstrated  without 
any  doubt  the  existence  of  a  dense  mesh  of  nerves  distributed  both  to  the  sur- 
face and  in  the  substance  of  the  heart,  having  numerous  ganglia  developed  upon 
them. 

Thoracic  Portion  of  the  Sympathetic. 

The  thoracic  portion  of  the  sympathetic  consists  of  a  series  of  ganglia,  which 
usually  correspond  in  number  to  that  of  the  vertebra) ;  but,  from  the  occasional 
coalescence  of  two,  their  number  is  uncertain.  These  ganglia  are  placed  on  each 
side  of  the  spine,  resting  against  the  heads  of  the  ribs,  and  covered  by  the  pleura 
costalis:  the  last  two  are,  however,  anterior  to  the  rest,  being  placed  on  the  side 
of  the  bodies  of  the  vertebrae.  The  ganglia  are  small  in  size,  and  of  a  grayish  | 
color.  The  first,  larger  than  the  rest,  is  of  an  elougated  form,  and  usually  \ 
blended  with  the  last  cervical.  They  are  connected  together  by  cord-like  pro-  \ 
longations  from  their  substance. 

The  external  branches  from  each  ganglion,  usually  two  in  number,  communi- 
cate with  each  of  the  dorsal  spinal  nerves. 

The  internal  branches  from  the  six  upper  ganglia  are  very  small:  they  supply 
filaments  to  the  thoracic  aorta  and  its  branches,  besides  small  branches  to  the 
bodies  of  the  vertebrae  and  their  ligaments.  Branches  from  the  third  and  fourth 
ganglia  form  part  of  the  posterior  pulmonary  plexus. 

The  internal  branches  from  the  six  lower  ganglia  are  large  and  white  in  color ; 
they  distribute  filaments  to  the  aorta,  and  unite  to  form  the  three  splanchnic 
nerves.  These  are  named,  the  great,  the  lesser,  and  the  smallest  or  renal 
splanchnic. 

The  great  splanchnic  nerve  is  of  a  white  color,  firm  in  texture,  and  bears  a 
marked  contrast  to  the  ganglionic  nerves.     It  is  formed  by  branches  from  the  1 
thoracic  ganglia  between  the  sixth  and  tenth,  receiving  filaments  (according  to  1 
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Dr.  Beck)  from  all  the  thoracic  ganglia  above  the  sixth.  These  roots  unite  to 
form  a  large  round  cord  of  considerable  size.  It  descends  obliquely  inwards  in 
front  of  the  bodies  of  the  vertebrae  along  the  posterior  mediastinum,  perforates 
the  crus  of  the  Diaphragm,  and  terminates  in  the  semilunar  ganglion,  distri- 
buting filaments  to  the  renal  plexus  and  suprarenal  capsule. 

The  lesser  splanchnic  nerve  is  formed  by  filaments  from  the  tenth  and  eleventh 
ganglia,  and  irom  The  cord  between  them.  It  pierces  the  Diaphragm  with  the 
preceding  nerve,  and  joins  the  cceliac  plexus.  It  communicates  in  the  chest 
with  the  great  splanchnic  nerve,  and  occasionally  sends  filaments  to  the  renal 
plexus. 

The  smallest  or  renal  splanchnic  nerve  arises  from  the  last  ganglion,  and 
piercing~tEe^  Eaphragm,  terminateiTtrr  the  renal  plexus  and  lower  part  of  the 
cceliac  plexus.     It  occasionally  communicates  with  the  preceding  nerve. 

A  striking  analogy  appears  to  exist  between  the  splanchnic  and  the  cardiac 
nerves.  The  cardiac  nerves  are  three  in  number ;  they  arise  from  the  three 
cervical  ganglia,  and  are  distributed  to  a  large  and  important  organ  in  the 
thoracic  cavity.  The  splanchnic  nerves,  also  three  in  number,  are  connected 
probably  with  all  the  dorsal  ganglia,  and  are  distributed  to  important  organs  in 
the  abdominal  cavity. 
|  The  epigastric  or  solar  plexus  supplies  all  the  viscera  in  the  abdominal  cavity. 
It  consists  of  a  great  network  of  nerves  and  ganglia,  situated  behind  the  stomach 
and  in  front  of  the  aorta  and  crura  of  the  Diaphragm.  It  surrounds  the  cceliac 
axis  and  root  oi  the"  superior  mesenteric  artery,  extending  downwards  as  low  as 
the  pancreas,  and  outwards  to  the  suprarenal  capsules.  This  plexus,  and  the 
ganglia  connected  with  it,  receive  the  great  splancnnic  nerve  of  both  sides,  part 
of  the  lesser  splanchnic  nerves,  and  the  termination  of  the  right  pneumogastric. 
It  distributes  filaments,  which  accompany,  under  the  name  of  plexuses,  all  the 
/    branches  from  the  front  of  the  abdominal  aorta. 

/  The  seTm^mor^it&^i'a  of  the  solar  plexus,  two  in  number,  one  on  each  side, 
/  are  the  largest  ganglia  in  the  body.  They  are  large  irregular  gangliform 
|  masses,  formed  by  the  aggregation  of  smaller  ganglia,  having  interspaces  between 
them.  They  are  situated  by  the  side  of  the  coeliac  axis  and  superior  mesenteric 
artery,  close  to  the  suprarenal  capsules :  the  one  on  the  right  side  lies  beneath 
the  vena  cava ;  the  upper  part  of  each  ganglion  is  joined  by  the  greater  and 
lesser  splanchnic  nerves,  and  to  the  inner  side  of  each  the  branches  of  the  solar 
plexus  are  connected.     From  the  solar  plexus  are  derived  the  following : — 

Phrenic  or  diaphragmatic  plexus.  Siiprarenal  plexus. 

Cceliac  plexus.  Eenal  plexus. 

Gastric  plexus.  Superior  mesenteric  plexus. 

Hepatic  plexus.  Spermatic  plexus. 

Splenic  plexus.  Inferior  mesenteric  plexus. 

The  phrenic  plexus  accompanies  the  phrenic  artery  to  the  Diaphragm,  which 
it  supplies,  some  filaments  passing  to  the  suprarenal  capsule.  It  arises  from  the 
upper  part  of  the  semilunar  ganglion,  and  is  larger  on  the  right  than  on  the  left 
side.  In  connection  with  this  plexus,  on  the  right  side,  at  its  point  of  junction 
with  the  phrenic  nerve,  is  a  small  ganglion  (ganglion  diaphragmaticum).  This 
ganglion  is  placed  on  the  under  surface  of  the  Diaphragm,  near  the  suprarenal 
capsule.  Its  branches  are  distributed  to  the  vena  cava,  suprarenal  capsule,  and 
the  hepatic  plexus.     There  is  no  ganglion  on  the  left  side. 

The  suprarenal  plexus  is  formed  by  branches  from  the  solar  plexus,  from  the 
semilunar  ganglion,  and  from  the  splanchnic  and  phrenic  nerves,  a  ganglion 
being  formed  at  the  point  of  junction  of  the  latter  nerve.  It  supplies  the  supra- 
renal  gland.  The  branches  of  this  plexus  are  remarkable  for  their  large  size, 
in  comparison  with  the  size  of  the  organ  they  supply. 

The  renal  plexus  is  formed  by  filaments  from  the  solar  plexus,  the  outer  part 
of  the  semilunar  ganglion,  and  the  aortic  plexus.     It  is  also  joined  by  filaments 
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from  the  lesser  and  smallest  splanchnic  nerves.  The  nerves  from  these  sources, 
fifteen  or  twenty  in  number,  have  numerous  ganglia  developed  upon  them. 
They  accompany  the  branches  of  the  renal  artery  into  the  kidney ;  some  fila- 
ments on  the  right  side  being  distributed  to  the  vena  cava,  and  others  to  the 
spermatic  plexus,  on  both  sides. 

The  spermatic  plexus  is  derived  from  the  renal  plexus,  receiving  branches  from 
the  aortic  plexus.     It  accompanies  the  spermatic  vessels  to  the  testes. 

In  the  female,  the  ovarian  plexus  is  distributed  to  the  ovaries  and  fundus  of 
the  uterus.  s * 

The  coeliac  plexus,  of  large  size,  is  a  direct  continuation  from  the  solar  plexus : 
it  surrounds  the  coeliac  axis,  and  subdivides  into  the  gastric,  hepatic,  and  splenic 
plexuses.  It  receives  branches  from  one  or  more  of  the  splanchnic  nerves,  and, 
on  the  left  side,  a  filament  from  the  pneumogastric. 

The  gastric  plexus  accompanies  the  gastric  artery  along  the  lesser  curvature 
of  the  stomach,  and  joins  with  branches  from  the  left  pneumogastric  nerve.  It 
is  distributed  to  the  stomach. 

The  hepatic  plexus,  the  largest  offset  from  the  coeliac  plexus,  receives  filaments 
from  the  left  pneumogastric  and  right  phrenic  nerves.  It  accompanies  the 
hepatic  artery,  ramifying  in  the  substance  of  the  liver,  upon  its  branches,  and 
upon  those  of  the  vena  portae. 

Branches  from  this  plexus  accompany  all  the  divisions  of  the  hepatic  artery. 
Thus  there  is  a  pyloric  plexus  accompanying  the  pyloric  branch  of  the  hepatic, 
which  joins  with  the~gastric.  plexus,  and  pneumogastric  nerves.  There  is  also 
a  gastro-duodenal  plexus,  which  subdivides  into  the  pancreatico-duodenal  plexus, 
which  accompanies  the  pancreatico-duodenal  artery,  to  supply  the  pancreas  and 
duodenum,  joining  with  branchesTrom  the  mesgnteric  plexus ;  and  a  gastro- 
epiploic plexus,  which  accompanies  the  right^gastro-epiploic  artery  along  the 
greater  curvature  of  the  stomach,  and  anastomoses  with  branches  from  the 
splenic  plexus.  A  cystic  plexus,  which  supplies  the  gall-bladder,  also  arises 
from  the  hepatic  plexus,  near  the  liver. 

The  splenic  plexus  is  formed  by  branches  from  the  right  and  left  semilunar 
ganglia,  and  from  the  right  pneumogastric  nerve.  It  accompanies  the  splenic 
artery  and  its  branches  to  the  substance  of  the  spleen,  giving  off,  in  its  course, 
filaments  to  the  pancreas  (pancreatic  plexus),  and  the  left  gastro-epiploic  plexus, 
which  accompanies  the  gastro-epiploica  sinistra  artery  along  the  convex  border 
of  the  stomach. 

The  superior  mesenteric  plexus  is  a  continuation  of  the  lower  part  of  the  great 
solar  plexus,  receiving  a  branch  from  the  junction  of  the  right  pneumogastric 
nerve  with  the  coeliac  plexus.  It  surrounds  the  superior  mesenteric  artery, 
which  it  accompanies  into  the  mesentery,  and  divides  into  a  number  of  secondary 
plexuses,  which  are  distributed  to  all  the  parts  supplied  by  the  artery,  viz., 
pancreatic  branches  to  the  pancreas;  intestinal  branches,  which  supply  the 
whole  of  the  small  intestine;  and  ileo-colic,  right  colic,  and  middle  colic 
branches,  which  supply  the  corresponding  parts  of  the  great  intestine.  The 
nerves  composing  tnis  plexus  are  white  in  color,  and  firm  in  texture,  and  have 
numerous  ganglia  developed  upon  them  near  their  origin. 

The  aortic  plexus  is  formed  by  branches  derived,  on  each  side,  from  the 
semilunar  ganglia  and  renal  plexuses,  receiving  filaments  from  some  of  the 
lumbar  ganglia.  It  is  situated  upon  the  sides  and  front  of  the  aorta,  between 
the  origins  of  the  superior  and  inferior  mesenteric  arteries.  From  this  plexus 
arise  the  inferior  mesenteric,  part  of  the  spermatic,  and  the  hypogastric  plexuses; 
and  it  distributes  filaments  to  the  inferior  vena  cava. 

The  inferior  mesenteric  plexus  is  derived  chiefly  from  the  left  side  of  the  aortic 
plexus.  It  surrounds  the  inferior  mesenteric  artery,  and  divides  into  a  number 
of  secondary  plexuses,  which  are  distributed  to  all  the  parts  supplied  by  the 
artery,  viz.,  the  left  colic  and  sigmoid  plexuses,  which  supply  the  descending 
and  sigmoid  flexure  of  the  colon ;  and  the  superior  hemorrhoidal  plexus,  which 
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supplies  the  tipper  part  of  the  rectum,  and  joins  in  the  pelvis  with  branches 
from  the  left  hypogastric  plexus. 

Lumbar  Portion  of  the  Sympathetic. 

The  lumbar  portion  of  the  sympathetic  is  situated  in  front  of  the  vertebral 
column,  along  the  inner  margin  of  the  Psoas  muscle.  It  consists  usually  of 
four  ganglia,  cpnnected  together  by  interganglionic  cords.  The  ganglia  are  of 
small  size,  of  a  grayish  color,  shaped  like  a  barleycorn,  and  placed  much  nearer 
the  median  line  than  the  thoracic  ganglia. 

The  superior  and  inferior  branches  of  the  lumbar  ganglia  serve  as  communi- 
cating branches  between  the  chain  of  ganglia  in  this  region.  They  are  usually 
single  and  of  a  white  color. 

The  external  branches  communicate  with  the  lumbar  spinal  nerves.  From  the 
situation  of  the  lumbar  ganglia,  these  branches  are  longer  than  in  the  other 
regions.  They  are  usually  two  in  number  for  each  ganglion,  and  accompany 
the  lumbar  arteries  around  the  sides  of  the  bodies  of  the  vertebrae,  passing 
beneath  the  fibrous  arches  from  which  some  of  the  fibres  of  the  Psoas  muscle 
arise. 

The  internal  branches  pass  inwards,  in  front  of  the  aorta,  and  form  the  lumbar 
aortic  plexus,  already  described.  Other  branches  descend  in  front  of  the  common 
iliac  arteries,  and  join,  over  the  promontory  of  the  sacrum,  to  form  the  hypo- 
gastric plexus.  Numerous  delicate  filaments  are  also  distributed  to  the  bodies 
of  the  vertebrae,  and  the  ligaments  connecting  them. 

Pelvic  Portion  of  the  Sympathetic. 

The  pelvic  portion  of  the  sympathetic  is  situated  in  front  of  the  sacrum,  along 
the  inner  side  of  the  anterior  sacral  foramina.  It  consists  of  four  or  five  small 
ganglia  on  each  side,  connected  together  by  interganglionic  cords.  Below,  these 
cords  converge  and  unite  on  the  front  of  the  coccyx,  by  means  of  a  small  gan- 
glion (ganglion  impar). 

The  superior  and  inferior  branches  are  the  cords  of  communication  between 
the  ganglia  above  and  below. 

The  external  branches,  exceedingly  short,  communicate  with  the  sacral  nerves. 
They  are  two  in  number  to  each  ganglion.  The  coccygeal  nerve  communicates 
either  with  the  last  sacral,  or  coccygeal  ganglion. 

The  internal  branches  communicate,  on  the  front  of  the  sacrum,  with  the 
corresponding  branches  from  the  opposite  side ;  some,  from  the  first  two 
ganglia,  pass  to  join  the  pelvic  plexus,  and  others  form  a  plexus,  which  accom- 
panies the  middle  sacral  artery. 

The  hypogastric  plexus  supplies  the  viscera  of  the  pelvic  cavity.  It  is  situated 
in  front  of  the  promontory  of  the  sacrum,  between  the  two  common  iliac  arteries, 
and  is  formed  by  the  union  of  numerous  filaments,  which  descend  on  each  side 
from  the  aortic  plexus,  from  the  lumbar  ganglia,  and  from  the  first  two  sacral 
ganglia.  This  plexus  contains  no  ganglia;  and  bifurcates,  below,  into  two 
lateral  portions,  which  form  the  inferior  hypogastric,  or  pelvic  plexuses. 

Inferior  Hypogastric,  or  Pelvic  Plexus. 

The  Inferior  Hypogastric,  or  Pelvic  Plexus,  is  situated  at  the  side  of  the 
rectum  and  bladder  in  the  male,  and  at  the  side  of  the  rectum,  vagina,  and 
bladder,  in  the  female.  It  is  formed  by  a  continuation  of  the  hypogastric 
plexus,  by  branches  from  the  second,  third,  and  fourth  sacral  nerves,  ana  by  a 
few  filaments  from  the  sacral  ganglia.  At  the  point  of  junction  of  these  nerves, 
small  ganglia  are  found.  From  this  plexus  numerous  branches  are  distributed 
to  all  the  viscera  of  the  pelvis.  They  accompany  the  branches  of  the  internal 
iliac  artery. 
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The  inferior  hemorrhoidal  plexus  arises  from  the  back  part  of  the  pelvic 
plexus.  It  supplies  the  rectum,  joining  with  branches  of  the  superior  hemor- 
rhoidal plexus. 

The  vesical  plexus  arises  from  the  fore  part  of  the  pelvic  plexus.  The  nerves 
composing  it  are  numerous,  and  contain  a  large  proportion  of  spinal  nerve  fibres. 
They  accompany  the  vesical  arteries,  and  are  distributed  at  the  side  and  base 
of  tne  bladder.  Numerous  filaments  also  pass  to  the  vesiculse  seminales,  and 
vas  deferens:  those  accompanying  the  vas  deferens  join  on  the  spermatic  cord, 
with  branches  from  the  spermatic  plexus. 

The  prostatic  plexus  is  continued  from  the  lower  part  of  the  pelvic  plexus.  The 
nerves  composing  it  are  of  large  size.  They  are  distributed  to  the  prostate  gland, 
vesiculae  seminales,  and  erectile  structure  of  the  penis.  The  nerves  supplying 
the  erectile  structure  of  the  penis  consist  of  two  sets,  the  small  and  large  caver- 
nous nerves.  They  are  slender  filaments,  which  arise  from  the  fore  part  of  the 
prostatic  plexus;  and  after  joining  with  branches  from  the  internal  pudic  nerve, 
pass  forwards  beneath  the  pubic  arch. 

The  small  cavernous  nerves  perforate  the  fibrous  covering  of  the  penis,  near 
its  roots. 

The  large  cavernous  nerve  passes  forwards  along  the  dorsum  of  the  penis,  joins 
with  the  dorsal  branch  of  the  pudic  nerve,  and  is  distributed  to  the  corpus  caver- 
nosum  and  spongiosum. 

The  vaginal  plexus  arises  from  the  lower  part  of  the  pelvic  plexus.  It  is  lost 
on  the  walls  of  the  vagina,  being  distributed  to  the  erectile  tissue  at  its  anterior 

Eart,  and  to  the  mucous  membrane.  The  nerves  composing  this  plexus  contain, 
ke  the  vesical,  a  large  proportion  of  spinal  nerve-fibres. 

The  uterine  nerves  arise  from  the  lower  part  of  the  hypogastric  plexus,  above 
the  point  where  the  branches  from  the  sacral  nerves  join  the  pelvic  plexus.  They 
accompany  the  uterine  arteries  to  the  side  of  the  organ  between  the  layers  of 
the  broad  ligament,  and  are  distributed  to  the  cervix  and  lower  part  of  the  body 
of  the  uterus,  penetrating  its  substance. 

Other  filaments  pass  separately  to  the  body  of  the  uterus  and  Fallopian  tube. 

Branches  from  the  hypogastric  plexus  accompany  the  uterine  arteries  into 
the  substance  of  the  uterus.  Upon  these  filaments  ganglionic  enlargements  are 
found. 


For  a  detailed  acconnt  of  the  supply  of  nerves  to  the  uterus,  and  for  a  description  of  the  changes 
which  these  nerves  and  their  ganglia  undergo  during  pregnancy,  the  reader  is  referred  to  the 
papers  on  "  The  Anatomy  of  the  Nerves  of  the  Uterus,"  published  by  Dr.  Robert  Lee. 


Organs  of  Sense. 


The  Organs  of  the  Senses  are  five  in  number,  viz.,  those  of  touch,  of  taste, 
of  smell,  of  hearing,  and  of  sight.  The  skin,  which  is  the  principal  seat  of  the 
sense  of  touch,  has  been  described  in  the  Introduction. 

The  Tongue. 

The  Tongue  is  the  organ  of  the  special  sense  of  taste.  It  is  situated  in  the 
floor  of  the  mouth,  in  the  interval  between  the  two  lateral  portions  of  the  body 
of  the  lower  jaw.  Its  base,  or  root,  is  directed  backwards,  and  connected  with 
theosbyoides  by  numerous  muscles,  with  the  epiglottis  by  three  folds  of  mucous 

Fig.  393.— Upper  Surface  of  the  Tongue. 
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membrane,  which  form  the  glosso-epiglottic  ligaments,  and  with  the  soft  palate 
and  pharynx  by  means  of  the  anterior  and  posterior  pillars  of  the  fauces.  Its 
apex  or  tip,  thin  and  narrow,  is  directed  forwards  against  the  inner  surface  of 
the  lower  incisor  teeth.  The  under  surface  of  the  tongue  is  connected  with  the 
lower  jaw  by  the  Genio-hyo-glossi  muscles ;  from  its  sides,  the  mucous  mem- 
brane is  reflected  to  the  inner  surface  of  the  gums ;  and,  in  front,  a  distinct  fold 
of  that  membrane,  the  fraenum  linyuae,  is  formed  beneath  its  under  surface. 

The  tip  of  the  tongue,  part  of  its  under  surface,  its  sides,  and  dorsum,  are 
free. 

The  dorsum  of  the  tongue  is  convex,  marked  along  the  middle  line  by  a 
raphe,  which  divides  it  into  two  symmetrical  halves ;  and  this  raphe  terminates 
behind,  about  half  an  inch  from  the  base  of  the  organ,  a  little  in  front  of  a  deep 
mucous  follicle,  the  foramen  caecum.  The  anterior  two-thirds  of  this  surface  are 
rough  and  covered  with  papillae;  the  posterior  third  is  more  smooth,  and 
covered  by  the  projecting  orifices  of  numerous  muciparous  glands. 

The  mucous  membrane  invests  the  entire  extent  of  the  free  surface  of  the 
tongue.  On  the  under  surface  of  the  organ  it  is  thin  and  smooth,  and  may  be 
traced  on  either  side  of  the  fnenumr  through  the  ducts  of  the  submaxillary 
glands;  and  between  the  sides  of  the  tongue  and  the  lower  jaw,  through  the 
ducts  of  the  sublingual  glands.  As  it  passes  over  the  borders  of  the  organ,  it 
gradually  assumes  its  papillary  character. 

The  mucous  membrane  of  the  tongue  consists  of  structures  analogous  to  those 
of  the  skin,  namely,  a  cutis  or  corium,  supporting  numerous  papillae,  and  covered, 
as  well  as  the  papillae,  with  epithelium. 

The  cutis  is  tough,  but  thinner  and  less  dense  than  in  most  parts  of  the  skin, 
and  is  composed  of  similar  tissue.  It  contains  the  ramifications  of  the  numerous 
vessels  aud  nerves  from  which  the  papilla?  are  supplied,  and  affords  insertion  to 
all  the  intrinsic  muscular  fibres  of  the  organ. 

The  papillae  of  the  tongue  are  thickly  distributed  over  the  whole  of  its  upper 
surface,  giving  to  it  its  characteristic  roughness.  They  are  more  prominent  than 
those  of  the  skin,  standing  out  from  the  surface  like  the  villi  of  the  intestine. 
The  principal  varieties  are  the  papillae  maximae  (circumvallatae),  papillae  mediae 
(fungiformes),  and  papillae  minimae  (eonicae  or  filiformes). 

The  papillae-  maximae  (circumvallatae)  are  of  large  size,  and  vary  from  eight 
to  ten  in  number.  They  are  situated  at  the  back  part  of  the  dorsum  of  the 
tongue,  near  its  base,  forming  a  row  on  each  side,  which  running  backwards  and 
inwards,  meet  in  the  middle  line,  like  the  two  lines  of  the  letter  V  inverted. 
Each  papilla  consists  of  a  central  flattened  projection  of  mucous  membrane, 
circular  in  form,  from  3'v  to  -fa  of  an  inch  wide,  attached  to  the  bottom  of  a 
cup-shaped  depression  of  the  mucous  membrane  ;  the  exposed  part  being  studded 
with  numerous  small  papillae,  which,  however,  are  covered  by  a  smooth  layer 
of  the  epithelium.  The  cup-shaped  depression  forms  a  kind  of  fossa  round  the 
papilla,  naving  a  circular  margin  of  about  the  same  elevation,  covered  with 
'smaller  papillae.  The  fissure  corresponding  to  the  papilla,  which  is  situated  at 
the  junction  of  the  two  lines  of  the  circumvallate  papillae,  is  so  large  and  deep, 
that  the  name  foramen  caecum  has  been  applied  to  it.  In  the  smaller  papilla?, 
the  fissure  exists  only  on  one  side. 

The  papillae  mediae  (fungiformes),  more  numerous  than  the  preceding,  are 
scattered  irregularly  and  sparingly  over  the  dorsum  of  the  tongue ;  but  are 
found  chiefly  at  its  sides  and  apex.  They  are  easily  recognized,  among  the 
other  papillae,  by  their  large  size,  rounded  eminences,  and  deep  red  color.  They 
are  narrow  at  their  attachment  to  the  tongue,  but  broad  and  rounded  at  their 
free  extremities,  and  covered  with  secondary  papillae.  Their  epithelial  invest- 
ment is  very  thin.  % 

The  papillae  minimae  (eonicae — filiformes)  cover  the  anterior  two-thirds  of  the 
dorsum  of  the  tongue.  They  are  very  minute,  more  or  less  conical  or  filiform 
in  shape,  and  arranged  in  lines  corresponding  in  direction  with  the  two  rows  of 
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the  papillae  circum vallate;  excepting  at  the  apex  of  the  organ,  where  their 
direction  is  transverse.  The  filiform  papillae  are  of  a  whitish  tint,  owing  to  the 
thickness  and  density  of  their  epithelium ;  they  are  covered  with  numerous 
secondary  papillae,  are  firmer  and  more  elastic  than  the  papillae  of  mucous 
membrane  generally,  and  often  inclose  minute  hairs. 

Simple papill&,  similar  to  those  of  the  skin,  are  dispersed  very  unequally  among 
the  compound  forms,  and  exist  sparingly  on  the  surface  of  the  tongue  behind 
the  circumvallate  variety,  buried  under  a  layer  of  epithelium. 

Structure  of  the  papillae.  The  papillae  apparently  resemble  in  structure  those 
of  the  cutis,  consisting  of  a  cone-shaped  projection  of  homogeneous  tissue, 
covered  with  a  thick  layer  of  squamous  epithelium,  and  contain  one  or  more 
capillary  loops,  amongst  which  nerves  are  distributed  in  great  abundance.  If 
the  epithelium  is  removed,  it  will  be  found  that  they  are  not  simple  processes 
like  the  papillae  of  the  skin,  for  the  surface  of  each  is  studded  with  minute 
conical  processes  of  the  mucous  membrane,  which  form  secondary  papillae  (Todd 
and  Bowman).  In  the  papillae  circumvallatae,  the  nerves  are  numerous  and  of 
large  size;  in  the  papillae  fungiformes  they  are  also  numerous,  and  terminate  in 
a  plexiform  network,  from  which  brush-like  branches  proceed;  in  the  papillae 
filiformes,  their  mode  of  termination  is  uncertain.  Buried  in  the  epidermis  of 
the  papillae  circumvallatae,  and  in  some  of  the  fungiformes,  certain  peculiar  bodies 
called  taste-corpuscles  have  been  described.  They  are  flask-like  in  shape,  their 
broad  base  resting  on  the  corium,  and  their  neck  opening  by  an  orifice  between 
the  cells  of  the  epithelium.  They  are  formed  by  two  kinds  of  cell :  the  exterior, 
which  are  arranged  in  several  layers,  being  spindle-shaped;  the  internal,  corf- 
sisting  of  nuclei  with  processes  on  either  side,  of  which  the  deep  one  is  described 
as  continuous  with  the  terminal  fibril  of  a  nerve,  while  the  superficial  projects 
as  an  extremely  fine  hair  through  the  orifice  of  the  taste-corpuscle.1 

Besides  the  papillae,  the  mucous  membrane  of  the  tongue  is  provided  with 
numerous  follicles  and  glands. 

The  follicles  are  found  scattered  over  its  entire  surface,  but  are  especially 
numerous  between  the  papillie  circumvallatae  and  the  epiglottis.  Their  walls 
contain  much  lymphoid  tissue. 

The  mucous  glands  (lingual),  similar  in  structure  to  the  labial  and  buccal,  are 
found  chiefly  beneath  the  mucous  membrane  of  the  posterior  third  of  the  dorsum 
of  the  tongue.  There  is  a  small  group  of  these  glands  beneath  the  tip  of  the 
tongue,  a  few  along  the  borders  of  the  organ,  and  some  in  front  of  the  circum: 
vallate  papillae  projecting  in  the  muscular  substance.  Their  ducts  open  either 
upon  the  surface,  or  into  the  depressions  round  the  large  papillae. 

The  epithelium  is  of  the  scaly  variety  like  that  of  the  epidermis.  It  covers 
the  free  surface  of  the  tongue,  as  may  be  easily  demonstrated  by  maceration,  or 
boiling,  when  it  can  be  detached  entire:  it  is  much  thinner  than  in  the  skin: 
the  intervals  between  the  large  papillae  are  not  filled  up  by  it,  but  each  papilla 
has  a  separate  investment  from  root  to  summit.  The  deepest  cells  may  some- 
times be  detached  as  a  separate  layer,  corresponding  to  the  rete  mucosum,  but 
they  never  contain  coloring  matter. 

The  tongue  consists  of  two  symmetrical  halves,  separated  from  each  other,  in 
the  middle  line,  by  a  fibrous  septum.  Each  half  is  composed  of  muscular  fibres 
arranged  in  various  directions,  containing  much  interposed  fat,  and  supplied  by 
vessels  and  nerves:  the  entire  organ  is  invested  by  mucous  membrane,  and  a 
submucous  fibrous  stratum.  The  latter  membrane  invests  the  greater  part  of 
the  surface  of  the  tongue,  and  into  it  the  muscular  fibres  are  inserted  that  pass 
to  the  surface.  It  is  thicker  behind  than  in  front,  and  is  continuous  with  the 
sheaths  of  the  muscles  attached  to  it. 

The  fibrous  septum  consists  of  a  vertical  layer  of  fibrous  tissue,  extending 
throughout  the  entire  length  of  the  middle  line  of  the  tongue,  from  the.  base  to 

1  See  Engelmann,  in  Strieker's  Handbook  (New  S)Td.  Soc.'s  Trans.),  vol  iii.  p.  2. 
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tbe  apex.  It  is  thicket'  behind  than  in  front,  and  occasionally  contains  a  small 
fibro- cartilage,  about  a  quarter  of  an  inch  in  length.  It  is  well  displayed  by 
making  a  vertical  section  across  the  organ.  Another  strong  fibrous  lamina. 
termed  the  hyo-ylossal  membrane,  coanects  the  under  surface  of  the  base  of  the 
tongue  to  tbe  body  of  the  hyoid  bone.  This  membrane  receives,  in  front,  some 
of  the  fibres  of  the  Genio-hyo-glossi. 

Each  half  of  the  tongue  consists  of  extrinsic  and  intrinsic  muscles.  Tbe  former 
have  been  already  described;  they  are  the  Hyo-glossus,  Genio-hyo-glossus,  Stylo- 
glossus, Palato- gloss  us,  and  part  of  the  Superior  constrictor.  The  intrinsic 
muscular  fibres  are  described  along  with  the  Lingualis  on  p.  364. 

The  arteries  of  the  tongue  are  derived  from  the  lingual,  the  facial,  and  ascend- 
ing pharyngeal. 

The  nerves  of  the  tongue  are  three  in  number  in  each  half:  the  gustatory 
branch  of  the  fifth,  which  is  distributed  to  the  papillae  at  the  fore  part  and  sides 
of  the  tongue;  the  lingual  branch  of  tbe  glosso- pharyngeal,  which  is  distributed 
to  the  mucous  membrane  at  the  base  and  side  of  the  tongue,  and  to  the  papilla 
circumvallatae;  and  the  hypoglossal  nerve,  which  is  distributed  to  the  muscular 
substance  of  the  tongue.  The  two  former  are  nerves  of  common  sensation  and 
of  taste ;  the  latter  is  the  motor  nerve  of  the  tongue. 

The  Nose. 

The  Nose  is  the  special  organ  of  the  sense  of  smell:  by  means  of  the  peculiar 
properties  of  its  nerves,  it  protects  the  lungs  from  the  inhalation  of  deleterious 
gases,  and  assists  the  organ  of  taste  in  discriminating  the  properties  of  food. 

The  organ  of  smell  consists  of  two  parts,  one  external,  tbe  nose;  the  other 
internal,  the  nasal  fossae. 

The  nose  is  the  more  anterior  and  prominent  part  of  the  organ  of  smell.  It  is 
of  a  triangular  form,  directed  vertically  downwards,  and  projects  from  the  centre 

FiffH.  395,  396.— Cartilages  nf  the  Nnw. 


of  the  face,  immediately  above  the  upper  lip.  Its  summit,  or  root,  is  connected 
j  directly  with  the  forehead.     Its  inferior  part,  the  base  of  the  nose,  presents  two 

elliptical  orifices,  the  nostrils,  separated  from  each  other  by  an  an tero- posterior 
'  septum,  the  colitmna.    The  margins  of  these  orifices  are  provided  with  a  number 

of  stiff  hairs,  or  vihrissw,  which  arrest  the  passage  of  foreign  substances  carried 

with  the  current  of  air  intended  for  respiration.    The  lateral  surfaces  of  the  nose 
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form,  by  their  union,  the  dorsum,  the  direction  of  which  varies  considerably  in 
different  individuals.  The  dorsum  terminates  below  in  a  rounded  eminence,  the 
lobe  of  the  nose. 

The  nose  is  composed  of  a  framework  of  bones  and  cartilages,  the  latter 
being  slightly  acted  upon  by  certain  muscles.  It  is  covered  externally  by  the 
integument,  internally  by  mucous  membrane,  and  supplied  with  vessels  and 
nerves. 

The  bony  framework  occupies  the  upper  part  of  the  organ:  it  consists  of  the 
nasal  bones,  and  the  nasal  processes  of  the  superior  maxillary. 

The  cartilaginous  framework  consists  of  five  pieces,  the  two  upper  and  the  two 
lower  lateral  cartilages,  and  the  cartilage  of  the  septum. 

The  upper  lateral  cartilages  are  situated  below  the  free  margin  of  the  nasal 
bones;  each  cartilage  is  flattened,  and  triangular  in  shape.  Its  anterior  margin 
is  thicker  than  the  posterior,  and  connected  with  the  fibro-cartilage  of  the  septum. 
Its  posterior  margin  is  attached  to  the  nasal  process  of  the  superior  maxillary 
and  nasal  bones.  Its  inferior  margin  is  connected  by  fibrous  tissue  with  the 
lower  lateral  cartilage :  one  surface  is  turned  outwards,  the  other  inwards  to- 
wards the  nasal  cavity. 

The  lower  lateral  cartilages  are  two  thin,  flexible  plates  situated  immediately 
below  the   preceding,  and  curved  in  such  a  manner  as  to  form  the  inner  and 
outer  walls  of  each  orifice  of  the  nos- 
tril.     The  portion   which  forms  the         Fig.  397.— Bones  nnd  CortiTnircs  of  Seplum 
inner  wall,  thicker  than  the  rest,  is  of  Nose.    Rigbt  Side. 

loosely  connected  with  the  same  part 
of  the  opposite  cartilage,  and  forms 
a  small  part  of  the  columna.  lis 
outer  extremity,  free,  rounded,  and 
projecting,  forms,  with  the  thickened 
integument  and  subjacent  tissue,  the 
lobe  of  the  nose.  The  part  which 
forms  the  outer  wall  is  curved  to  cor- 
respond with  the  ala  of  the  nose :  it 
is  oval  and  flattened,  narrow  behind 
where  it  is  connected  with  the  nasal 
process  of  the  superior  maxilla  by 
a  tough  fibrous  membrane,  in  which 
are  found  three  or  four  small  carti 
laginous  plates  (sesamoid  cartilages), 
cartilai/ines  minores.  Above,  it  is  con- 
nected to  the  upper  lateral  cartilage 

and  front  part  of  the  cartilage  of  the  septum ;  below,  it  is  separated  from  the 
margin  of  the  nostril  by  dense  cellular  tissue ;  and  in  front,  it  forms,  with  its 
fellow,  the  prominence  of  the  tip  of  the  nose. 

The  cartilage  of  the  septum  is  somewhat  triangular  in  form,  thicker  at  its 
margins  than  at  its  centre,  and  completes  the  separation  between  the  nasal  fossaa 
in  front.  Its  anterior  margin,  thickest  above,  is  connected  from  above  down- 
wards with  the  nasal  bones,  the  front  part  of  the  two  upper  lateral  cartilages, 
and  the  inner  portion  of  the  two  lower  lateral  cartilages.  Its  posterior  margin 
is  connected  with  the  perpendicular  lamella  of  the  ethmoid ;  its  inferior  margin 
with  the  vomer  and  the  palate  processes  of  the  superior  maxillary  bones. 

These  various  cartilages  are  connected  to  each  other,  and  to  the  bones,  fey  a 
tough  fibrous  membrane,  the  perichondrium,  which  allows  the  utmost  facility 
of  movement  between  them. 

The  muscles  of  the  nose  are  situated  immediately  beneath  the  integument: 
they  are  (on  each  side)  the  Pyramidalis  nasi,  the  Levator  labii  superiors  al.-eque 
nasi,  the  Dilator  naris,  anterior  and  posterior,  the  Compressor  nasi,  the  Com- 
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pressor  narium  minor,  and  the  Depressor  alse  nasi.  These  have  already  been 
described  above  (p.  349). 

The  integument  covering  the  dorsum  and  sides  of  the  nose  is  thin,  and  looselv 
connected  with  the  subjacent  parts ;  but  where  it  forms  the  tip,  or  lobe,  and 
the  alee  of  the  nose,  it  is  thicker  and  more  firmly  adherent.  It  is  furnished  with 
a  large  number  of  sebaceous  follicles,  the  orifices  of  which  are  usually  very 
distinct. 

The  mucous  membrane,  lining  the  interior  of  the  nose,  is  continuous  with  the 
skin  externally,  and  with  that  which  lines  the  nasal  fossaB  within. 

The  arteries  of  the  nose  are  the  lateralis  nasi,  from  the  facial,  and  the  nasal 
artery  of  the  septum,  from  the  superior  coronary,  which  supplies  the  alae  and 
septum ;  the  sides  and  dorsum  being  supplied  from  the  nasal  branch  of  the  oph- 
thalmic and  the  infraorbital. 

The  veins  of  the  nose  terminate  in  the  facial  and  ophthalmic. 

The  nerves  of  the  nose  are  branches  from  the  facial,  infraorbital,  and  infra- 
trochlear,  and  a  filament  from  the  nasal  branch  of  the  ophthalmic. 

Nasal  Foss-fi. 

The  Nasal  Fossae  are  two  irregular  cavities,  situated  in  the  middle  of  the  face 
and  extending  from  before  backwards.  They  open  in  front  by  the  two  anterior 
nares,  and  terminate  in  the  pharynx,  behind,  by  the  posterior  nares.  The  boun- 
daries of  these  cavities,  and  the  openings  which  are  connected  with  them,  as  they 
exist  in  the  skeleton,  have  been  already  described  (p.  203). 

The  mucous  membrane  lining  the  nasal  fossae  is  called  the  pituitary \  from  the 
nature  of  its  secretion ;  or  Schneiderian,  from  Schneider,  the  first  anatomist  who 
showed  that  the  secretion  proceeded  from  the  mucous  membrane,  and  not,  as 
was  formerly  imagined,  from  the  brain.  It  is  intimately  adherent  to  the  peri- 
osteum, or  perichondrium,  over  which  it  lies.  It  is  continuous  externally  with 
the  skin  through  the  anterior  nares,  and  with  the  mucous  membrane  of  the 
pharynx,  through  the  posterior  nares.  From  the  nasal  fossae  its  continuity  may 
be  traced  with  the  conjunctiva,  through  the  nasal  duct  and  lachrymal  canals: 
with  the  lining  membrane  of  the  tympanum  and  mastoid  cells,  through  the  Eusta- 
chian tube ;  and  with  the  frontal,  ethmoidal,  and  sphenoidal  sinuses,  and  the 
antrum  maxillare,  through  the  several  openings  in  the  meatuses.  The  mucous 
membrane  is  thickest,  and  most  vascular,  over  the  turbinated  bones.  It  is  also 
thick  over  the  septum ;  but,  in  the  intervals  between  the  spongy  bones,  and  on 
the  floor  of  the  nasal  fossae,  it  is  very  thin.  Where  it  lines  the  various  sinuses 
and  the  antrum  maxillare,  it  is  thin  and  pale. 

The  surface  of  the  membrane  is  covered  with  a  layer  of  tes3ellated  epithelium, 
at  the  upper  part  of  the  nasal  fossae,  corresponding  with  the  distribution  of  the 
olfactory  nerve,  but  is  ciliated  throughout  the  rest  of  its  extent,  excepting  near 
the  aperture  of  the  nares. 

This  membrane  is  also  provided  with  a  nearly  continuous  layer  of  branched 
mucous  glands,  the  ducts  of  which  open  upon  its  surface.  They  are  most  nume- 
rous at  the  middle  and  back  parts  oi  the  nasal  fossae,  and  largest  at  the  lower 
and  back  part  of  the  septum. 

Owing  to  the  great  thickness  of  this  membrane,  the  nasal  fosssB  are  much 
narrower,  and  the  turbinated  bones,  especially  the  lower  ones,  appear  larger  and 
more  prominent  than  in  the  skeleton.  From  the  same  circumstance,  also,  the 
various  apertures  communicating  with  the  meatuses  are  either  narrowed  or 
completely  closed 

In  the  superior  meatus,  the  aperture  of  communication  with  the  posterior 
•ethmoidal  cells  is  considerably  diminished  in  size,  and  the  spheno-palatine  fora- 
men completely  covered  in. 

In  the  middle  meatus,  the  opening  of  the  infundibulum  is  partially  hidden  by 
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a  projecting  fold  of  mucous  membrane,  and  the  orifice  of  the  antrum  is  con- 
tracted to  a  small  circular  aperture,  much  narrower  than  in  the  skeleton. 

In  the  inferior  meatus,  the  orifice  of  the  nasal  duct  is  partially  bidden  by 
either  a  single  or  double  valvular  mucous  fold,  and  the  anterior  palatine  canal 
either  completely  closed  in,  or  a  tubular  ad-de-sac  of  mucous  membrane  is 
continued  a  short  distance  into  it. 

In  the  roof,  the  opening  leading  to  the  sphenoidal  Bin  us  is  narrowed,  and  the 
apertures  in  the  cribriform  plate  of  the  ethmoid  completely  closed  in. 

The  arteries  of  the  nasal  fossa  are  the  anterior  and  posterior  ethmoidal,  from 
the  ophthalmic,  which  supply  the  ethmoidal  cells,  frontal  sinuses,  and  roof  of 
the  nose ;  the  sphe no- palatine,  from  the  internal  maxillary,  which  supplies  the 
mucous  membrane  covering  the  spongy  bones,  the  meatuses  and  septum ;  and 
the  alveolar  branch  of  the  internal  maxillary,  which  supplies  the  lining  mem- 
brane of  the  antrum.  The  ramifications  of  these  vessels  form  a  close,  plexiform 
network,  beneath  and  in  the  substance  of  the  mucous  membrane. 

The  veins  of  the  nasal  fossie  form  a  close  network  beneath  the  mucous  mem- 
brane. They  pass,  some  with  the  veins  accompanying  the  spheno- palatine 
artery,  through  the  splieno- palatine  foramen;  and  others,  through  the  alveo- 
lar branch,  join  the  facial  vein ;  some 
accompany  the  ethmoidal  arteries,  and  Fig-  398- 

termiuatein  the  ophthalmic  vein;  and, 
lastly,  a  few  communicate  with  the 
veins  in  the  interior  of  the  skull, 
through  the  foramina  in  the  cribriform 
plate  of  the  ethmoid  bone,  and  the 
foramen  ccecum. 

The  nerves  ara,  the  olfactory,  the 
nasal  branch  of  the  ophthalmic,  fila- 
ments from  the  anterior  dental  branch 
of  the  superior  maxillary,  the  Vidian, 
naso- palatine,  descending  anterior  pala- 
tine, and  spheno- palatine  branches  of 
Meckel's  ganglion. 

The  olfacton/,  the  special  nerve  of 
the  sense  of  smell,  i3  distributed  over 
the  upper  third  of  the  septum,  and  over 
the  surface  of  the  superior  and  middle 
spongy  bones. 

The  nasal  branch  of  the  ophthalmic  distributes  filaments  to  the  upper  and 
anterior  part  of  the  septum,  and  outer  wall  of  the  nasal  fossie. 

Filaments  from  the  anterior  dental  branch  of  the  superior  maxillary  Bupply  the 
inferior  meatus  and  inferior  turbinated  bone. 

The  Vidian  nerve  supplies  the  upper  and  back  part  of  the  septum,  and 
superior  spongy  bone ;  and  the  upper  anterior  nasal  branches  from  the  spheno- 
palatine ganglion,  have  a  similar  distribution. 

The  naso-palatine  nerve  supplies  the  middle  of  the  septum. 

The  larger,  or  anterior  palatine  nerve,  supplies  the  middle  and  lower  spongy 
bones, 

Tiie  Eye. 

■  The  Eyeball  is  contained  in  the  cavity  of  the  orbit.  In  this  situation  it  is 
securely  protected  from  injury,  whilst  its  position  is  such  as  to  insure  the  moqf 
extensive  range  of  sight.  It  is  acted  upon  by  numerous  muscles,  by  which  jt 
is  capable  of  being  directed  to  any  part,  supplied  by  vessels  and  nerves,  and  is 
additionally  protected  in  front  by  several  appendages,  such  as  the  eyebrow, 
eyelids,  etc. 
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The  eyeball  is  spherical  in  form,  having  the  segment  of  a  smaller  and  more 
prominent  sphere  engrafted  upon  its  anterior  part.  It  is  from  this  circumstance 
that  the  antero-posterior  diameter  of  the  eyeball,  which  measures  about  an  inch, 
exceeds  the  transverse  diameter  by  about  a  line.  The  segment  of  the  larger 
sphere,  which  forms  about  five-  sixths  of  the.  globe,  is  opaque,  and  formed  bv 
the  sclerotic,  the  tunic  of  protection  to  the  eve  ball ;  the  smaller  sphere,  which 
forms  the  remaining  sixth,  is  transparent,  an<I  formed  by  the  cornea.  The  aies 
of  the  eyeballs  are  nearly  parallel,  and  do  not  correspond  to  the  axes  of  the 
orbits,  which  are  directed  outwards.  The  optic  nerves  follow  the  direction 
of  the  axes  of  the  orbits,  and  enter  the  eyeball  a  little  to  their  inner  or  nasal 
side.  The  eyeball  is  composed  of  several  investing  tunics,  and  of  fluid  and  solid 
refracting  media,  called  humors. 

The  tunics  are  three  in  number: — 

1.  Sclerotic  and  Cornea. 

2.  Choroid,  Iris,  and  Ciliary  Processes. 
8.  Eetina. 

The  refracting  media,  or  humors,  are  also  three: — 

Aqueous,  Crystalline  (lens)  and  Capsule.  Vitreous. 

The  sclerotic  and  cornea  form  the  external  tunic  of  the  eyeball ;  they  are 

essentially  fibrous  in  structure,  the  sclerotic  being  opaque,  and  forming  the 

fiosterior  five-sixths  of  the  globe;  the  cornea,  which  forms  the  remaining  sixth, 
leing  transparent. 

The  Sclerotic,  (n*Mjpo{,  hard)  (Fig.  399)  has  received  its  name  from  its  extreme 
density  and  hardness;  it  is  a  firm,  unyielding,  fibrous  membrane,  serving  to 

Fig.  399.— A  Vertical  Section  of  the  Eyeball.     (Enlarged.) 


maintain  the  form  of  the  globe.  It  is  much  thicker  behind  than  in  front.  Its 
external  surface  is  of  a  white  color,  quite  smooth,  except  at  the  points  when' 
the  Eecti  and  Obliqui  muscles  are  inserted  into  it,  and  covered,  for  part  of  it? 
extent,  by  the  conjunctival  membrane;  hence  the  whiteness  and  brilliancy  of  the 
front  of  the  eyeball.  Its  inner  surface,  is  stained  of  a  brown  color,  marked  by 
grooves,  in  which  are  lodged  the  ciliary  nerves,  and  connected  by  an  exceedingly 
fine  cellular  tissue  (lamina  fusca)  with  the  outer  surface  of  the  choroid.    Behind. 
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it  is  pierced  by  the  optic  nerve  a  little  to  its  inner  or  nasal  side,  and  is  con- 
tinuous with  the  fibrous  sheath  of  the  nerve,  which  is  derived  from  the  dura 
mater.  At  the  point  where  the  optic  nerve  passes  through  the  sclerotic,  this 
membrane  forms  a  thin  cribriform  lamina  (the  lamina  cribrosa)\  the  minute 
orifices  in  this  layer  serve  for  the  transmission  of  the  nervous  filaments,  and  the 
fibrous  septa  dividing  them  from  one  another  are  continuous  with  the  membra- 
nous processes  which  separate  the  bundles  of  nerve-fibres.  One  of  these 
openings,  larger  than  the  rest,  occupies  the  centre  of  the  lamella;  it  is  called 
the  porus  opticus,  and  transmits  the  arteria  centralis  retinae  to  the  interior 
of  the  eyeball.  Around  the  cribriform  lamella  are  numerous  small  apertures 
for  the  transmission  of  the  ciliary  vessels  and  nerves.  In  front,  the  sclerotic  is 
continuous  with  the  cornea  by  direct  continuity  of  tissue,  but  the  opaque  sclero- 
tic overlaps  the  cornea  rather  more  on  its  outer  than  upon  its  inner  surface. 

Structure.  The  sclerotic  is  formed  of  white  fibrous  tissue  intermixed  with 
fine  elastic  fibres,  and  fusiform  nucleated  cells.  These  are  aggregated  into 
bundles,  which  are  arranged  chiefly  in  a  longitudinal  direction.  It  yields 
gelatin  on  boiling.  Its  vessels  are  not  numerous,  the  capillaries  being  of  small 
size,  uniting  at  long  and  wide  intervals.  The  existence  of  nerves  in  it  is 
doubtful. 

The  Cornea  is  the  projecting  transparent  part  of  the  external  tunic  of  the  eye- 
ball, and  forms  the  anterior  sixth  of  the  globe.  It  is  not  quite  circular,  being 
a  little  broader  in  the  transverse  than  in  the  vertical  direction,  in  consequence 
of  the  sclerotic  overlapping  the  margin  above  and  below.  It  is  convex  ante- 
riorly, and  projects  forwards  from  the  sclerotic  in  the  same  manner  that  a  watch- 
glass  does  from  its  case.  Its  degree  of  curvature  varies  in  different  individuals, 
and  in  the  same  individual  at  different  periods  of  life,  it  being  more  prominent 
in  youth  than  in  advanced  life,  when  it  becomes  flattened.  The  cornea  is  dense 
and  of  uniform  thickness  throughout ;  its  posterior  surface  is  perfectly  circular 
in  outline,  and  exceeds  the  anterior  surface  slightly  in  extent,  from  the  latter 
being  overlapped  by  the  sclerotic. 

Structure.  The  cornea  consists  of  five  layers:  namely,  of  a  thick  central 
fibrous  structure,  the  cornea  proper ;  in  front  of  this  is  the  anterior  elastic 
lamina,  covered  by  the  conjunctiva;  behind,  the  posterior  elastic  lamina, 
covered  by  the  lining  membrane  of  the  anterior  chamber  of  the  eyeball.  The 
name  of  membrane  of  Descemet  is  given  to  this  posterior  elastic  lamina  and  its 
epithelial  coating. 

The  proper  substance  of  the  cornea  is  fibrous,  tough,  unyielding,  perfectly 
transparent,  and  continuous  with  the  sclerotic,  with  which  it  is  in  structure 
identical.  The  anastomosing  fusiform  cells  of  which  it  is  composed  are  arranged 
in  superimposed  flattened  laminae,  at  least  sixty  in  number,  all  of  which  have 
the  same  direction,  the  contiguous  lamina?  becoming  united  at  frequent  intervals. 
If  the  relative  position  of  the  component  parts  of  this  tissue  is  in  any  way 
altered,  either  by  pressure  or  by  an  increase  of  its  natural  tension,  it  imme- 
diately presents  an  opaque  milky  appearance.  The  interstices  between  the 
laminae  are  tubular,  and  usually  contain  a  small  amount  of  transparent  fluid. 

The  anterior  and  posterior  elastic  laminae,  which  cover  the  proper  structure  of 
the  cornea  behind  and  in  front,  present  an  analogous  structure.  They  consist 
of  a  hard,  elastic,  and  perfectly  transparent  homogeneous  membrane,  of  extreme 
thinness,  which  is  not  rendered  opaque  by  either  water,  alcohol,  or  acids.  This 
membrane  is  intimately  connected  by  means  of  a  fine  cellular  web  to  the  proper 
substance  of  the  cornea  both  in  front  and  behind.  Its  most  remarkable  pro- 
perty is  its  extreme  elasticity,  and  the  tendency  which  it  presents  to  curl  up,  or 
roll  upon  itself,  with  the  attached  surface  innermost,  when  separated  from  the 
proper  substance  of  the  cornea.  Its  use  appears  to  be  (as  suggested  by  Dr. 
Jacob),  "  to  preserve  the  requisite  permanent  correct  curvature  of  the  flaccid 
cornea  proper." 

The  conjunctival  epithelium,  which  covers  the  front  of  the  anterior  elastic 
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lamina,  consists  of  two  or  three  layers  of  transparent  nucleated  cells,  the  deepest 
being  of  an  oblong  form  and  placed  perpendicular  to  the  surface,  the  superficial 
ones  more  flattened. 

The  epithelial  lining  of  the  aqueous  chamber  covers  the  posterior  surface  of 
the  posterior  elastic  lamina.  It  consists  of  a  single  layer  of  polygonal  trans- 
parent nucleated  cells,  similar  to  those  found  lining  other  serous  cavities. 

Arteries  and  Nerves,  The  cornea  is  a  non-vascular  structure,  the  capillary 
vessels  terminating  in  loops  at  its  circumference.  Lymphatic  vessels  have  not 
as  yet  been  demonstrated  in  it.  The  nerves  are  numerous,  twenty  or  thirty  in 
number:  they  are  derived  from  the  ciliary  nerves,  and  enter  the  laminated 
substances  of  the  cornea.  They  ramify  throughout  its  substance  in  a  delicate 
network,  and  their  terminal  filaments  have  been  traced  by  Cohnheim  through 
the  proper  substance  of  the  cornea  into  the  deeper  layers  of  the  epithelium. 

Dissection.  In  order  lo  separate  the  sclerotic  and  cornea,  so  bb  to  expose  the  second  tunic, 
the  eyeball  should  be  immersed  in  a  small  vessel  of  water.  A  fold  of  the  sclerotic  Dear  its  aote- 
rior  part  having  been  pinched  up,  an  operation  not  easily  performed,  from  the  extreme  tension 
of  the  membrane,  it  should  be  divided  with  a  pair  of  blunt-pointed  scissors.  As  soon  as  the 
choroid  is  exposed,  the  end  of  a  blowpipe  should  be  introduced  into  the  orifice,  and  a  stream  of 
air  forced  into  it.  so  as  to  separate  the  slight  cellular  connection  between  the  sclerotic  and 
choroid.     The  sclerotic  shoald  now  be  divided   around   its  entire   circumference,  and  may  be  n 


moved  in  separate  portions.  The  front  segment  being  then  drawn  forwards,  the  handle  of  the 
Bcalpel  should  be  pressed  gently  against  it  at  its  connection  with  the  iris,  and  these  being  sepa- 
rated, a  quantity  of  perfectly  transparent  fluid  will  escape ;  litis  is  the  aqueous  humor.     In  I 


ie  of  the  dissection,  the  ciliary  nerves  may  be  seen  lyinjr  ill  the  loose  cellnlar  tissue  between 
the  choroid  and  sclerotic,  or  contained  in  delicate  grooves  on  the  inner  surface  or  the  latter  mem- 
Fig.  400.— The  Choroid  and  Iris.    (Enlarged.) 


Second  Tunic.  This  is  formed  by  t_he.chQroid_bfihind;  the  iris  and  ciliary 
processes  in  front ;  and  by  the  ciliary  ligament,  and  Ciliary  muscle,  at  the  point 
of  junction  of  the  sclerotic  and  cornea. 

The  choroid  is  the  vascular  and  pigmentary  tunic  of  the  eyeball,  investing 
the  posterior  five-sixths  of  the  globo,  and  extending  as  far  forwards  as  the 
cornea;  the  ciliary  processes  being  appendages  of  the  choroid  developed  from 
its  inner  surface  in  front.  The  iris  13  the  circular  muscular  septum,  which 
hangs  vertically  behind  the  cornea,  presenting  in  its  centre  a  large  circular 
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aperture,  the  pupil.  The  ciliary  ligament  and  Ciliary  muscle  form  the  white 
ring  observed  at  the  point  where  the  choroid  and  iris  join  with  each  other,  and 
with  the  sclerotic  and  cornea. 

The  Choroid  is  a  thin,  highly  vascular  membrane,  of  a  dark  brown  or  choco- 
late color,  which  invests  the  posterior  five-sixtha  of  the  central  part  of  the  globe. 
It  is  pierced  behind  by  the  optic  nerve,  and  terminates  in  front  at  the  ciliary 
ligament,  where  it  bends  inwards,  and  forms  on  its  inner  surface  a  series  of  folds 
or  plaitings,  the  ciliary  processes.  It  is  thicker  behind  than  in  front.  Externally, 
it  la  connected  by  a  fine  cellular  web  (membrana  fused)  with  the  inner  surface  of 
the  sclerotic.  Its  inner  surface  is  smooth,  and  lies  in  contact  with  the  retina. 
The  choroid  is  composed  of  three  layers,  external,  middle,  and  internal. 

Pig.  401.— The  Veins  of  the  Choroid.     (Enlarged.) 


The  external  layer  consists,  in  part,  of  the  larger  branches  of  the  short  ciliary 
arteries,  which  run  forwards  between  the  veins  before  they  bend  downwards  to 
terminate  on  the  inner  surface.  This  coat  is  formed,  however,  principally  of 
veins,  which  are  named,  from  their  distribution,  vena  vorlicosm.  They  converge 
to  four  or  five  equidistant  trunks,  which  pierce  the  sclerotic  midway  between 
the  margin  of  the  cornea  and  the  entrance  of  the  optic  nerve.  Interspersed 
between  the  vessels  are  lodged  dark  star-shaped  pigment-cells,  the  fibrous  offsets 
from  which,  communicating  with  similar  branchings  from  neighboring  cells, 
form  a  delicate  network,  which,  towards  the  inner  surface  of  the  choroid  loses 
its  pigmentary  character. 

The  middle  layer  consists  of  an  exceedingly  fine  capillary  plexus,  formed  by 
the  short  ciliary  vessels,  and  is  known  as  the  tunica  Buychiana.  The  network 
is  close,  and  finer  at  the  hinder  part  of  the  choroid  than  in  front.  About  half 
an  inch  behind  the  cornea,  its  meshes  become  larger,  and  are  continuous  with 
those  of  the  ciliary  process. 

The  internal  or  pigmentary  layer  is  a  delicate  membrane,  consisting  of  a  single 
layer  of  hexagonal  nucleated  cells,  loaded  with  pigment-granules,  and  applied 
to  each  other,  so  as  to  resemble  a  tessellated  pavement.  Each  cell  contains  a 
nucleus,  and  is  filled  with  grains  of  pigment,  which  are  in  greater  abundance  at 
the  circumference  of  the  cell.  In  perfect  albinos  this  epithelium  contains  no 
pigment,  nor  is  any  present  in  the  star-shaped  cells  found  in  the  other  layers  of 
the  choroid.1 

1  The  pigmentary  layer  is  now  often  described  as  a  portion  of  the  Retina  in  consequence  of  the 
method  of  its  development,  since  it  is  derived  from  the  same  source  as  that  membrane,  viz.,  from 
the  primary  ocular  vesicle,  furnished  by  the  epiblast,  while  the  choroid  is  derived  from  the 
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The  ciliary  processes  should  now  be  examined.  They  may  be  exposed,  either  by  detaching  the 
iris  from  its  connection  with  the  ciliary  ligament,  or  by  making  a  transverse  section  of  the  globe, 
and  examining  them  from  behind. 

The  Ciliary  processes  are  formed  by  the  plaiting  and  folding  inwards  of  the 
middle  and  internal  layers  of  the  choroid,  at  its  anterior  margin,  and  are  received 
between  corresponding  foldings  of  the  suspensory  ligament  of  the  lens,  thus 
establishing  a  communication  between  the  choroid  and  inner  tunic  of  the  eye. 
They  are  arranged  in  a  circle,  behind  the  iris,  round  the  margin  of  the  lenB. 
They  vary  between  sixty  and  eighty  in  number,  lie  side  by  side,  and  may  be 
divided  into  large  and  small;  the  latter,  consisting  of  about  one-third  of  the 
entire  number,  are  situated  in  the  spaces  between  the  former,  but  without  regu- 
lar alternation.     The  larger  processes  are  each  about  one-tenth  of  an  inch  in 

Fig.  402.— The  Arteries  of  the  Choroid  and  Iris.     The  Sclerotic  has  been 
mostly  removed.    (Enlarged.) 


length,  and  hemispherical  in  shape,  their  periphery  being  attached  to  the  ciliary 
ligament,  and  continuous  with  the  middle  and  inner  layers  of  the  choroid :  the 
opposite  margin  is  free  and  rests  upon  the  circumference  of  the  lens.  Their 
anterior  surface  is  turned  towards  the  back  of  the  iris,  with  the  circumference 
of  which  it  is  continuous.  The  posterior  surface  is  closely  connected  with  the 
suspensory  ligament  of  the  lens. 

Structure.  The  ciliary  processes  are  similar  in  structure  to  the  choroid :  the 
vessels  are  larger,  having  chiefly  a  longitudinal  direction.  Externally,  they  arc 
covered  with  several  layers  of  pigment-cells;  the  component  cells  are  small, 
rounded,  and  full  of  pigment-granules. 

The-  Iris  {iris,  a  rainbow)  has  received  its  name  from  its  various  colors  in 
different  individuals.  It  is  a  thin,  circular-shaped,  contractile  curtain,  suspended 
in  the  aqueous  humor  behind  the  cornea,  and  in  front  of  the  lens,  being  perfo- 
rated at  the  nasal  side  of  its  centre  by  a  circular  aperture,  the  pupil,  for  the 
transmission  of  light.  By  its  circumference  it  is  intimately  connected  with  the 
choroid;  externally  to  this  is  the  ciliary  ligament,  by  which  it  is  connected  to 
the  sclerotic  and  cornea;  its  inner  edge  forms  the  margin  of  the  pupil,  its  sur- 
faces are  flattened,  and  look  forwards  and  backwards,  the  anterior  surface 
towards  the-  cornea,  the  posterior  towards  the  ciliary  processes  and  lens.  The 
circumferenco  of  the  iris  is  connected  to  the  cornea  by  a  reticular  structure 
denominated  the  ligamentum  pectination  iridis.  This  is  a  modification  of  the 
membrane  of  Descemet,  with  which  it  is  continuous.  Its  fibres  cross  the  outer 
part  of  the  anterior  chamber,  forming  a  kind  of  canal  (the  canal  of  Fontnna) 
which  is  occupied  by  the  reticulating  fibres  of  the  ligament.     The  anterior  sur- 
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face  of  the  iris  is  variously  colored  in  different  individuals,  and  marked  by  lines 
which  converge  towards  the  pupil.  The  posterior  surface  is  of  a  deep  purple 
tint,  from  being  covered  by  dark  pigment;  it  is  hence  named  uvea  from  its 
resemblance  in  color  to  a  ripe  grape. 

Structure.  The  iris  is  composed  of  a  fibrous  stroma,  muscular  fibres,  and 
pigment-cells. 

The  fibrous  stroma  consists  of  fine,  delicate  bundles  of  fibrous  tissue,  which 
have  a  circular  direction  at  the  circumference;  but  the  chief  mass  radiate 
towards  the  pupil.  They  form,  by  their  interlacement,  a  delicate  mesh,  in 
which  the  pigment-cells,  vessels,  and  nerves  are  contained. 

The  muscular  fibre  is  involuntary,  and  consists  of  circular  and  radiating  fibres. 
The  circular  fibres  (sphincter  of  the  pupil)  surround  the  margin  of  the  pupil  on 
the  posterior  surface  of  the  iris,  like  a  sphincter,  forming  a  narrow  band,  about 
one- thirtieth  of  an  inch  in  width;  those  near  the  free  margin  being  closely 
aggregated ;  those  more  external  somewhat  separated,  and  forming  less  complete 
circles.  The  radiating  fibres  (dilator  of  the  pupil)  converge  from  the  circum- 
ference towards  the  centre,  and  blend  with  the  circular  fibres  near  the  margin 
of  the  pupil. 

The  pigment-cells  are  found  in  the  stroma  of  the  iris,  and  also  as  a  distinct 
layer  on  its  anterior  and  posterior  surfaces.  In  the  stroma,  the  cells  are  rami- 
fied, and  contain  yellow  or  brown  pigment,  according  to  the  color  of  the  eye. 
On  the  front  of  tne  iris,  there  is  a  single  layer  of  oval  or  rounded  cells,  with 
branching  offsets.  On  the  back  of  the  iris,  there  are  several  layers  of  small 
round  cells,  filled  with  dark  pigment.  This  layer  is  continuous  with  the  pig- 
mentary covering  of  the  ciliary  processes. 

The  arteries  of  the  iris  are  derived  from  the  long  and  anterior  ciliary,  and  from 
the  vessels  of  the  ciliary  processes. 

Membrana  pupillaris.  In  the  foetus,  the  pupil  is  closed  by  a  delicate,  trans- 
parent, vascular  membrane,  the  membrana  pupillaris,  which  divides  the  space 
in  which  the  iris  is  suspended  into  two  distinct  chambers.  This  membrane 
contains  numerous  minute  vessels  continued  from  the  margin  of  the  iris  to  those 
on  the  front  part  of  the  capsule  of  the  lens.  These  vessels  have  a  looped 
arrangement,  converging  towards  each  other  without  anastomosing.  During 
the  seventh  or  eighth  month  the  membrane  begins  to  disappear,  by  its  gradual 
absorption  from  the  centre  towards  the  circumference,  and  at  birth  only  a  few 
fragments  remain.  It  is  said  sometimes  to  remain  permanent,  and  produce 
blindness. 

The  Ciliary  ligament  is  a  narrow  ring  of  circular  fibres,  about  one-fortieth  of 
an  inch  thick,  and  of  a  whitish  color:  it  serves  to  connect  the  external  and 
middle  tunics  of  the  eye.  It  is  placed  around  the  circumference  of  the  iris,  at 
its  point  of  connection  with  the  external  layer  of  the  choroid,  the  cornea,  and 
sclerotic.  Its  component  fibres  are  delicate,  and  resemble  those  of  elastic  tissue. 
At  its  point, of  connection  with  the  sclerotic  a  minute  canal  is  situated  between 
the  two,  called  the  sinus  circularis  iridis. 

The  Ciliary  muscle  (Bowman)  consists  of  unstriped  fibres:  it  forms  a  grayish, 
semi  transparent,  circular  band,  about  one-eighth  of  an  inch  broad,  on  the  outer 
surface  of  the  fore  part  of  the  choroid.  It  is  thickest  in  front,  and  gradually 
becomes  thinner  behind.  Its  fibres  are  soft,  of  a  yellowish-white  color,  longitu- 
dinal in  direction,  and  arise  at  the  point  of  junction  of  the  cornea  and  sclerotic. 
Passing  backwards,  they  are  attached  to  the  choroid,  in  front  of  the  retina,  and 
correspond  by  their  inner  surface  to  the  plicated  part  of  the  former  membrane. 
Internal  to  the  radiating  fibres,  and  to  some  extent  unconnected  with  them,  are 
bands  of  circular  fibres,  sometimes  called  the  "ring  muscle"  of  Miiller.  The 
Ciliary  muscle  is  admitted  to  be  the  chief  agent  in  accommodation,  i.  e.,  in 
adjusting  the  eye  to  the  vision  of  near  objects.  Mr.  Bowman  believed  that  this 
was  effected  by  its  compressing  the  vitreous  body  and  so  causing  the  lens  to 
advance ;  but  the  view  which  now  prevails  is  that  the  contraction  of  the  muscle 
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by  drawing  on  the  ciliary  processes  compresses  the  lens,  increasing  the  curvature 
of  ita  anterior  surface,  and  causing  the  iris  to  advance.  The  pupil,  ia,  at  the 
same  time  slightly  contracted.1 

The  Retina  may  be  exposed  by  carefully  removing  the  choroid  from  its 
external  Burface.  It  is  a  delicate  nervous  membrane,  upon  the  surface  of  which 
the  images  of  external  objects  are  received.  Its  outer  surface  is  in  contact  with 
the  pigmentary  layer  of  the  choroid;  its  inner  surface  with  the  vitreous  body. 
Behind,  it  is  continuous  with  the  optic  nerve;  it  gradually  diminishes  in  thick- 
ness from  behind  forwards;  and,  in  front,  extends  nearly  as  far  forwards  as  the 
ciliary  ligament,  where  it  terminates  by  a  jagged  margin,  the  ora  serrata.  It 
is  soft,  and  semi  transparent,  in  the  fresh  state;  but  soon  becomes  clouded, 
opaque,  and  of  a  pinkish  tint.  Exactly  in  the  centre  of  the  posterior  part  of 
the  retina,  and  at  a  point  corresponding  to  the  axis  of  the  eye,  in  which  the 
senBe  of  vision  is  most  perfect,  is  a  round,  elevated,  yellowish  spot,  called,  after 
its  discoverer,  the  yellow  spot,  or  limbus  lutem,  of  Sommerring;  having  a  central 
depression  at  its  summit,  the  fovea  centralis.  The  retina  iu  the  situation  of 
the  fovea  centralis  is  exceedingly  thin ;  so  much  so,  that  the  dark  color  of  the 
choroid  is  distinctly  seen  through  it;  so  that  it  presents  more  the  appearance 
of  a  foramen,  and  heuce  the  name  "foramen  of  Sommerring"  at  6rst  given  to 
it.  It  exists  only  in  man,  the  quadrumana,  and  some  saurian  reptiles.  Its  use 
is  unknown.  About  one-tenth  of  an  inch  to  the  inner  side  of  the  yellow  spot, 
is  the  point  of  entrance  of  the  optic  nerve;  the  artcria  centralis  re tinse  piercing 
its  centre.  This  is  the  only  part  of  the  surface  of  the  retina  from  which  the 
power  of  vision  is  absent. 


Structure.     The  retina  is  composed  of  three  layers,  together  with  bloodvessels : 
External  or  columnar  layer  (Jacob's  membrane). 
Middle  or  granular  layer. 
Internal  or  nervous  layer; 
The  bloodvessels  do  not  form  a  distinct  layer;  they  ramif7  in  the  substance 
of  the  internal  layer,  extending,  however,  as  far  as  the  internal  granular  stratum 
of  the  middle  layer. 

The  external,  or  Jacob's  membrane,  is  exceedingly  thin,  and  can  be  detached 
from  the  external  surface  of  the  retina  by  the  handle  of  the  scalpel,  in  the  form 

1  Sec  explanation  end  diagram  in  Power's  "  Illustrations  of  some  of  the  Principal  Diseases  at 
the  Eye,"  p.  590. 
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of  a  flocculent  film.  It  is  thicker  behind  than  in  front,  and  consists  of  rod-like 
bodies  of  two  kinds:  1.  Columnar  rods,  solid,  nearly  of  uniform  size,  and 
arranged  perpendicularly  to  the  surface.  2.  Bulbous  particles,  or  cones,  which 
are  interspersed  at  regular  intervals  among  the  former;  these  are  conical  or 
flask-shaped,  their  broad  ends  resting  upon  the  membrana  limitans  externa,  the 
narrow  pointed  extremity  being  turned  towards  the  choroid;  they  are  not 
solid,  like  the  columnar  rods,  but  consist  of  an  external  membrane  with  fluid 
contents.  By  their  deep  ends,  both  kinds  are  joined  to  the  fibres  of  Miillcr. 
The  layer  of  the  rods  and  cones  is  separated  from  the  granular  layer  of  the 
retina  by  a  transparent  structureless  cribriform  membrane,  the  membrana  limi- 
tans externa. 

Fig.  404.  Fig.  405. 
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The  middle  or  gran  ular  layer  forms  about  one-third  of  the  entire  thickness  of 
the  retina.  It  consists  of  two  laminae  of  rounded  or  oval  nuclear  particles,  sepa- 
rated from  each  other  by  an  intermediate  (intergranular)  lamina,  which  is  trans- 
parent, finely  fibrillated,  and  contains  no  blood  v  esse  If-:.  The  outermost  lamina 
is  the  thicker,  and  its  constituent  particles  arc  globular.  These  particles  are  in 
connection  with  the  bases  of  the  rods  and  cones  by  fibres  passing  through  the 
membrana  limitans  externa,  and  are  therefore  divided  into  "  rod  -granules"  and 
"  cone -granules."  The  innermost  lamina  is  the  thinner ;  its  component  particle.' 
are  flattened,  looking  like  pieces  of  money  seen  edgeways;  hence  it  has  been 
called,  by  Bowman,  the  nummular  layer.  Examined  more  closely  these  celta 
are  seen  to  1>3  bipolar,  i.  e.  each  sends  off  a  fine  process  outwards  through  the 
intergranular  layer,  and  another  inwards  through  the  molecular  layer  to  reach 
the  expansion  of  the  optic  nerve. 

The  internal  or  nervous  layer  is  a  thin  scm transparent  membrane,  consisting 
essentially  of  an  expansion  of  the  terminal  fibres  of  the  optic  nerve  and  nerve- 
cells.  This  layer  is  subdivided  into  three.  The  most  external  is  the  molecular, 
or  finely  granular  layer,  presenting,  as  described  by  Frey,  very  much  the  appear- 
ance of  the  delicate  molecular  matter  found  in  the  gray  substance  of  the  brain 
and  spinal  cord.  The  fibres  of  the  nervous  layer  pass  below  through  this  layer, 
46 
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probably  to  be  continuous  with  the  nuclei  of  the  rods  and  cones.  Internal  to  the 
molecular  layer  is  the  layer  of  the  ganglion-cells,  or  cellular  layer.  These  are 
multipolar  cells,  similar  to  those  #  of  other  nervous  centres,  and  the  processes 
from  them  pass  on  the  one  hand  to  the  molecular  layer,  and  on  the  other,  to  the 
fibrous  layer,  or  expansion  of  the  optic  nerve.  This  ganglionic  layer  is  deepest 
at  the  macula  lutea.  Finally,  lying  on  the  membrana  limitans  interna  is  the 
fibrous  layer  or  proper  expansion  of  the  optic  nerve.  The  nerve-fibres  which 
form  this  layer  differ  from  the  fibres  of  the  optic  nerve  in  this  respect :  they  lose 
their  dark  outline,  and  their  tendency  to  become  varicose ;  and  consist  onlv  of 
the  central  part,  or  axis,  of  the  nerve  tubes.  The  mode  of  termination  o^  the 
nerve-fibres  is  unknown.  According  to  some  observers,  they  terminate  in  loops ; 
according  to  others,  in  free  extremities.  Recent  observers  have  stated  that  some 
of  the  nerve-fibres  are  continuous  with  the  caudate  prolongations  of  the  nerve- 
cells  external  to  the  fibrous  layer. 

An  extremely  thin  and  delicate  structureless  membrane  lines  the  inner  surface 
of  the  retina,  and  separates  it  from  the  vitreous  body ;  it  is  called  the  membrana 
limitans  interna. 

The  radiating  fibres  of  the  retina,  described  by  Heinrich  Muller,  consist  of 
extremely  fine  fibrillatcd  threads,  which  are  connected  externally  with  each  of 
the  rods  of  the  columnar  layer,  of  which  they  appear  to  be  direct  continuations, 
and,  passing  through  the  entire  substance  of  the  retina,  are  united  to  the  outer 
surface  of  the  membrana  limitans  interna.  In  their  course  through  the  retina, 
they  become  connected  with  the  nuclear  particles  of  the  granular  layer,  or  (as 
described  by  Schultze)  nuclei  exist  in  the  fibres  in  this  situation,  and  they  give 
off  branching  processes  most  easily  demonstrated  in  the  granular  layer,  by  means 
of  which  they  communicate  with  each  other ;  as  they  approach  the  fibrous  expan- 
sion of  the  optic  nerve,  they  are  collected  into  bundles,  which  pass  through  the 
areolao  between  its  fibres,  and  are  finally  attached  to  the  inner  surface  of  the 
membrana  limitans  interna,  where  each  fibre  terminates  in  a  triangular  enlarge- 
ment. 

The  arteria  centralis  retinse  and  its  accompanying  vein  pierce  the  optic  nerve, 
and  enter  the  globe  of  the  eye  through  the  porus  opticus.  It  immediately  di- 
vides into  four  or  five  branches,  which  at  first  run  between  the  hyaloid  mem- 
brane and  the  nervous  layer ;  but  they  soon  enter  the  latter  membrane,  and 
form  a  close  capillary  network  in  its  substance.  At  the  ora  serrata,  they  termi- 
nate in  a  single  vessel  which  bounds  the  terminal  margin  of  the  retina. 

The  structure  of  the  retina  at  the  yellow  spot  presents  some  modifications. 
Jacob's  membrane  is  thinner,  and  of  its  constituents  only  the  cones  are  present ; 
but  they  are  small,  and  more  closely  aggregated  than  in  any  other  part.  The 
granular  layer  is  absent  over  the  fovea  centralis.  Of  the  two  elements  of  the 
neryous  layer,  the  nerve-fibres  extend  only  to  the  circumference  of  the  spot ; 
but  the  nerve-cells  cover  its  entire  surface.  The  radiating  fibres  are  found  at 
the  circumference,  and  here  only  extend  to  the  inner  strata  of  the  granular  layer. 
Of  the  capillary  vessels,  the  larger  branches  pass  round  the  spot ;  but  the  smaller 
capillaries  meander  through  it.  The  color  of  the  spot  appears  to  ijnbue  all  the 
layers,  except  Jacob's  membrane ;  it  is  of  a  rich  yellow,  deepest  towards  the 
centre,  and  does  not  appear  to  consist  of  pigment-cells,  but  resembles  more  a 
staining  of  the  constituent  parts. 

Humors  op  the  Eye. 

The  Aqueous  Humor  completely  fills  the  anterior  and  posterior  chambers  of 
the  eyeball.  It  is  small  in  quantity  (scarcely  exceeding,  according  to  Petit,  four 
or  five  grains  in  weight),  has  an  alkaline  reaction,  in  composition  is  little  more 
than  water,  less  than  one-fiftieth  of  its  weight  being  solid  matter,  chiefly  chloride 
of  sodium. 
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The  anterior  chamber  is  the  space  bounded  in  front  by  the  cornea;  behind,  by 
the  front  of  the  iris  and  ciliary  ligament. 

The  posterior  chamber,  smaller  than  the  anterior,  is  bounded  in  front  by  the 
iris;  behind,  by  the  capsule  of  the  lens  and  its  suspensory  ligament,  and  the 
ciliary  processes. 

In  the  adult,  these  two  chambers  communicate  through  the  pupil ;  but  in  the 
foetus  in  the  seventh  month,  when  the  pupil  is  closed  by  the  inembrana  pupil- 
laris,  the  two  chambers  are  quite  separate. 

It  has  been  generally  supposed  that  the  two  chambers  are  lined  by  a  distinct 
membrane,  the  secreting  membrane  of  the  aqueous  humor,  analogous  in  struc- 
ture to  that  of  a  serous  sac.  An  epithelial  covering  can,  however,  only  be  found 
on  the  posterior  surface  of  the  cornea.  That  the  two  chambers  do,  however, 
secrete  this  fluid  separately,  is  shown  by  its  being  found  in  both  spaces  before 
the  removal  of  the  membrana  pupillaris.  It  is  probable  that  the  parts  concerned 
in  the  secretion  of  the  fluid,  are  the  posterior  surface  of  the  cornea,  both  surfaces 
of  the  iris,  and  the  ciliary  processes. 

Vitreous  Body. 

The  Vitreous  Body  forms  about  four-fifths  of  the  entire  globe.  It  fills  the 
concavity  of  the  retina,  and  is  hollowed  in  front  for  the  reception  of  the  lens 
and  its  capsule.  It  is  perfectly  transparent,  of  the  consistence  of  thin  jelly,  and 
consists  of  an  albuminous  fluid  inclosed  in  a  delicate  transparent  membrane,  the 
hyaloid.  This  membrane  invests  the  outer  surface  of  the  vitreous  body;  it  is 
intimately  connected  in  front  with  the  suspensory  ligament  of  the  lens;  and  is 
continued  into  the  back  part  of  the  capsule  of  the  lens.  It  has  been  supposed, 
by  Hannover,  that  from  its  inner  surface  numerous  thin  lamellae  are  prolonged 
inwards  in  a  radiating  manner,  forming  spaces  in  which  the  fluid  is  contained. 
In  the  adult,  these  lamellae  cannot  be  detected  even  after  careful  microscopic 
examination ;  but  in  the  foetus  a  peculiar  fibrous  texture  pervades  the  mass,  the 
fibres  joining  at  numerous  points,  and  presenting  minute  nuclear  granules  at 
their  point  of  junction.  The  fluid  from  the  vitreous  body  resembles  nearly 
pure  water;  it  contains,  however,  some  salts,  and  a  little  albumen. 

In  the  fcetus,  the  centre  of  the  vitreous  humor  presents  a  tubular  canal  through 
which  a  minute  artery  passes  along  the  vitreous  body  to  the  capsule  of  the  lens. 
In  the  adult,  no  vessels  penetrate  its  substance;  so  that  its  nutrition  must  be 
carried  on  by  the  vessels  of  the  retina  and  ciliary  processes,  situated  upon  its 
exterior. 

Crystalline  Lens  and  its  Capsule. 

The  Crystalline  Lens,  inclosed  in  its  capsule,  is  situated  immediately  behind 
the  pupil,  in  front  of  the  vitreous  body,  and  surrounded  by  the  ciliary  processes, 
which  slightly  overlap  its  margin. 

The  capsule  of  the  lens  is  a  transparent,  highly  elastic,  and  brittle  membrane, 
which  closely  surrounds  the  lens.  It  rests,  behind,  in  a  depression  in  the  fore 
part  of  the  vitreous  body ;  in  front,  it  forms  part  of  the  posterior  chamber  of 
the  eye ;  and  it  is  retained  in  its  position  chiefly  by  the  suspensory  ligament  of 
the  lens.  The  capsule  is  much  thicker  in  front  than  behind,  structureless  in 
texture ;  and  when  ruptured,  the  edges  roll  up  with  the  outer  surface  innermost, 
like  the  elastic  laminae  of  the  cornea.  The  lens  is  connected  to  the  inner  surface 
of  the  capsule  by  a  single  layer  of  transparent,  polygonal,  nucleated  cells.  These, 
after  death,  absorb  moisture  from  the  fluids  of  the  eye;  and,  breaking  down, 
form  the  liquor  Morgagni. 

In  the  foetus,  a  small  branch  from  the  arteria  centralis  retinaB  runs  forwards, 
as  already  mentioned,  through  the  vitreous  humor  to  the  posterior  part  of  the 
capsule  of  the  lens,  where  its  branches  radiate  and  form  a  plexiform  network, 
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which  covers  its  surface,  and  they  are  continuous  round  the  margin  of  the  cap- 
sule with  the  vessels  of  the  pupillary  membrane,  and  with  those  of  the  iris.  In 
the  adult  no  vessels  enter  its  substance. 

The  lens  is  a  transparent,  double-convex  body,  the  convexity  being  greater  on 
the  posterior  than  on  the  anterior  surface.  It  measures  about  a  third  of  an  ioch 
in  the  transvere  diameter,  and  about  one-fourth  in  the  an tero- posterior.  It  con- 
sists of  concentric  layers,  of  which  the  external  n  the  fresh  state  are  soft  and 
easily  detached;  those  beneath  are  firmer,  the  central  ones  forming  a  hardened 
nucleus.  These  laminae  are  best  demonstrated  by  boiling,  or  immersion  in  alcohol. 
The  same  reagents  demonstrate  that  the  lens  ccn- 
"'S'SS1^  sists  of  three  triangular  segments,  the  slmrp  edges 
[Ebkrgttd.)  °*  wbich  are  directed  towards  the  centre,  the  bases 

_     ^^^  towards  the  circumference.    The  lamina:  consist  of 

minute  parallel  fibres,  which  are  hexagonal  prisms, 
the  edges  being  dentated,  and  the  dentations  fitting 
accurately  into  each  other;  their  breadth  is  about 

ijyft0th  of  an  inch.  They  run  from  the  pole  on  one 
side  of  the  lens  to  the  equator  on  the  other,  so  that 
the  fibres  which  are  longest  in  front  are  shortest 
behind  and  vice  vcrsd.  There  are  also  other  fibres, 
which  are  found  chiefly  in  the  equatorial  region 
and  at  the  surface  of  the  lens,  which  present  nuclei, 
and  are  of  a  flattened  form.  Their  nuclei  form  a  layer  (nuclear  layer)  on  the 
surface  of  the  lens,  most  distinct  towards  its  circumference.  The  meridians,  or 
lines  of  junction  of  the  three  segments,  are  formed  of  an  amorphous  granular 
substance,  which  sometimes  becomes  opaque,  when  the  lines  are  seen  forming 
a  distinct  star  on  the  lens. 

The  changes  produced  in  the  lens  hy  age,  are  the  following : — 

In  theftetus,  its  form  is  nearly  spherical,  its  color  of  a  slightly  reddish  tint,  it 
is  not  perfectly  transparent,  and  is  so  soft  as  to  break  down  readily  on  the 
slightest  pressure. 

In  the  adult,  the  posterior  surface  is  more  convex  than  the  anterior;  it  is 
colorless,  transparent,  and  firm  in  texture. 

In  old  age,  it  becomes  flattened  on  both  surfaces,  slightly  opaque,  of  an  amber 
tint,  and  increases  in  density. 

The  suspensory  ligament  of  the  lens  is  a  thin,  transparent,  membranous  struc- 
ture, placed  between  the  vitreous  body  and  the  ciliary  processes  of  the  choroid ; 
it  connects  the  anterior  margin  of  the  retina  with  the  anterior  surface  of  the 
lens  near  its  circumference.  It  assists  in  retaining  the  lens  in  its  position.  Its 
outer  surface  presents  a  number  of  folds  or  plaitings.  in  which  the  correspond- 
ing folds  of  the  ciliary  processes  arc  received.  These  plaitings  are  arraugi-d 
round  the  lens  in  a  radiating  form,  and  are  stained  by  the  pigment  of  the  ciliary 
processes.  The  suspensory  ligament  consists  of  two  layers,  which  commence 
l>ehind  at  the  ora  scrrata.  The  external,  a  tough,  milky,  granular  membrnno, 
covers  the  inner  surface  of  the  ciliary  processes,  and  extends  as  far  forwards  as 
their  anterior  free  extremities.  The  inner  layer,  an  elastic,  transparent,  fibrn- 
inemhranous  structure,  extends  as  far  forwards  as  the  anterior  surface  of  the 
capsule  of  the  lens,  near  its  circumference.  That  portion  of  this  membrane 
which  intervenes  between  the  ciliary  processes  and  the  capsule  of  the  lens,  forms 
part  of  the  boundary  of  the  posterior  chamber  of  the  eye.  The  posterior  sur- 
face of  this  layer  is  turned  towards  the  hyaloid  mcmbrnne,'bcing  separated  from 
it  at  the  circumference  of  the  lens  by  a  space  called  the  canal  of  Petit. 

The  canal  of  Petit  is  above  one-tenth  of  an  inch  wide.  It  is  bounded  in  front 
by  the  suspensory  ligament ;  behind,  by  the  hyaloid  membrane,  its  base  being 
formed  by  the  capsule  of  the  lens.  When  inflated  with  air,  it  is  sacculated  ut 
intervals,  owing  to  the  foldings  on  its  anterior  surface. 
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The  Vessels  of  the  globe  of  the  eye  are  the  short,  long,  and  anterior  ciliary- 
arteries,  and  the  arteria  centralis  retina. 

The  short  ciliary  arteries  pierce  the  back  part  of  the  sclerotic,  round  the 
entrance  of  the  optic  nerve,  and  divide  into  branches  which  run  parallel  with 
the  axis  of  the  eyeball :  they  are  distributed  to  the  middle  layer  of  the  choroid, 
and  to  the  ciliary  processes. 

The  long  ciliary  arteries,  two  in  number,  pierce  the  back  part  of  the  sclerotic, 
and  run  forward,  between  that  membrane  and  the  choroid,  to  the  Ciliary  muscle, 
where  they  each  divide  into  an  upper  and  lower  branch ;  these  anastomose,  and 
form  a  vascular  circle  round  the  outer  circumference  of  the  iris;  from  this 
circle  branches  are  given  off,  which  unite,  near  the  margin  of  the  pupil,  in  a 
smaller  vascular  circle.  These  branches,  in  their  course,  supply  the  muscular 
structure. 

The  anterior  ciliary  arteries,  five  or  six  in  number,  are  branches  of  the 
muscular  and  lachrymal  branches  of  the  ophthalmic.  They  pierce  the  eyeball, 
at  the  anterior  part  of  the  sclerotic,  immediately  behind  the  margin  of  the 
cornea,  and  are  distributed  to  the  ciliary  processes,  some  branches  joining  the 
greater  vascular  circle  of  the  iris. 

The  arteria  centralis  retinae  has  been  already  described. 

The  veins,  usually  four  in  number,  are  formed  mainly  by  branches  from  the 
surface  of  the  choroid.  They  perforate  the  sclerotic,  midway  between  the  cornea 
and  the  optic  nerve,  and  end  in  the  ophthalmic  vein. 

The  nerves  of  the  eyeball,  are  the  optic,  the  long  ciliary  nerves  from  the  nasal 
branch  of  the  ophthalmic,  and  the  short  ciliary  nerves  from  the  ciliary  ganglion. 

Appendages  of  the  Eye. 

The  Appendages  of  the  Eye  (tutamina  oculi)  include  the  eyebrows,  the  eyelids, 
the  conjunctiva,  and  the  lachrymal  apparatus,  viz.,  the  lachrymal  gland,  the 
lachrymal  sac,  and  the  nasal  duct. 

The  eyebrows  (supercilia)  are  two  arched  eminences  of  integument,  which  sur- 
mount the  upper  circumference  of  the  orbit  on  each  side,  and  support  numerous 
short,  thick  hairs,  directed  obliquely  on  the  surface.  In  structure,  the  eyebrows 
consist  of  thickened  integument,  connected  beneath  with  the  Orbicularis  palpe- 
brarum, Corrugator  supercilii,  and  Occipito-frontalis  muscles.  These  muscles 
serve,  by  their  action  on  this  part,  to  control  to  a  certain  extent  the  amount 
of  light  admitted  into  the  eye. 

The  eyelids  (palpebrae)  are  two  thin,  movable  folds,  placed  in  front  of  the 
eye,  protecting  it  from  injury  by  their  closure.  The  upper  lid  is  the  larger, 
and  the  more  movable  of  the  two,  and  is  furnished  with  a  separate  elevator 
muscle,  the  Levator  palpebrve  superioris.  When  the  eyelids  are  opened,  an 
elliptical  space  (fissnra  palpebrarum)  is  left  between  their  margins,  the  angles 
of  which  correspond  to  the  junction  of  the  upper  and  lower  lids,  and  are  called 
canthi. 

The  outer  canthus  is  more  acute  than  the  inner,  and  the  lids  here  lie  in  close 
contact  with  the  globe ;  but  the  inner  canthus  is  prolonged  for  a  short  distance 
inwards,  towards  the  nose,  and  the  two  lids  are  separated  by  a  triangular  space, 
the  lacus  lacrymalis.  At  the  commencement  of  the  lacus  lacrymalis,  on  the 
margin  of  each  eyelid,  is  a  small  conical  elevation,  the  lachrymal  papilla,  or 
tubercle,  the  apex  of  which  is  pierced  by  a  small  orifice,  the  punctum  lacrymale, 
the  commencement  of  the  lachrymal  canal. 

Structure  of  the  eyelids.  The  eyelids  are  composed  of  the  following  structures, 
taken  in  their  order  from  without  inwards : — 

Integument,  areolar  tissue,  fibres  of  the  Orbicularis  muscle,  tarsal  cartilage, 
fibrous  membrane,  Meibomian  glands,  and  conjunctiva.  The  upper  lid  has,  in 
addition,  the  aponeurosis  of  the  Levator  palpebrae. 
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The  integument  is  extremely  thin,  and  continuous  st  the  margin  of  the  lids 
with  the  conjunctiva. 

The  subcutaneous  areolar  tissue  is  very  lax  and  delicate,  seldom  contains  any 
fat,  and  is  extremely  liable  to  serous  infiltration. 

the  fibres  of  the  Orbicularis  muscle,  where  they  cover  the  palpebrce,  are  thin, 
pale  in  color,  and  possess  an  involuntary  action. 

The  tarsal  cartilages  are  two  thin  elongated  plates  of  fibre-cartilage,  about  an 
inch  in  length.  They  are  placed  one  in  each  lid,  contributing  to  their  form  and 
support. 

The  superior,  the  larger,  ia  of  a  semilunar  form,  about  one-third  of  an  inch  in 
breadth  at  the  centre,  and  becoming  gradually  narrowed  at  each  extremity. 
Into  the  upper  border  of  this  cartilage  the  aponeurosis  of  the  Levator  palpebral 
is  attached. 

The  inferior  tarsal  cartilage,  the  smaller,  is  thinner,  and  of  an  elliptical  form. 

The  free,  or  ciliary  margin  of  the  cartilages  is  thick,  and  presents  a  perfectly 
straight  edge.  The  attached,  or  orhital  margin,  is  connected  to  the  circum- 
ference of  the  orbit  by  the  fibrous  membrane  of  the  lids.  The  outer  angle  of 
each  cartilage  is  attached  to  the  malar  bone  by  the  external  palpebral  or  tarsal 
ligament.  The  inner  angles  of  the  two  cartilages  terminate  at  the  commence- 
ment of  the  lacus  lachrymalis,  being  fixed  to  the  margins  of  the  orbit  by  the 
tendo  oculi. 

The  fibrous  membrane  of  the  lids,  or  tarsal  ligament,  is  a  layer  of  fibrous 
membrane,  beneath  the  Orbicularis,  attached,  externally  to  the  margin  of  the 
orbit,  and  internally  to  the  orbital  margin  of  the  lids.  It  is  thick  and  dense  at 
the  outer  part  of  the  orbit,  but  becomes  thinner  as  it  approaches  the  cartilages. 
This  membrane  serves  to  support  the  eyelids,  and  retains  the  tarsal  cartilages 
in  their  position. 

Fig.  407.— The  Meibomian  Glands,  etc..  ieen  from  the  Inner  Surface 
of  tin?  Eyelids. 


The  Meibomian  glands  (Fig.  407)  are  situated  upon  the  inner  surface  of  the 
eyelids,  between  the  tarsal  cartilages  and  conjunctiva,  and  may  he  distinctly 
seen  through  the  mucous  membrane  on  everting  the  eyelids,  presenting  the 
appearance  of  parallel  strings  of  pearls.  They  are  almnl  thirty  in  number  in 
the  upper  cartilage,  and  somewhat  fewer  in  the  lower.  Thry  are  embedded  ia 
grooves  in  the  inner  surface  of  the  cartilages,  and  correspond  in  length  with  the 
breadth  of  each  cartilage;  they  are,  consequently,  longer  in  the  upper  than  in 
the  lower  eyelid.  Their  ducts  open  on  the  free"  margin  of  tlic  lids  by  minute 
foramina,  which  correspond  in  number  to  the  follicles.  These  glands  are  a 
variety  of  the  cutaneous  sebaceous  glands,  each  consisting  of  a  single  straight 
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tube  or  follicle,  having  a  caecal  termination,  into  which  open  a  number  of  small 
secondary  follicles.  The  tubes  consist  of  basement  membrane,  covered  by  a 
layer  of  scaly  epithelium ;  the  cells  are  charged  with  sebaceous  matter,  which 
constitutes  tfie  secretion.  The  peculiar  parallel  arrangement  of  these  glands 
side  by  side  forms  a  smooth  layer,  adapted  to  the  surface  of  the  globe,  over 
which  they  constantly  glide.  The  use  of  their  secretion  is  to  prevent  adhesion 
of  the  lids. 

The  eyelashes  (cilia)  are  attached  to  the  free  edges  of  the  eyelids ;  they  are 
short,  thick,  curved  hairs,  arranged  in  a  double  or  triple  row  at  the  margin  of 
the  lids :  those  of  the  upper  lid,  more  numerous  and  longer  than  the  lower, 
curve  upwards ;  those  of  the  lower  lid  curve  downwards,  so  that  they  do  not 
interlace  in  closing  the  lids. 

The  conjunctiva  is  the  mucous  membrane  of  the  eye.  It  lines  the  inner  surface 
of  the  eyelids,  and  is  reflected  over  the  fore  part  of  the  sclerotic  and  cornea.  In 
each  of  these  situations,  its  structure  presents  some  peculiarities. 

The  palpebral  portion  of  the  conjunctiva  is  thick,  opaque,  highly  vascular,  and 
covered  with  numerous  papillaa,  which,  in  the  disease  called  granular  lids, 
become  greatly  hypertrophied.  At  the  margin  of  the  lids,  it  becomes  con- 
tinuous with  the  lining  membrane  of  the  ducts  of  the  Meibomian  glands,  and 
through  the  lachrymal  canals,  with  the  lining  membrane  of  the  lachrymal  sac 
and  nasal  duct.  At  the  outer  angle  of  the  upper  lid,  it  may  be  traced  along 
the  lachrymal  ducts  into  the  lachrymal  gland;  and  at  the  inner  angle  of  the 
eye,  it  forms  a  semilunar  fold,  the  j)Uca  semilunaris.  The  folds  formed  by  the 
reflection  of  the  conjunctiva  from  the  lids  on  to  the  eye  are  called  the  superior 
and  inferior  palpebral  folds,  the  former  being  the  deeper  of  the  two.  Upon  the 
sclerotic,  the  conjunctiva  is  loosely  connected  to  the  globe:  it  becomes  thinner, 
loses  its  papillary  structure,  is  transparent,  and  only  slightly  vascular  in  health. 
Upon  the  cornea,  the  conjunctiva  is  extremely  thin  and  closely  adherent,  and 
no  vessels  can  be  traced  into  it  in  the  adult  in  a  healthy  state.  In  the  f&tus, 
fine  capillary  loops  extend,  for  some  little  distance  forwards,  into  this  mem- 
brane; but  in  the  adult,  they  pass  only  to  the  circumference  of  the  cornea.  The 
deeper  parts  of  the  palpebral  conjunctiva  present,  according  to  Henle,  a  con- 
siderable proportion  of  lymphoid  tissue.  Lymphatics  arise  in  the  conjunctiva 
in  a  delicate  zone  around  the  cornea,  from  which  the  vessels  run  to  the  ocular 
conjunctiva. 

Mucous  glands  are  described  by  Henle  in  the  palpebral  sinus,  chiefly  on  the 
upper  lid,  and  glands  called  "trachoma  glands,"  which  are  analogous  to  the 
lymphoid  follicles,  and  have  the  same  relation  to  the  lymph-spaces  already 
spoken  of.  A  large  patch  of  these,  strongly  resembling  one  of  Peyer's  patches, 
is  described  by  Frey  as  found  in  the  under  eyelid  of  the  ox.  Tactile  corpuscles 
are  found  in  the  epithelium  of  the  conjunctiva  of  the  eyelids,  and  "beaker-cells" 
have  been  described  there. 

The  caruncula  lacrymalis  is  a  small,  reddish,  conical -shaped  body,  situated 
at  the  inner  canthus  of  the  eye,  and  filling  up  the  small  triangular  space  in  this 
situation,  the  lacus  lacrymalis.  It  consists  of  a  cluster  of  follicles  similar  in 
structure  to  the  Meibomian,  covered  with  mucous  membrane,  and  is  the  source 
of  the  whitish  secretion  which  constantly  collects  at  the  inner  angle  of  the  eye. 
A  few  slender  hairs  are  attached  to  its  surface.  On  the  outer  side  of  the 
caruncula  is  a  slight  semilunar  fold  of  mucous  membrane,  the  concavity  of 
which  is  directed  towards  the  cornea:  it  is  called  the  plica  semilunaris.  Between 
its  two  layers  is  found  a  thin  plate  of  cartilage.  This  structure  is  considered 
to  be  the  rudiment  of  the  third  eyelid  in  birds,  the  membrana  nictitans. 

Lachrymal  Apparatus.    (Fig.  408.) 

The  Lachrymal  Apparatus  consists  of  the  lachrymal  gland,  which  secretes 
the  tears,  and  its  excretory  ducts,  which  convey  the  fluid  to  the  surface  of  the 
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eye.     This  fluid  is  carried  away  by  the  lachrymal  canals  into  the  lachrymal 

sac,  and  along  the  nasal  duct  into  the  cavity  or  the  nose. 

The  lachrymal  gland  is  lodged  in  a  depression  at  the  outer  angle  of  the  orbit, 
on  the  inner  side  of  the  external  angular  process  of  the  frontal  bone.  It  is  of 
an  oval  form,  about  the  size  and  shape  of  an  almond.  Its  upper  convex  surface 
13  in  contact  with  the  periosteum  of  the  orbit,  to  which  it  is  connected  by  a  few 
fibrous  bauds.  Its  under  concave  surface  rests  upon  the  convexity  of  the  eye- 
ball, and  upon  the  Superior  and  External  recti  muscles.  Its  vessels  and  nerves 
enter  its  posterior  border,  whilst  its  anterior  margin  is  closely  adherent  to  the 
back  part  of  the  upper  eyelid,  and  is  covered,  on  its  inner  surface,  by  a  reflection 
of  the  conjunctiva.  This  margin  is  separated  from  the  rest  of  the  gland  by  a 
single  depression,  hence  it  is  sometimes  described  as  a  separate  lobe,  called  the 

Fig.  408.— The  Lnchrjmal  Apparatus.    Right  Side. 


palpebral  jiortion  of  the  gland.  In  structure  and  general  appearance  the  lachry- 
mal resembles  the  salivary  glands.  Its  ducts,  about  seven  in  number,  run 
obliquely  beneath  the  mucous  membrane  for  a  short  distance,  and  separating 
from  each  other,  open  by  a  series  of  minute  orifices  on  the  upper  and  outer  half 
of  the  conjunctiva,  near  its  reflection  on  to  the  globe.  These  orifices  arc 
arranged  in  a  row,  so  as  to  disperse  the  secretion  over  the  surface  of  the  mem- 
brane. 

The  lachrymal  amah  commence  at  the  minute  orifices,  pvneta  lacrymalia. 
seen  on  the  margin  of  the  lids,  at  the  outer  extremity  of  the  lacus  lncrymalis. 
They  commence  on  the  summit  of  a  slightly  elevated  papilla,  the  papilla  lacry- 
vialis,  and  lend  into  minute  canals,  the  cunaliculi.  which  proceed  inwards  to 
terminate  in  the  lachrymal  sac.  The  superior  canal,  the  smaller  and  longer  of 
the  two,  at  first  ascends,  and  then  bends  at  an  acute  angle,  and  passes  inwards 
and  downwards  to  the  lachrymal  sac.  The  inferior  canal  at  first  descends,  and 
then,  abrupt lv  changing  its  course,  passes  almost  horizontally  inwards.  They 
are  dense  and  elastic  in  structure,  and  somewhat  dilated  at  their  angle. 

The  lachrymal  sac  is  the  upper  dilated  extremity  of  the  nasal  duct,  and  is 
lodged  in  a  deep  groove  formed  by  the  lachrymal  bone  and  nasal  process  of  the 
superior  maxillary.  It  is  oval  in  form,  its  upper  extremity  being  closed  in  and 
rounded,  whilst  lielow  it  is  continued  into  the  nasal  duct.  It  is  covered  by  the 
Tensor  tarsi  muscle  and  bv  a  fibrous  expansion  derived  from  the  tendo  oouli, 
which  is  attached  to  the  ridge  on  the  lachrymal  bone.  In  structure  it  consists 
of  a  fibrous  elastic  coat,  lined  internally  by  mucous  membrane:  the  latter  being 
continuous,  through  the  canalieitli,  with  "the  mucous  lining  of  the  conjunctiva, 
and  through  the  nasal  duct  with  the  pituitary  membrane  of  the  nose. 
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The  nasal  duct  is  a  membranous  canal,  about  three-quarters  of  an  inch  in 
length,  which  extends  from  the  lower  part  of  the  lachrymal  sac  to  the  inferior 
meatus  of  the  nose,  where  it  terminates  by  a  somewhat  expanded  orifice,  pro- 
vided with  an  imperfect  valve  formed  by  the  mucous  membrane.  It  is  con- 
tained in  an  osseous  canal,  formed  by  the  superior  maxillary,  the  lachrymal, 
and  the  inferior  turbinated  bones,  is  narrower  in  the  middle  than  at  each  ex- 
tremity, and  takes  a  direction  downwards,  backwards,  and  a  little  outwards. 
It  is  lined  by  mucous  membrane,  which  is  continuous  below  with  the  pituitary 
lining  of  the  nose.  In  the  canalieuli,  this  membrane  is  provided  with  scaly 
epithelium;  but  in  the  lachrymal  sac  and  nasal  duct,  the  epithelium  is  ciliated 
as  in  the  nose. 

The  Ear. 

The  organ  of  hearing  has  three  parts:  the  external  ear,  the  middle  ear  or 
tympanum,  and  the  internal  ear  or  labyrinth. 

External  Ear. 

The  External  Ear  consists  of  an  expanded  portion  named  pinna,  or  auricle,  and 
the  auditory  canal,  or  meatus.  The  former  serves  to  collccTflie  vibrations  of 
the  air  by  which  sound  uTproduced,  and  the  latter  conducts  those  vibrations  to 
the  tympanum. 

The  pinna  or  auricle  (Fig.  409)  is  formed  by  a  layer  of  cartilage,  covered  with 
integument,  and  connected  to  the  commencement  of  the  auditory  canal:  it  is  of 
an  ovoid  form,  its  surface  uneven,  with  its 
larger  end  directed  upwards.  Its  outer  surface 
is  irregularly  concave,  directed  slightly  for- 
wards, and  presents  numerous  eminences  and 
depressions  which  result  from  the  foldings  of 
its  fibro- cartilaginous  element.  To  each  of 
these  names  have  been  assigned.  Thus,  the 
external  prominent  rim  of  the  auricle  is  called 
the  helix.  Another  curved  prominence  parallel 
with,~afid  in  front  of  the  helix,  is  called  the 
antjjietix;  this  bifurcates  above,  so  as  to  inclose 
a  triangular  depression,  the  fossa  of  the  qnti- 
helix.  The  narrow  curved  depression  between 
theTielix  and  antihelix  is  called  the  fossa  of  the 
helix  (fossa  innominata,  scaphoideo)-  the  anti- 
helix  describes  a  curve  round  a  deep,  capacious 
cavity,  the  concha,  which  is  partially  divided 
into  two  parts~~by  the  commencement  of  the 
helix.  In  front  of  the  concha,  and  projecting 
backwards  over  the  meatus,  is  a  small  pointed 
eminence,  the  tragus;  so  called  from  its  being 
generally  covereatj~on  its  under  surface,  with  a 

tuft  of  hair,  resembling  a  goat's  beard.  Opposite  the  tragus,  and  separated  from 
it  by  a  deep  notch  (hicisura  intertragica),  is  a  small  tubercle,  the  antitragus. 
Below  this  is  the  lobule,  composed  of  tough  areolar  and  adipose  tissue,  wanting 
the  firmness  and  elasticity  of  the  rest  of  the  pinna. 

Structure  of  the  pinna.  The  pinna  is  composed  of  a  thin  plate  of  yellow 
cartilage,  covered  with  integument,  and  connected  to  the  surrounding  parts  by 
ligaments,  and  a  few  muscular  fibres. 

The  integument  is  thin,  closely  adherent  to  the  cartilage,  and  furnished  with 
sebaceous  glands,  which  arc  most  numerous  in  the  concha  and  scaphoid  fossa. 

The  cartilage  of  the  pinna  consists  of  one  single  piece;  it  gives  form  to  this 
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part  of  the  ear,  and  upon  its  surface  are  found  all  the  eminences  and  depressions 
above  described.  It  does  not  enter  into  the  construction  of  all  parts  of  the 
auricle;  thus  it  does  not  form  a  constituent  part  of  the  lobule;  it  is  deficient, 
also,  between  the  tragus  and  beginning  of  the  helix,  the  notch  between  them 
being  filled  up  by  dense  fibrous  tissue.  It  presents  several  intervals  or  fissures 
in  its  substance,  which  partially  separate  the  different  parts.  The  fissure  of  the 
helix  is  a  short  vertical  slit,  situated  at  the  fore  part  of  the  pinna,  immediately 
behind  a  small  conical  projection  of  cartilage,  opposite  the  first  curve  of  the 
helix  (process  of  the  helix).  Another  fissure,  the  fissure  of  the  tragus,  is  seen 
upon  the  anterior  surface  of  the  tragus.  The  antihelix  is  divided  below,  by  a 
deep  fissure,  into  two  parts:  one  part  terminates  by  a  pointed,  tail-like  extremity 
(processus  caudatus);  the  other  is  continuous  with  the  antitragus.  The  cartilage 
of  the  pinna  is  very  pliable,  elastic,  of  a  yellowish  color,  and  similar  in  structure 
to  the  cartilages  of  the  nose. 

The  lii/aments  of  the  pinna  consist  of  two  sets :  1,  Those  connecting  it  to  the 
side  of  the  "head.    2.  Those  connecting  the  various  parts  of  its  cartilage  together. 

The  former,  the  most  important,  are  two  in  number,  anterior  and  posterior. 
The  anterior  ligament  extends  from  the  process  of  the  helix  to  the  root  of  the 
zygoma.  The  posterior  ligament  passes  from  the  posterior  surface  of  the  concha 
to  the  outer  surface  of  the  mastoid  process  of  the  temporal  bone.  A  few  fibres 
connect  the  tragus  to  the  root  of  the  zygoma. 

The  ligaments  connecting  the  various  parts  of  the  cartilage  together  are  also 
two  in  number.  Of  these,  one  is  a  strong  fibrous  band,  stretching  across  from 
the  tragus  to  the  commencement  of  the  helix,  completing  the  meatus  in  front, 
and  partly  encircling  the  boundary  of  the  concha ;  the  other  extends  between  the 
concha  and  the  processus  caudatus. 

Fig.  410.— The  Muscles  of  the  Fiona. 


The  muscles  of  the  pinna  (Fig.  410),  like  the  ligaments,  consist  of  two  sots  : 
1.  Those  which  -eonnect  it  with  the  side  of  the  head,  moving  the  pinna  as  a 
whole,  viz.,  the  Attollcns,  Attrahens,  and  Retrahcns  aurem  (p.  344) ;  and  2.  The 
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proper  muscles  of  the  pinna,  which  extend  from  one  part  of  the  auricle  to 
another.     These  are,  the 

Helicis  major.  Antitragicua. 

Helicis  minor.  Transversus  auriculas. 

Tragicua.  Obliquus  auris. 

The  Helicis  major  is  a  narrow  vertical  band  of  muscular  fibres,  situated  upon 
the  anterior  margin  of  the  helix.  It  arises,  below,  from  the  tubercle  of  the 
helix,  and  is  inserted  into  the  anterior  border  of  the  helix,  just  where  it  i3  about 
to  curve  backwards.     It  ia  pretty  constant  in  its  existence, 

The  Helicis  minor  is  an  oblique  fasciculus,  attached  to  that  part  of  the  helix 
which  commences  from  the  bottom  of  the  concha. 

The  Tragicus  ia  a  short,  flattened  band  of  muscular  fibres  situated  upon  the 
outer  surface  of  the  tragus,  the  direction  of  its  fibres  being  vertical. 

The  Antitrayicus  arises  from  the  outer  part  of  the  autitragus;  its  fibres  are 
inserted  into  the  proceaaus  caudatus  of  the  helix.  This  muscle  is  usually  very 
distinct. 

The  Transversus  auricuhe  is  placed  on  the  cranial  surface  of  the  pinna.  It 
consists  of  radiating  fibres,  partly  tendinous  and  partly  muscular,  extending 
from  the  convexity  of  the  concha  to  the  prominence  corresponding  with  the 
groove  of  the  helix. 

The  Obliquus  auris  (Todd)  consists  of  a  few  fibres  extending  from  the  upper 
and  back  part  of  the  chonclia  to  the  convexity  immediately  above  it. 

The  arteries  of  the  pinna  are  the  posterior  auricular,  from  the  external  carotid ; 
the  anterior  auricular,  from  the  temporal;  and  an  auricular  branch  from  the 
occipital  artery. 

The  veins  accompany  the  corresponding  arteries. 

The  nerves  are,  the  auricularia  magnus.  from  the  cervical  plexus;  the  poaterior 
auricular,  from  the  facial;  the  auricular  branch  of  the  ppeumogastric;  ana"  the 
au ricillo -temporal  branch  of  the  inferior  maxillary  nerve. 

The  Auditory  Canal  (meatus  auditoritts  extemus)  extends  from  the  bottom 
of  the  concha  to  the  membrana  tympani  (Fig.  411).     It  ia  about  an  inch  and 

Fig.  411.— A  Front  View  of  the  Organ  of  Hearing.    Right  Side. 


a  quarter  in  length,  its  direction  is  obliquely  forwards  and  inwards,  and  it  is 
slightly  curved  upon  itself,  so  as  to  be  higher  in  the  middle  than  at  either  ex- 
tremity. It  forms  an  oval  cylindrical  canal,  narrowest  at  the  middle,  somewhat 
flattened  from  before  backwards,  the  greatest  diameter  being  in  the  vertical 
direction  at  the  external  orifice ;  but,  in  the  transverse  direction,  at  the  tympanic 
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end.  The  membrana  tympani,  which  occupies  the  termination  of  the  meatus, 
is  obliquely  directed,  in  consequence  of  the  floor  of  the  canal  being  longer  than 
the  roof,  and  the  anterior  wall  longer  than  the  posterior.  The  auditory  canal  is 
formed  partly  by  cartilage  and  membrane,  and  partly  by  bone. 

The  cartilaginous  portion  is  about  half  an  inch  in  length,  being  rather  less  than 
half  the  canal;  it  is  formed  by  the  cartilage  of  the  concha  and  tragus;  prolonged 
inwards,  and  firmly  attached  to  the  circumference  of  the  auditory  process.  The 
cartilage  is  deficient  at  its  upper  and  back  part,  its  place  being  supplied  by 
fibrous  membrane.  This  part  of  the  canal  is  rendered  extremely  movable  by 
two  or  three  deep  fissures  (incisurse  Santorini),  which  extend  through  the  carti- 
lage in  a  vertical  direction. 

The  osseous  portion  is  about  three-quarters  of  an  inch  in  length,  and  narrower 
than  the  cartilaginous  portion.  It  is  directed  inwards  and  a  little  forwards, 
forming  a  slight  curve  in  its  course,  the  convexity  of  which  is  upwards  and 
backwards.  Its  inner  end,  which  communicates  with  the  cavity  of  the  tympa- 
num, is  smaller  than  the  outer,  and  sloped,  the  anterior  wall  projecting  beyond 
the  posterior  about  two  lines;  it  is  marked,  except  at  its  upper  part,  by  a  narrow 
groove  for  the  insertion  of  the  membrana  tympani.  Its  outer  end  is  dilated,  and 
rough,  in  the  greater  part  of  its  circumference,  for  the  attachment  of  the  carti- 
lage of  the  pinna.  Its  vertical  transverse  section  is  oval,  the  greatest  diameter 
being  from  above  downwards.  The  front  and  lower  parts  of  this  canal  are 
formed  by  a  curved  plate  of  bone,  which,  in  the  foetus,  exists  as  a  separate  ring 
(tympanic  bone),  incomplete  at  its  upper  part. 

The  skin  lining  the  meatus  is  very  thin,  adheres  closely  to  the  cartilaginous 
and  osseous  portions  of  the  tube,  and  covers  the  surface  of  the  membrana  tym- 
pani, forming  its  outer  layer.  After  maceration,  the  thin  pouch  of  epidermis, 
when  withdrawn,  preserves  the  form  of  the  meatus.  The  skin  near  its  orifice  is 
furnished  with  hairs  and  sebaceous  glands.  In  the  thick  subcutaneous  tissue  of 
the  cartilaginous  part  of  the  meatus  are  numerous  ceruminous  glands,  which 
secrete  the  ear-wax :  their  ducts  open  on  the  surface  of  the  skin. 

The  arteries  supplying  the  meatus  are  branches  from  the  posterior  auricular, 
internal  maxillary,  and  temporal. 

The  nerves  are  chiefly  derived  from  the  auriculotemporal  branch  of  the  infe- 
rior maxillary  nerve. 

Middle  Ear,  or  Tympanum. 

The  Middle  Ear,  or  Tympanum,  is  an  irregular  cavity,  compressed  from  with- 
out inwards,  and  situated  within  the  petrous  bone.  It  is  placed  above  the  jugular 
fossa,  the  carotid  canal  lying  in  front,  the  mastoid  cells  behind,  the  meatus 
auditorius  externally,  and  the  labyrinth  internally.  It  is  filled  with  air,  and 
communicates  with  the  pharynx  by  the  Eustachian  tube.  The  tympanum  is 
traversed  by  a  chain  of  movable  bones,  which  connect  the  membrana  tympani 
with  the  labyrinth,  and  serve  to  convey  the  vibrations  communicated  to  the 
membrana  tympani  across  the  cavity  of  the  tympanum  to  the  internal  ear. 

The  cavity  of  the  tympanum  measures  about  five  lines  from  before  backwards, 
three  lines  in  the  vertical  direction,  and  between  two  and  three  in  the  transverse, 
being  a  little  broader  behind  and  above  that  it  is  below  and  in  front.  It  is 
bounded  externally  by  the  membrana  tympani  and  meatus;  internally,  by  the 
outer  surface  of  the  internal  ear;  and  communicates,  behind,  with  the  mastoid 
cells;  and,  in  front,  with  the  Eustachian  tube  and  canal  for  the  Tensor  tympani. 
Its  roof  and  floor  are  formed  by  thin  osseous  laminae,  which  connect  the  squa- 
mous and  petrous  portions  of  the  temporal  bone. 

The  roof  is  broad,  flattened,  and  formed  of  a  thin  plate  of  bone,  which  sepa- 
rates the  cranial  and  tympanic  cavities. 

The  floor  is  narrow,  ana  corresponds  to  the  jugular  fossa,  which  lies  beneath. 

The  outer  wall  is  formed  by  the  membrana  tympani,  a  small  portion  of  bone 
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being  seen  above  and  below  this  membrane.  It  presents  three  small  apertures : 
the  iter  ehordse  posterius,  the  Glaserian  fissure,  and  the  iter  chordae  anterius. 

The  aperture  of  the  iter  chord w  posterius  is  behind  the  aperture  for  the  mem- 
brana  tympani,  close  to  its  margin,  on  a  level  with  its  centre;  it  leads  into  a 
minute  canal,  which  descends  in  front  of  the  aquceductus  Fallopii,  and  terminates 
in  that  canal  near  the  stylo-mastoid  foramen.  Through  it  the  chorda  tympani 
nerve  enters  the  tympanum. 

The  Glaserian  fissure  opens  just  above  and  in  front  of  the  orifice  of  the  mem- 
brana  typamni ;  in  this  situation  it  is  a  mere  slit,  about  a  line  in  length.  It  gives 
passage  to  the  long  process  of  the  malleus,  the  Laxator  tympani  muscle,  and 
some  tympanic  vessels. 

The  aperture  of  the  iter  chordae  anterius  is  seen  just  above  the  preceding  fissure; 
it  leads  into  a  canal  (canal  of  Huguier),  which  runs  parallel  with  the  Glaserian 
fissure.     Through  it  the  chorda  tympani  nerve  leaves  the  tympanum. 

Fig.  412  — Tipw  of  Inner  Wot!  of  Tj-mpnnnni.     (Eolarged.) 


The  internal  wall  of  the  tympanum  (Fig.  412)  is  vertical  in  direction,  and  looks 
directly  outwards.     It  presents  for  examination  the  following  parts: — 

Fenestra  ovalis.  Ridge  of  the  aquasductus  Fallopii. 

Fenestra  rotunda.  Pyramid. 

Promontory.  Opening  for  the  Stapedius. 

The  fenestra  ova  Us  is  a  reniform  opening,  leading  from  the  tympanum  into  the 
vestibule;  its  long  diameter  is  directed  horizontally,  and  its  convex  border  is 
upwards.  The  opening  in  the  recent  state  is  closed  by  the  lining  membrane 
common  to  both  cavities,  and  is  occupied  by  the  base  of  the  stapes.  This  mem- 
brane is  placed  opposite  the  membrana  tympani,  and  is  connected  with  it  by  the 
ossicula  auditus. 

The  fenestra  rotunda  is  an  oval  aperture  placed  at  the  bottom  of  a  funnel- 
shaped  depression,  leading  into  the  cuch'ea.  It  is  situated  below  and  rather 
behind  the  fenestra  ovalis,  from  which  it  is  separated  by  a  rounded  elevation, 
the  promontory;  it  is  closed  in  the  recent  state  by  a  membrane  (membrana 
tympani  secundaria,  Scarpa).  This  membrane  is  concave  towards  the  tympa- 
num, convex  towards  the  cochlea.  It  consists  of  three  layers;  the  external,  or 
mucous,  derived  from  the  mucous  lining  of  the  tympanum;  the  internal,  or 
serous,  from  the  lining  membrane  of  the  cochlea;  and  an  intermediate,  or  fibrous 
layer. 

The  promontory  is  a  rounded  hollow  prominence,  formed  by  the  projection 
outwards  of  the  first  turn  of  the  cochlea;  it  is  placed  between  the  fenestra;,  and 
is  furrowed  on  its  surface  by  three  small  grooves,  which  lodge  branches  of  the 
tympanic  plexus. 
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The  rounded  eminence  of  the  aquseductus  Fallopii^  the  prominence  of  the  bony 
canal  in  which  the  portio  dura  is  contained,  traverses  the  inner  wall  of  the  tym- 
panum above  the  fenestra  ovalis,  and  behind  that  opening  curves  nearly  verti- 
cally downwards  along  the  posterior  wall. 

The  pyramid  is  a  conical  eminence,  situated  immediately  behind  the  fenestra 
ovalis,  and  in  front  of  the  vertical  portion  of  the  eminence  above  described;  it 
is  hollow  in  the  interior,  and  contains  the  Stapedius  muscle;  its  summit  projects 
forwards  towards  the  fenestra  ovalis,  and  presents  a  small  aperture,  which  trans- 
mits the  tendon  of  the  muscle.  The  cavity  in  the  pyramid  is  prolonged  into  a 
minute  canal,  which  communicates  with  the  aquseductus  Fallopii,  and  transmits 
the  nerve  which  supplies  the  Stapedius. 

The  posterior  wall  of  the  tympanum  is  wider  above  than  below,  and  presents 
for  examination  the 

Openings  of  the  Mastoid  Cells. 

These  consist  of  one  large  irregular  aperture,  and  several  smaller  openings, 
situated  at  the  upper  part  of  the  posterior  wall;  they  lead  into  canals,  which 
communicate  with  large  irregular  cavities  contained  in  the  interior  of  the 
mastoid  process.  These  cavities  vary  considerably  in  number,  size,  and  form ; 
they  are  lined  by  mucous  membrane,  continuous  with  that  covering  the  cavity 
of  the  tympanum. 

The  anterior  wall  of  the  tympanum  is  wider  above  than  below;  it  corresponds 
with  the  carotid  canal,  from  which  it  is  separated  by  a  thin  plate  of  bone;  it 
presents  for  examination  the 

Canal  for  the  Tensor  tympani.  Orifice  of  the  Eustachian  tube. 

Processus  cochleariformis. 

The  orifice  of  the  canal  for  the  Tensor  tympani,  and  the  orifice  of  the  Eusta- 
chian tube,  are  situated  at  the  upper  part  of  the  anterior  wall,  being  separated 
from  each  other  by  a  thin,  delicate  horizontal  plate  of  bone,  the  processus 
cochleariformis.  These  canals  run  from  the  tympanum  forward,  inward,  and  a 
little  downward,  to  the  retiring  angle  between  the  squamous  and  petrous  portion 
of  the  temporal  bone. 

The  canal  for  the  Tensor  tympani  is  the  superior  and  the  smaller  of  the  two ; 
it  is  rounded,  and  lies  beneath  the  upper  surface  of  the  petrous  bone,  close  to 
the  hiatus  Fallopii.  The  tympanic  end  of  this  canal  forms  a  conical  eminence, 
which  is  prolonged  backwards  into  the  cavity  of  the  tympanum,  and  is  per- 
forated at  its  summit  by  an  aperture,  which  transmits  the  tendon  of  the  muscle 
contained  in  it.  This  eminence  is  sometimes  called  the  anterior  pyramid.  The 
canal  contains  the  Tensor  tympani  muscle. 

The  Eustachian  tube  is  the  channel  through  which  the  tympanum  communi- 
cates with  the  pharynx.  Its  length  is  from  an  inch  and  a  half  to  two  inches, 
and  its  direction  downwards,  forwards,  and  inwards.  It  is  formed  partly  of 
bone,  partly  of  cartilage  and  fibrous  tissue. 

The  osseous  portion  is  about  half  an  inch  in  length.  It  commences  in  the 
lower  part  of  the  anterior  wall  of  the  tympanum,  below  the  processus  cochleari- 
formis, and  gradually  narrowing,  terminates  in  an  oval  dilated  opening,  at  the 
angle  of  junction  of  the  petrous  and  squamous  portions,  its  extremity  presenting 
a  ja<rgcd  margin,  which  serves  for  the  attachment  of  the  cartilaginous  portion. 

The  cartilaginous  portion,  about  an  inch  in  length,  is  formed  of  a  triangular 
plate  of  cartiiage,  curled  upon  itself,  an  interval  being  left  below,  between  the 
margins  of  the  cartilage,  which  is  completed  by  fibrous  tissue.  Its  canal  is 
narrow  behind,  wide,  expanded,  and  somewhat  trumpet-shaped  in  front,  termi- 
nating by  an  oval  orifice,  at  the  upper  part  and-  side  of  the  pharynx,  behind 
the  back  part  of  the  inferior  meatus.  Through  this  canal  the  mucous  mem- 
brane of  the  pharynx  is  continuous  with  that  which  lines  the  tympanum.  The 
mucous  membrane  is  covered  with  ciliated  epithelium. 
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The  membrana  tympani  separates  the  cavity  of  the  tympanum  from  the 
bottom  of  the  external  meatus.  It  is  a  thin  semi  transparent  membrane,  nearly 
oval  in  form,  somewhat  broader  above  than  below,  and  directed  very  obliquely 
downwards  and  inwards.  Its  circumference  is  contained  in  a  groove  at  the 
inner  end  of  the  meatus,  which  skirts  the  circumference  of  this  part,  excepting 
above.  The  handle  of  the  malleus  descends  vertically  between  the  inner  and 
middle  layers  of  this  membrane,  as  far  down  as  its  centre,  where  it  is  firmly 
attached,  drawing  the  membrane  inwards,  so  that  its  outer  surface  is  concave, 
its  inner  convex. 

Structure.  This  membrane  is  composed  of  three  layers,  an  external  (cuti- 
cular),  a  middle  (fibrous),  and  an  internal  (mucous).  The  cuticular  lining  is 
derived  from  the  integument  lining  the  meatus.  The  fibrous  layer  consists  of 
fibrous  and  clastic  tissues;  some  of  the  fibres  radiate  from  near  the  centre  to 
the  circumference ;  others  are  arranged,  in  the  form  of  a  dense  circular  ring, 
round  the  attached  margin  of  the  membrane.  The  mucous  lining  is  derived 
from  the  mucous  lining  of  the  tympanum.  The  vessels  pass  to  the  membrana 
tympani  along  the  handle  of  the  malleus,  and  are  distributed  between  its  layers. 

Ossicles  of  the  Tvmpanxm.    (Fig.  413.) 

The  tympanum  is  traversed  by  a  chain  of  movable  bones,  three  in  number, 
the  malleus,  incus,  aud  stapes.  The  former  is  attached  to  the  membrana  tym- 
pani, the  latter  to  the  fenestra  ovalis,  the  incus  being  placed  between  the  two, 
to  both  of  which  it  is  connected  by  delicate  articulations. 

The  Malleus,  so  named  from  its  fancied  resemblance  to  a  hammer,  consists  of 
a  head,  neck,  and  three  processes;  the  handle  or  manubrium,  the  processus 
gracilis,  and  the  processus  brevis. 

The  head  is  the  large  upper  extremity  of  the  bone;  it  is  oval  in  shape,  and 
articulates  posteriorly  with  the  incus,  being  free  in  the  rest  of  its  extent. 

The  neck  is  the  narrow  contracted  part  j  ust  beneath  the  head ;  and  below  this 
is  a  prominence,  to  which  the  various  processes  are  attached. 

The  manubrium  is  a  vertical  process  of  bone,  which  is  connected  by  its  outer 
margin  with  the  membrana  tympani.  It  decreases  in  size  towards  its  extremity, 
where  it  is  curved  slightly  forwards,  and  flattened  from  within  outwards. 

The  processus  gracilis  is  a  long  and  very  delicate  process,  which  passes  from 
the  eminence  below  the  neck  forwards  and  outwards  to  the  Glaserian  fissure,  to 
which  it  is  connected  by  bone  and  ligamentous  fibres.  It  gives  attachment  to 
the  Laxator  tympani. 

The  processus  brevis  is  a  slight  conicnl  projection,  which  springs  from  the  root 
of  the  manubrium,  and  lies  in  contact  with  the  membrana  tympani.  Its  summit 
gives  attachment  to  the  Tensor  tympani. 

Tlic  Incus  has  received  its  name  from  its  supposed  resemblance  to  an  anvil, 
but  it  is  more  like  a  bicuspid  tooth,  with  two  roots,  which  differ  in  length,  and 
are  widely  separated  from  each  other.     It  consists 
of  a  body  and  two  processus.  Fir.  413.— TheSmall  Bones  of 

The  body  is  somewhat  quadrilateral,  but  com-    j££Stff°  fr0m  *°  ^^ 
pressed   laterally.     Its  summit  is  deeply  concave, 
and  articulates  with  the  malleus;  in  the  fresh  state, 
it  is  covered  with  cartilage  and  lined  with  synovial 
membrane. 

The   two    processes  diverge   from   one   another 
nearly  at  right  angles. 

The   short  process,    somewhat   conical   in   shape, 
projects    nearly    horizontally    backwards,    and    is     j 
attached  to  the  margin  of  the  opening  leading  into 
the  mastoid  cells,  by  ligamentous  fibres. 

The  tony  process,  longer  and  more  slender  than 
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the  preceding,  descends  nearly  vertically  behind  the  handle  of  the  malleus,  anil 
bending  inwards,  terminates  in  a  rounded  globular  projection,  the  os  orbiculare^ 
or  lenticular  process,  which  is  tipped  with  cartilage,  and  articulates  with  the 
head  of  the  stapes.  In  the  foetus  the  os  orbiculare  exists  as  a  separate  bone, 
but  becomes  united  to  the  long  process  of  the  incus  in  the  adult. 

The  Stapes,  so  called  from  its  close  resemblance  to  a  stirrup,  consists  of  a  head, 
neck,  two  branches,  and  a  base. 

The  head  presents  a  depression,  tipped  with  cartilage,  which  articulates  with 
the  os  orbiculare. 

The  neck,  the  constricted  part  of  the  bone  below  the  head,  receives  the  inser- 
tion of  the  Stapedius  muscle. 

The  two  branches  {crura)  diverge  from  the  neck,  and  are  connected  at  their 
extremities  by  a  flattened,  oval-shaped  plate  {the  base),  which  forms  the  foot  of 
the  stirrup,  and  is  fixed  to  the  margin  of  the  fenestra  ovalis  by  ligamentous 
fibres. 

Ligaments  of  the  Ossicula.  These  small  bones  are  connected  with  each  other, 
and  with  the  walls  of  the  tympanum,  by  ligaments,  and  moved  by  small  mus- 
cles. The  articular  surfaces  6f  the  malleus  and  incus,  the  orbicular  process  of 
the  incus  and  head  of  the  stapes,  are  covered  with  cartilage,  connected  together 
by  delicate  capsular  ligaments,  and  lined  by  synovial  membrane.  The  liga- 
ments connecting  the  ossicula  with  the  walls  of  the  tympanum  are  three  iu 
number,  one  for  each  bone. 

The  suspensory  ligament  of  the  malleus  is  a  delicate,  round  bundle  of  fibres, 
which  descends  perpendicularly  from  the  roof  of  the  tympanum  to  the  head  of 
the  malleus. 

The  posterior  ligament  of  the  incus  is  a  short,  thick,  ligamentous  band,  which 
connects  the  extremity  of  the  short  process  of  the  incus  to  the  posterior  wall  of 
the  tympanum,  near  the  margin  of  the  opening  of  the  mastoid  cells. 

The  annular  ligament  of  the  stapes  connects  the  circumference  of  the  base  of 
this  bone  to  the  margin  of  the  fenestra  ovalis. 

A  suspensory  ligament  of  the  incus  has  been  described  by  Arnold,  descending 
from  the  roof  of  the  tympanum  to  the  upper  part  of  the  incus,  near  its  articula- 
tion with  the  malleus. 

The  muscles  of  the  tympanum  are  three : — 

Tensor  tympani.  Laxator  tympani.  Stapedius. 

The  Tensor  tympani,  the  largest,  is  contained  in  the  bony  canal,  above  the 
osseous  portion  of  the  Eustachian  tube,  from  which  it  is  separated  by  the  pro- 
cessus cochleariformis.  It  arises  from  the  under  surface  of  the  petrous  bone, 
from  the  cartilaginous  portion  of  the  Eustachian  tube,  and  from  the  osseous 
canal  in  which  it  is  contained.  Passing  backwards,  it  terminates  in  a  slender 
tendon  which  is  reflected  outwards  over  the  processus  cochleariformis,  and  is  in- 
serted into  the  handle  of  the  malleus,  near  its  root.  It  is  supplied  by  a  branch 
from  the  otic  ganglion. 

The  Laxator  tympani  major  (Sommerring)  arises  from  the  spinous  process  of 
the  sphenoid  bone,  and  from  the  cartilaginous  portion  of  the  Eustachian  tube, 
and  passing  backwards  through  the  Glaserian  fissure,  is  inserted  into  the  neck 
of  the  malleus,  just  above  the  processus  gracilis.  It  is  supplied  by  the  tympanic 
branch  of  the  facial. 

The  Laxator  tympani  minor  (Sommerring)  arises  from  the  upper  and  back 
part  of  the  external  meatus,  passes  forwards  and  inwards  between  the  middle 
and  inner  layers  of  the  membrana  tympani,  and  is  inserted  into  the  handle  of  the 
malleus  and  processus  brevis. 

The  Laxator  tympani  major  is  now  very  generally  believed  to  be  ligamentous 
and  not  muscular,  and  there  seems  little  doubt  that  the  structure  described 
under  the  name  of  Laxator  tympani  minor  is  a  ligament. 

The  Stapedius  arises  from  the  sides  of  a  conical  cavity  hollowed  out  of  the 
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interior  of  the  pyramid :  its  tendon  emerges  from  the  orifice  at  the  apex  of  the 
pyramid,  and  passing  forwards,  is  inserted  into  the  neck  of  the  stapes.  Its 
surface  is  aponeurotic,  its  interior  fleshy ;  and  its  tendon  occasionally  contains  a 
slender  bony  spine,  which  is  constant  in  some  mammalia.  It  is  supplied  by  a 
filament  from  the  facial  nerve. 

Actions.  The  Tensor  tympani  draws  the  mcmbrana  tympani  inwards,  and 
thus  heightens  its  tension.  The  laxator  tympani  draws  the  malleus  outwards, 
and  thus  the  tympanic  membrane,  especially  at  its  fore  part,  is  relaxed.  The 
Stapedius  depresses  the  back  part  of  the  base  of  the  stapes,  and  raises  its  fore 
part.     It  prooably  compresses  the  contents  of  the  vestibule. 

The  miaous  membrane  of  the  tympanum  is  thin,  vascular,  and  continuous  with 
the  mucous  membrane  of  the  pharynx,  through  the  Eustachian  tube.  It  invests 
the  ossicula,  and  the  muscles  and  nerves  contained  in  the  tympanic  cavity ; 
forms  the  internal  layer  of  the  membrana  tympani ;  covers  the  foramem  rotun- 
dum ;  and  is  reflected  into  the  mastoid  cells,  which  it  lines  throughout.  In  the 
tympanum  and  mastoid  cells,  this  membrane  is  pale,  thin,  slightly  vascular,  and 
covered  with  ciliated  epithelium.  In  the  osseous  portion  of  the  Eustachian 
tube,  the  membrane  is  thin;  but  in  the  cartilaginous  portion  it  is  very  thick, 
highly  vascular,  covered  with  laminar  ciliated  epithelium,  and  provided  with 
numerous  mucous  glands. 

The  arteries  supplying  the  tympanum  are  five  in  number.  Two  of  them  are 
larger  than  the  rest,  viz.,  the  tympanic  branch  of  the  internal  maxillary,  which 
supplies  the  membrana  tympani ;  and  the  stylo- mastoid  branch  of  the  posterior 
auricular,  which  supplies  the  back  part  of  the  tympanum  and  mastoid  cells. 
The  smaller  branches  are,  the  petrosal  branch  of  the  middle  meningeal,  and 
branches  from  the  ascending  pharyngeal  and  internal  carotid. 

The  veins  of  the  tympanum  terminate  in  the  middle  meningeal  and  pharyngeal 
veins  and,  through  these,  in  the  internal  jugular. 

The  nerves  of  the  tympanum  may  be  divided  into:  1.  Those  supplying  the 
muscles;  2.  Those  distributed  to  the  lining  membrane ;  3.  Branches  communi- 
cating with  other  nerves. 

Nerves  to  muscles.  The  Tensor  tympani  is  supplied  by  a  branch  from  the  otic 
ganglion;  the  Laxator  tympani,  ana  the  Stapedius,  by  a  filament  from  the  facial 
(Sommerring). 

The  nerves  distributed  to  the  lining  membrane  are  derived  from  the  tympanic 
plexus. 

Communications  between  the  following  nerves  take  place  in  the  tympanum: 
the  tympanic  branch  from  the  petrous  ganglion  of  the  glosso-pharyngeal ;  a 
filament  from  the  carotid  plexus;  a  branch  which  joins  the  great  superficial 
petrosal  nerve  from  the  Vidian;  and  a  branch  to  the  otic  ganglion  (small  super- 
ficial petrosal  nerve). 

The  tympanic  branch  of  the  glosso-pharyngeal  (Jacobson's  nerve)  enters  the 
tympanum  by  an  aperture  in  its  floor,  close  to  the  inner  wall,  and  ascends  on 
to  the  promontory.  It  distributes  filaments  to  the  lining  membrane  of  the 
tympanum,  and  divides  into  three  branches,  which  are  contained  in  grooves  on 
the  promontory,  and  serve  to  connect  this  with  other  nerves.  One  branch  runs 
in  a  groove,  forwards  and  downwards,  to  an  aperture  situated  at  the  junction 
of  the  anterior  and  inner  walls,  just  above  the  floor,  and  enters  the  carotid 
canal,  to  communicate  with  the  carotid  plexus  of  the  sympathetic.  The  second 
branch  is  contained  in  a  groove  which  runs  vertically  upwards  to  an  aperture 
on  the  inner  wall  of  the  tympanum,  just  beneath  the  anterior  pyramid,  and  in 
front  of  the  fenestra  ovalis.  The  canal  leading  from  this  opens  into  the  hiatus 
Fallopii,  where  the  nerve  contained  in  it  joins  the  great  petrosal  nerve.  The 
third  branch  (small  superficial  petrosal)  ascends  towards  the  anterior  surface  of 
the  petrous  bone;  it  tnen  passes  through  a  small  aperture  in  the  sphenoid  and 
temporal  bones  to  the  exterior  of  the  skull,  and  joins  the  otic  ganglion.     As 
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this  nerve  passes  by  the  gangliform  enlargement  of  the  facial,  it  has  a  connecting 
filament  with  it. 

The  chorda  tympani  quits  the  facial  near  the  stylo-mastoid  foramen,  enters 
the  tympanum  at  the  base  of  the  pyramid,  and  arches  forwards  across  its  cavity 
between  the  handle  of  the  malleus  and  long  process  of  the  incus,  to  an  opening 
internal  to  the  fissura  Glaseri.  It  is  invested  by  a  reflection  of  the  lining  mem- 
brane of  the  tympanum. 

Internal  Ear,  or  Labyrinth. 

The  Internal  Ear  is  the  essential  part  of  the  organ,  receiving  the  ultimate 
distribution  of  the  auditory  nerve.  It  is  called  the  labyrinth,  from  the  com- 
plexity of  its  shape,  and  consists  of  three  parts:  the  vestibule,  semicircular 
canals,  and  cochlea.  It  is  formed  by  a  series  of  cavities,  channelled  out  of  the 
substance  of  the  petrous  bone,  communicating  externally  with  the  cavity  of 
the  tympanum,  through  the  fenestra  ovalis  and  rotunda;  and  internally,  with 
the  meatus  auditorius  internus,  which  contains  the  auditory  nerve.  Within  the 
osseous  labyrinth  is  contained  the  membranous  labyrinth,  upon  which  the 
ramifications  of  the  auditory  nerve  are  distributed. 

The  Vestibule  {Fig.  414)  is  the  common  central  cavity  of  communication 
between  the  parte  of  the  internal  ear.    It  is  situated  on  the  inner  side  of  the 

Fig.  414. — The  Oaseoua  Labyrinth  laid  open.    (Enlarged.) 


tympanum,  behind  the  cochlea,  and  in  front  of  the  semicircular  canals.  It  is 
somewhat  ovoidal  in  shape  from  before  backwards,  flattened  from  side  to  side, 
and  measures  about  one-fifth  of  an  inch  from  before  backwards,  as  well  as  from 
above  downwards,  being  narrower  from  without  inwards.  On  its  outer,  or  tym- 
panic, wall,  is  the  fenestra  ovalis,  closed  in  the  recent  state,  by  the  base  of  the 
stapes,  and  its  annular  ligament.  On  its  inner  wall,  at  the  fore  part,  is  a  small 
circular  depression,  fovea  hemispherica,  which  is  perforated,  at  its  anterior  and 
inferior  part,  by  several  minute  holes  {macula  cribrosa),  for  the  passage  of  the 
filaments  of  the  auditory  nerve ;  and  behind  this  depression  is  a  vertical  ridge, 
the  pyramidal  eminence.  At  the  binder  part  of  the  inner  wall  is  the  orifice  of 
the  aquBeductus  vestibuli.  which  extends  to  the  posterior  surface  of  the  petrous 
portion  of  the  temporal  bone.     It  transmits  a  small  vein,  and,  according  to 
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some,  contains  a  tubular  prolongation  of  the  lining  membrane  of  the  vestibule, 
which  ends  in  a  cul-de-sac  between  the  layers  of  the  dura  mater  within  the 
cranial  cavity.  On  the  upper  wall  or  roof  is  a  transversely-oval  depression, 
fovea  semi-elliptica,  separated  from  the  fovea  hemispherica  by  the  pyramidal 
eminence,  already  mentioned.  Behind,  the  semicircular  canals  open  into  the 
vestibule  by  five  orifices.  In  front  is  a  large  oval  opening,  which  communicates 
with  the  scala  vestibuli  of  the  cochlea  by  a  single  orifice,  apertura  scalse  vestibuli 
cochlese. 

The  Semicircular  Canah  are  three  bony  canals,  situated  above  and  behind  the 
vestibule.  They  are  of  unequal  length,  compressed  from  side  to  side,  and 
describe  the  greater  part  of  a  circle.  They  measure  about  one-twentieth  of  an 
inch  in  diameter,  ana  each  presents  a  dilatation  at  one  end,  called  the  ampulla, 
which  measures  more  than  twice  the  diameter  of  the  tube.  These  canals  open 
into  the  vestibule  by  five  orifices,  one  of  the  apertures  being  common  to  two 
of  the  canals. 

The  superior  semicircular  canal  is  vertical  in  direction,  and  stretches  across 
the  petrous  portion  of  the  temporal  bone,  at  right  angles  to  its  posterior  surface ; 
its  arch  forms  a  round  projection  on  the  anterior  surface  of  the  petrous  bone. 
It  describes  about  two-thirds  of  a  circle.  Its  outer  extremity,  which  is  ampul- 
lated,  commences  by  a  distinct  orifice  in  the  upper  part  of  the  vestibule ;  the 
opposite  end  of  the  canal,  which  is  not  dilated,  joins  with  the  corresponding  part 
of  the  posterior  canal,  and  opens  by  a  common  orifice  with  it  in  the  back  part 
of  the  vestibule. 

The  posterior  semicircular  canal,  also  vertical  in  direction,  is  directed  back- 
wards, nearly  parallel  to  the  posterior  surface  of  the  petrous  bone :  it  is  the 
longest  of  the  three,  its  ampullated  end  commencing  at  the  lower  and  back 
part  of  the  vestibule,  its  opposite  end  joining  to  form  the  common  canal  already 
mentioned. 

The  external  or  horizontal  canal  is  the  shortest  of  the  three,  its  arch  being 
directed  outwards  and  backwards;  thus  each  semicircular  canal  stands  at  right 
angles  to  the  other  two.  Its  ampullated  end  corresponds  to  the  upper  and  outer 
angle  of  the  vestibule,  just  above  the  fenestra  ovalis;  its  opposite  end  opens  by 
a  distinct  orifice  at  the  upper  and  back  part  of  the  vestibule. 

The  Cochlea  bears  some  resemblance  to  a  common  snail-shell :  it  forms  the 
anterior  part  of  the  labyrinth,  is  conical  in  form,  and  placed  almost  horizontally 
in  front  of  the  vestibule ;  its  apex  is  directed  forwards  and  outwards  towards 
the  upper  and  front  part  of  the  inner  wall  of  the  tympanum ;  its  base  corresponds 
with  the  anterior  depression  at  the  bottom  of  the  internal  auditory  meatus,  and 
is  perforated  by  numerous  apertures,  for  the  passage  of  the  cochlear  branch  of 
the  auditory  nerve.  It  measures  about  a  quarter  of  an  inch  in  length,  and  its 
breadth  towards  the  base  is  about  the  same.  It  oonsists  of  a  conical-shaped 
central  axis,  the  modiolus  or  columella;  of  a  canal  wound  spirally  round  the 
axis  for  two  turns  and  a  half,  from  the  base  to  the  apex ;  and  of  a  delicate  lamina 
(lamina  spiralis)  contained  within  the  canal,  which  follows  its  windings,  and 
subdivides  it  into  two. 

The  central  axis,  or  modiolus,  is  conical  in  form,  and  extends  from  the  base  to 
the  apex  of  the  cochlea.  Its  base  is  broad,  corresponds  with  the  first  turn  of 
the  cochlea,  and  is  perforated  by  numerous  orifices,  which  transmit  filaments  of 
the  cochlear  branch  of  the  auditory  nerve ;  the  axis  diminishes  rapidly  in  size  in 
the  second  coil,  and  terminates  within  the  last  half-coil,  or  cupola,  in  an  ex- 
panded, delicate,  bony  lamella,  which  resembles  the  half  of  a  funnel,  divided  longi- 
tudinally, and  is  called  the  infundibulum  ;  the  broad  part  of  this  funnel  is  directed 
towards  the  summit  of  the  cochlea,  and  blends  with  the  last  half-turn  of  the 
spiral  canal  of  the  trochlea,  the  cupola.  At  this  point  the  two  larger  scalse  of 
the  cochlea,  the  scala  tympani  and  scala  vestibuli,  communicate  by  an  opening 
called  the  helicotrema.  The  outer  surface  of  the  modiolus  is  formed  of  the  wall 
of  the  spiral  canal,  and  is  dense  in  structure ;  but  its  centre  is  channelled,  as  far 
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as  the  last  half-coil,  by  numerous  branching  canals,  which  transmit  nervousfila- 
ments  in  regular  succession  into  the  canal  of  the  cochlea,  or  on  to  the  surface  of 
the  lamina  spiralis.  One  of  these,  larger  than  the  rest,  occupies  the  centre  of 
the  modiolus,  and  is  named  the  tubulus  centralis  modioli;  it  extends  from  the 
base  to  the  extremity  of  the  modiolus,  and  transmits  a  small  nerve  and  artery 
(arteria  centralis  modioli). 

The  spiral  canal  (Fig.  415)  takes  two  turns  and  a  half  round  the  modiolus. 
It  is  about  an  inch  and  a  half  in  length,  measured  along  its  outer  wall ;  and 

Fig.  415  —The  Cochlea  laid  open     (Enlarged.) 


diminishes  gradually  in  size  from  the  base  to  the  summit,  where  it  terminates 
in  a  cul-de-sac,  the  cupola,  which  forms  the  apex  of  the  cochlea.  The  commence- 
ment of  this  canal  is  about  the  tenth  of  an  inch  in  diameter :  it  diverges  from 
the  modiolus  towards  the  tympanum  and  vestibule,  and  presents  three  openings. 
One,  the  fenestra  rotunda,  communicates  with  the  tympanum :  in  the  recent  state, 
this  aperture  is  closed  by  a  membrane,  the  memhrana  tympani  secundaria.     An- 

Fig.  416. — Longitudinal  Section  of  the  Cochlea,  showing  the  relations  of  the 
Scale,  the  Ganglion  Spirale,  etc. 


other  aperture,  of  an  oval  form,  enters  the  vestibule.  The  third  is  the  aperture 
of  the  aquwductus  cochlea  leading  to  a  minute  funnel-shaped  canal,  which  opens 
on  the  basilar  surface  of  the  petroiiB  hone,  and  transmits  a  small  vein. 

The  interior  of  the  spiral  canal   (Fig.  416)   is  divided  into   three  principal 
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canals  or  scalse — viz.,  the  Scala  tympani,  the  Scala  vestibuli,  and,  interposed 
between  these,  the  Scala  media.  ^Projecting  from  the  modiolus  is  a  thin  bony- 
process,  the  lamina  spiralis  ossea,  which  consists  of  two  thin  lamellae  of  bone, 
between  which  are  numerous  canals  for  the  passage  of  nervous  filaments.  Near 
the  point  where  the  osseous  lamina  is  attached  to  the  modiolus  is  a  small  canal, 
denominated  by  Rosenthal  the  canalis  spiralis  modioli,  and  occupied  by  a  swell- 
ing of  the  cochlear  nerve,  in  which  ganglion-cells  are  found,  the  ganglion  spirale, 
from  which  the  nerves  pass  to  the  osseous  lamina  and  organ  of  Corti. 

The  osseous  lamina  extends  only  part  of  the  distance  between  the  modiolus 
and  the  outer  bony  wall  of  the  cochlea.  Near  its  outer  end  the  periosteum 
swells  up  into  an  elevation  which  is  called  the  limhus  laminse  spiralis  (k<  denticu- 
late lamina"  of  Todd  and  Bowman),  and  this  terminates  in  a  grooved  border,  the 
sulcus  spiralis  (Fig.  417),  the  edges  of  the  groove  being  called  the  labium  tympa- 
nicum  and  labium  vestibulare  respectively.  From  the  labium  tympanicum  a 
thin  membrane  extends  over  to  the  bony  wall  of  the  cochlea,  completing  the 
scala  tympani.  This  membrane  is  called  the  merribrana  basilaris.  At  its  outer 
attachment  it  swells  out  so  as  to  form  a  thick  triangular  structure  which  was 
regarded  as  a  muscle  by  Todd  and  Bowman  (cochlearis),  but  is  now  recognized 
as  ligamentous — the  ligamentum  spirale.  Betweeen  the  labium  vestibulare  and 
the  attachment  of  the  membrane  of  Eeissner,  presently  to  be  described,  a  very 
delicate  membrane  extends  over  to  the  outer  wall  of  the  cochlea,  running  nearly 
parallel  to  the  membrana  basilaris.  It  was  described  by  Corti,  and  covers  over 
the  organ  which  is  called  after  his  name,  and  is  therefore  called  the  membrana 
tectoria  or  membrane  of  Corti.  Further  inwards,  near  the  commencement  of  the 
limhus  laminae  spiralis,  another  delicate  membrane,  the  membrane  of  Reissner, 
is  attached  to  the  vestibular  surface  of  the  periosteum  of  the  osseous  lamina, 
and  stretches  across  to  the  outer  wall  of  the  cochlea.  The  canal  which  lies 
below  the  osseous  lamina  and  membrana  basilaris  is  the  scala  tympani ;  that 
which  is  bounded  by  the  osseous  lamina  and  membrane  of  Reissner  the  scala 
vestibuli ;  while  the  space  between  the  membrane  of  Reissner  and  membrana 
basilaris  is  generally  described  as  the  Scala  media,  Canalis  membranacea,  or 
Canalis  cochleae,  and  this  is  the  nomenclature  which  will  be  used  here.  Others, 
however,  apply  the  name  Canalis  cochhse  only  to  the  canal  lying  between  the 
membrane  of  Reissner  and  the  membrana  tectoria,  which  contains  no  object  for 
description,  while  the  space  lying  between  the  membrana  tectoria  and  membrana 
basilaris  is  described  by  itself  as  a  fourth  canal — the  ductus  cochlearis  or  ductus 
auditorius.1  The  latter  is  the  space  in  which  the  organ  of  Corti1  is  contained. 
This  organ  (Fig.  417)  is  situated  upon  the  membrana  basilaris,  and  appears  at 
first  sight  as  a  papilla,  winding  spirally  with  the  turns  of  this  membrane 
throughout  the  whole  length  of  the  cochlea,  from  which  circumstance  it  has 
been  designated  the  papilla  spiralis.  More  accurately  viewed,  it  is  seen  to  be 
composed  of  a  series  of  arches  roofing  over  the  zona  arcuata,  estimated  at  over 
3000  in  number.  The  base  of  these  arches  is  said  to  be  of  uniform  length  in 
the  whole  of  the  canal.  The  inner  limb  of  the  arch  is  formed  by  a  fibre  (inter- 
nal fibres  or  rods  of  Corti)  somewhat  swollen  at  either  extremity.  In  connection 
with  the  lower  extremity  is  a  nuclear  body.  The  space  between  the  internal 
rod  and  the  grooved  margin  of  the  sulcus  spiralis  is  occupied  by  cylindrical 
epithelium,  and  some  of  these  epithelial  cells  are  provided  with  hair-like  pro- 
cesses ("  inner  hair-cells").  The  external  limb  of  the  arch  is  formed  by  a  simi- 
lar series  of  fibres  (external  fibres  or  rods  of  Corti)  which  are  less  numerous 

1  In  reading  the  older  descriptions  of  the  organ  of  hearing,  the  student  must  bear  in  mind  that 
the  membranes  bounding  the  ductus  auditorius,  together  with  the  organ  contained  between  them, 
were  described  together  as  the  "  lamina  spiralis  membranacea,"  while  the  membrane  of  Reissner 
was  not  recognized,  the  parts  being,  in  fact,  as  shown  in  the  second  turn  of  the  cochlea  on  the 
right  hand  of  Fig.  416. 

1  Corti's  original  paper  is  in  the  Zeitschriftf.  Wissen.  Zool.  iii.  109. 
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than  the  internal,'  and  the  swollen  upper  extremities  of  the  two  rods  are  articu- 
lated together ;  the  crown  of  the  arch  approaches,  but  does  not  touch,  the  mem- 
brana  tectoria.  The  shape  of  the  external  and  internal  rods  of  Corti  is  peculiar. 
The  internal  rods  terminate  above  in  a  process  which  exactly  reproduces  the 

Fig.  417.— Floor  of  Scala  Media,  showing  the  organ  of  Corti,  etc. 


shape  of  the  head  of  the  human  ulna,  with  its  sigmoid  cavity,  coronoid  and  ole- 
cranon processes,  while  the  external  represent  the  head  and  bill  of  a  swan — the 
head  fitting  into  the  concavities  of  one  or  more  of  the  internal  rods  (which  are 
more  numerous  than  the  external)  while  the  bill  rests  against  the  phalanges  of 
the  lamina  reticularis.  Lying  against  the  external  rods  are  epithelial  cells  of 
various  forms.  Those  described  by  Corti,  and  called  after  him  cells  of  Corti, 
are  provided  with  hairs  or  cilia,  "  outer  hair-cells."  There  are  several  rows  of 
these,  alternating  with  which  are  other  epithelial  cells  terminating  in  a  fine  ex- 
tremity above  and  below :  these  are  called  the  cells  of  Deiters ;  and  beyond  these 
again  are  the  ordinary  epithelial  cells  of  the  part,  gradually  diminishing  in  size. 
The  reticular  lamina  of  Kolliker  is  formed  by  several  rows  of  "minute  fiddle- 
shaped  cuticular  structures"  called  phalanges,  between  which  are  holes  for  the 
projection  of  the  outer  hair-cells.  The  number  of  rows  varies  in  different 
animals  with  that  of  the  outer  hair-cells,  being  four  in  man.  The  exact  termi- 
nation of  the  nerves  in  the  organ  of  Corti  is  not  as  yet  determined,  but  there 
seems  no  doubt  that  this  organ  is  to  be  regarded  as  the  "  terminal  apparatus  of 
hearing,"  as  Henle  names  it.a 

The  scala  media  is  closed  above  and  below.  The  upper  blind  extremity  is 
attached  to  the  cupola  at  the  upper  part  of  the  helicotrema,  the  lower  end  fits 
into  the  angle  at  the  commencement  of  the  osseous  lamina  on  the  floor  of  the 
vestibule.  Near  this  blind  extremity  the  scala  media  receives  the  canalis  re  anient 
(Fig.  418),  a  very  delicate  canal,  by  which  the  ductus  cochlearis  is  brought  into 
continuity  with  the  saccule. 

The  inner  surface  of  the  osseous  labyrinth  is  lined  by  an  exceedingly  thin 
fihro-serous  membrane,  analogous  to  a  periosteum,  from  its  close  adhesion  to  the 
inner  surfaces  of  these  cavities,  and  performing  the  office  of  a  serous  membrane 
by  its  free  surface.  It  lines  the  vestibule,  and  from  this  cavity  is  continued  into 
the  semicircular  canals  and  the  scala  vestibuli  of  the  cochlea,  and  through  the 
helicotrema  into  the  scala  tympani.  Two  delicate  tubular  processes  are  pro- 
longed along  the  aqueducts  of  the  vestibule  and  cochlea,  to  the  inner  surface  of 

•  Waldeyer  reckons  6000  of  the  inner  roda  and  4900  of  the  outer  in  the  homan  cochlea.  Clan- 
dins  says  that  there  are  three  of  the  inner  for  every  two  of  the  enter 

*  For  farther  details  the  render  is  referred  to  Kiilliker'a  Getaebetehre,  5th  ed. ;  Henle'a  Sj/att- 
mntiscfit  Anatomic,  or  Quaid's  Anatomy,  edited  by  Shnrpey,  Thomson,  and  Schafer,  8th  ed., 
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the  dura  mater.  This  membrane  is  continued  across  the  fenestra  ovalis  and 
rotunda,  and  consequently  has  no  communication  with  the  lining  membrane  of 
the  tympanum.  Its  attached  surface  is  rough  and  fibrous,  and  closely  adherent 
to  the  bone ;  its  free  surface  is  smooth  and  pale,  covered  with  a  layer  of  epithe- 
lium, and  secretes  a  thin,  limpid  fluid,  the  aqua  labyrinthi  {perilymph  [Blain- 
ville],  liquor  Cotunnii). 

The  Membranous  Labyrinth. 

The  Membranous  Labyrinth  (Fig.  418)  is  a  closed  membranous  sac,  containing 
fluid.  The  ramifications  of  the  auditory  nerve  are  distributed  upon  the  wall  of 
the  sac.  It  has  the  same  general  form  as  the  vestibule  and  semicircular  canals 
in  which  it  is  inclosed;  but  is  considerably  smaller,  and  separated  from  their 
lining  membrane  by  the  perilymph. 

Fig.  418.— The  Membranous  Labyrinth.    (Enlarged  4  diam.) 
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The  vestibular  portion  consists  of  two  sacs,  the  utricle  and  the  saccule. 

The  utricle  is  the  larger  of  the  two,  of  an  oblong  form,  compressed  laterally 
and  occupies  the  upper  and  back  part  of  the  vestibule,  lying  in  contact  with  the 
fovea  semi-elliptica.  Numerous  filaments  of  the  auditory  nerve  are  distributed 
on  the  wall  of  this  sac,  and  its  cavity  communicates  behind  with  the  membra- 
nous semicircular  canals  by  five  orifices. 

The  saccule  is  the  smaller  of  the  two  vestibular  sacs ;  it  is  globular  in  form, 
lies  in  the  fovea  hemispherica,  near  the  opening  of  the  vestibular  scala  of  the 
cochlea,  and  receives  numerous  nervous  filaments,  which  enter  from  the  bottom 
of  the  depression  in  which  it  is  contained.  Its  cavity  is  apparently  distinct  from 
that  of  the  utricle. 

The  membranous  semicircular  canals  are  about  one-third  the  diameter  of  the 
osseous  canals,  but  in  number,  shape,  and  general  form  they  are  precisely  simi- 
lar; they  are  hollow,  and  open  by  five  orifices  into  the  utricle,  one  opening 
being  common  to  two  canals.  Their  ampullae  are  thicker  than  the  rest  of  the 
tubes,  and  nearly  fill  the  cavities  in  which  they  are  contained. 

The  membranous  labyrinth  is  held  in  its  position  by  the  numerous  nervous 
filaments  distributed  to  the  utricle,  to  the  saccule,  and  to  the  ampulla  of  each 
canal.  These  nerves  enter  the  vestibule  through  the  minute  apertures  on  its 
inner  wall. 

Structure.  The  wall  of  the  membranous  labyrinth  is  semi-transparent,  and 
consists  of  three  layers.  The  outer  layer  is  a  loose  and  flocculent  tissue,  contain- 
ing bloodvessels  and  numerous  pigment-cells  analogus  to  those  in  the  choroid. 
The  middle  layer,  thicker  and  more  transparent,  bears  some  resemblance  to  the 
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hyaloid  membrane,  but  it  presents  in  parts  marks  of  longitudinal  fibrillation  and 
elongated  nuclei  on  the  addition  of  acetic  acid.  The  inner  layer  is  formed  of 
polygonal  nucleated  epithelial  cells,  which  secrete  the  endolymph. 

The  endolymph  (liquor  Scarpse)  is  a  limpid  serous  fluid,  which  fills  the  mem- 
branous labyrinth;  in  composition,  it  closely  resembles  the  perilymph. 

The  otoliths  are  two  small  rounded  bodies,  consisting  of  a  mass  of  minute 
crystalline  grains  of  carbonate  of  lime,  held  together  in  a  mesh  of  delicate  fibrous 
tissue,  and  contained  in  the  wall  of  the  utricle  and  saccule,  opposite  the  distribu- 
tion of  the  nerves.  A  calcareous  material  is  also,  according  to  Bowman, 
sparingly  scattered  in  the  cells  lining  the  ampulla  of  each  semicircular  canal. 

The  Arteries  of  the  labyrinth  are  the  internal  auditory,  from  the  basilar  or 
superior  cerebellar,  the  stylo- mastoid,  from  the  posterior  auricular,  and,  occa- 
sionally, branches  from  the  occipital.  The  internal  auditory  divides  at  the 
bottom  of  the  internal  meatus  into  two  branches,  cochlear  and  vestibular. 

The  cochlear  branch  subdivides  into  from  twelve  to  fourteen  twigs,  which 
traverse  the  canals  in  the  modiolus,  and  are  distributed,  in  the  form  of  a  capil- 
lary network,  in  the  substance  of  the  lamina  spiralis. 

The  vestibular  branches  accompany  the  neryes,  and  are  distributed,  in  the 
form  of  a  minute  capillary  network,  in  the  substance  of  the  membranous  laby- 
rinth. 

The  Veins  (auditory)  of  the  vestibule  and  semicircular  canals  accompany  the 
arteries,  and,  receiving  those  of  the  cochlea  at  the  base  of  the  modiolous,  termi- 
nate in  the  superior  petrosal  sinus. 

The  Auditory  nerve,  the  special  nerve  of  the  sense  of  hearing,  divides,  at  the 
bottom  of  the  internal  auditory  meatus,  into  two  branches,  the  cochlear  and 
vestibular.  The  trunk  of  the  nerve,  as  well  as  the  branches,  contains  numerous 
ganglion-cells  with  caudate  prolongations. 

The  vestibular  nerve,  the  posterior  of  the  two,  divides  into  three  branches, 
superior,  middle,  and  inferior. 

The  superior  vestibular  branch,  the  largest,  divides  into  numerous  filaments, 
which  pass  through  minute  openings  at  the  upper  and  back  part  of  the  cul-de- 
sac  at  the  bottom  of  the  meatus,  and  entering  the  vestibule,  are  distributed  to 
the  utricle,  and  to  the  ampulla  of  the  external  and  superior  semicircular  canals. 

The  middle  vestibular  branch  consists  of  numerous  filaments,  which  enter  the 
vestibule  by  a  smaller  cluster  of  foramina,  placed  below  those  above  mentioned, 
and  which  correspond  to  the  bottom  of  the  fovea  hemispherica;  they  are  dis- 
tributed to  the  saccule. 

The  inferior  and  smallest  branch  passes  backwards  in  a  canal  behind  the 
foramina  for  the  nerves  of  the  saccule,  and  is  distributed  to  the  ampulla  of  the 
posterior  semicircular  canal. 

The  nervous  filaments  enter  the  ampullary  enlargements  at  a  deep  depression 
seen  on  their  external  surface,  and  a  corresponding  elevation  is  seen  within,  the 
nerve -fibres  ending  in  loops,  and  in  free  extremities.  In  the  utricle  and  saccule, 
the  nerve-fibres  spread  out,  some  blending  with  the  calcareous  matter,  others? 
radiating  on  the  inner  surface  of  the  wall  of  each  cavity,  becoming  blended  with 
a  layer  of  nucleated  cells,  and  terminating  in  a  thin  fibrous  film. 

The  cochlear  nerve  divides  into  numerous  filaments  at  the  base  of  the  modiolus, 
which  ascend  along  its  canal,  and  then,  bending  outwards  at  right  angles,  pass 
between  the  plates  of  the  bony  lamina  spiralis,  close  to  its  tympanic  surface. 
Between  the  plates  of  the  spiral  lamina,  the  nerves  form  a  plexus,  which  con- 
tains ganglion-cells ;  and  from  the  margin  of  the  osseous  zone,  branches  of  this 
plexus  are  distributed  to  the  membranous  part  of  the  septum,  where  they  are 
arranged  in  small,  conical-shaped  bundles,  parallel  with  one  another.  The  fila- 
ments which  supply  the  apical  portion  of  the  lamina  spiralis  are  conducted  to 
this  part  through  the  tubulus  centralis  modioli. 


Organs  of  Digestion. 


The  Apparatus  for  the  digestion  of  the  food  consists  of  the  alimentary  canal, 
and  of  certain  accessory  organs. 

The  Alimentary  Canal  is  a  musculo- membranous  tube,  about  thirty  feet  in 
length,  extending  from  the  mouth  to  the  anus,  and  lined  throughout  its  entire 
extent  bv  mucous  membrane.  It  has  received  different  names  in  the  various 
parts  of  its  course :  at  its  commencement,  the  mouth,  we  find  provision  made 
for  the  mechanical  division  of  the  food  (mastication),  and  for  its  admixture  with 
a  fluid  secreted  by  the  salivary  glands  (insalivation) ;  beyond  this  are  the 
organs  of  deglutition,  the  pharynx  and  the  oesophagus,  which  convey  the  food 
into  that  part  of  the  alimentary  canal  (the  stomach)  in  which  the  principal 
chemical  changes  occur ;  in  the  stomach,  the  reduction  and  solution  of  the  food 
takes  place;  in  the  small  intestines,  the  nutritive  principles  of  the  food  (the 
chyle)  are  separated,  by  its  admixture  with  the  bile  and  pancreatic  fluid,  from 
that  portion  which  passes  into  the  large  intestine,  most  of  which  is  expelled 
from  the  system. 


Mouth. 
Pharynx. 
(Esophagus. 
Stomach. 


Alimentary  Canal. 
Small  intestine   . 


Large  intestine   . 


{Duodenum. 
Jejunum. 
Ileum. 
Caecum. 
Colon. 
Rectum. 


Accessory  Organs. 

Teeth. 

I  Parotid. 
Submaxillary. 
Sublingual. 


Liver. 
Pancreas. 

Spleen. 


The  Mouth  (Fig.  419)  is  placed  at  the  commencement  of  the  alimentary 
canal;  it  is  a  nearly  oval- shaped  cavity,  in  which  the'mastication  of  the  food 
takes  place.  It  is  bounded,  in  front,  by  the  lips ;  laterally,  by  the  cheeks  and  the 
alveolar  processes  of  the  upper  and  lower  jaws ;  above,  by  the  hard  palate  and 
teeth  of  the  upper  jaw;  below,  by  the  tongue,  and  by  the  mucous  membrane 
stretched  between  the  under  surface  of  that  organ  and  the  inner  surface  of  the 
jaws,  and  by  the  teeth  of  the  lower  jaw ;  behind,  by  the  soft  palate  and  fauces. 

The  mucous  membrane  lining  the  mouth  is  continuous  with  the  integument  at 
the  free  margin  of  the  lips,  and  with  the  mucous  lining  of  the  fauces  behind ; 
it  is  of  a  rose-pink  tinge  during  life,  and  very  thick  where  it  covers  the  hard 
parts  bounding  the  cavity. 

The  Lips  are  two  fleshy  folds,  which  surround  the  orifice  of  the  mouth, 
formed  externally  of  integument,  and  internally  of  mucous  membrane,  between 
which  is  found  the  Orbicularis  oris  muscle,  the  coronary  vessels,  some  nerves, 
areolar  tissue,  and  fat  and  numerous  small  labial  glands.  The  inner  surface  of 
each  lip  is  connected  in  the  middle  line  to  the  gum  of  the  corresponding  jaw 
by  a  fold  of  mucous  membrane,  the  frsenum  labii  superioris  and  inferioris1  the 
former  being  the  larger  of  the  two. 

The  labial  glands  are  situated  between  the  mucous  membrane  and  the  Orbicu- 
laris oris,  round  the  orifice  of  the  mouth.    They  are  rounded  in  form,  about  the 

(745) 
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size  of  small  peas,  their  ducts  opening  by  small  orifices  upon  the  mucous  mem- 
brane.    In  structure,  they  resemble  the  other  salivary  glands. 

The  Cheeks  form  the  sides  of  the  face,  and  are  continuous  in  front  with  the 
lips.  They  are  composed,  externally,  of  integument;  internally,  of  mucous 
membrane,  and,  between  the  two,  of  a  muscular  stratum,  besides  a  large  quantity 
of  fat,  areolar  tissue,  vessels,  nerves,  and  buccal  glands. 

The  mucous  membrane  lining  the  cheek  is  reflected  above  and  below  upon  the 
gums,  and  is  continuous  behind  with  the  lining  membrane  of  the  soft  palate. 
Opposite  the  second  molar  tooth  of  the  upper  jaw  is  a  papilla,  the  summit  of 

Fig.  419.-  Sectional  View  of  the  Nose,  Monti,  Pharynx,  etc 


which  presents  the  aperture  of  the  duct  of  the  parotid  gland.  The  principal 
muscle  of  the  cheek  is  the  Buccinator ;  but  numerous  other  muscles  enter  into 
its  formation,  viz.,  the  Zygomatiei,  Masseter,  and  Platysma  myoides. 

The  buccal  ylands  are  placed  between  the  mucous  membrane  and  Buccinator 
muscle ;  they  are  similar  in  structure  to  the  labial  glands,  but  smaller.  Two  or 
three  of  larger  size  than  the  rest,  are  placed  between  the  Masseter  and  Bucci- 
nator muscles,  their  ducts  open  into  the  mouth,  opposite  the  last  molar  tooth. 
They  are  called  molar  glands. 

The  Gums  are  composed  of  a  dense  fibrous  tissue,  closely  connected  to  the 
periosteum  of  the  alveolar  processes,  and  surrounding  the  necks  of  the  teeth. 
They  are  covered  by  smooth  and  vascular  mucous  membrnne,  which  is  remarka- 
ble for  its  limited  sensibility.    Around  the  necks  of  the  teeth,  this  membrane 


THE   TEETH. 


tie  papilla;  and  from  this  point  it  is  reflected  into  the 
.  continuous  with  the  periosteal  membrane  lining  that 


presents  numerous 
alveolus,  where  it 
cavity. 

The  Teeth. 

The  human  Bubject  is  provided  with  two  sets  of  teeth,  which  make  their 
appearance  at  different  periods  of  life.  The  first  set  appear  in  childhood,  and 
are  called  the  temporary,  deciduous,  or  milk  teeth.  The  second  set,  which  also 
appear  at  an  early  period,  continue  until  old  age,  and  are  named  permanent. 

The  temporary  teeth  are  twenty  in  number ;  four  incisors,  two  canine,  and  four 
molars,  in  each  jaw. 

The  permanent  teeth  are  thirty -two  in  number ;  four  incisors  (two  central  and 
two  lateral),  two  canine,  four  bicuspids,  and  six  molars,  in  each  jaw. 

General  characters.    Each  tooth  consists  of  three  portions:  the  crown,  or  body, 

Fig.  420.— The  Permanent  Teeth.    External  View. 
Ogp.r   J.~ 
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projecting  above  the  gum;    the  root,  or  fang,  entirely  concealed  within   the 
alveolus;  and  the  neck,  the  constricted  portion  between  the  other  two. 

The  roots  of  the  teeth  are  firmly  implanted  within  the  alveoli :  these  depres- 
sions are  lined  with  periosteum,  which  is  reflected  on  to  the  tooth  at  the  point 
of  the  fang,  and  covers  it  as  far  as  the  neck.  At  the  margin  of  the  alveolus, 
the  periosteum  becomes  continuous  with  the  fibrous  structure  of  the  gums. 

Permanent  Teeth. 

The  Incisors,  or  cutting  teeth,  are  so  named  from  their  presenting  a  sharp, 
cutting  edge,  adapted  for  cutting  the  food.  They  are  eight  in  number,  and  form 
the  four  front  teeth  in  each  jaw. 

The  crown  is  directed  vertically,  is  wedge-like  in  form,  being  bevelled  at  the 
expense  of  its  posterior  surface,  so  as  to  terminate  in  a  sharp,  horizontal  cutting 
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edge,  which,  before  being  subject  to  attrition,  presents  three  small  prominent 
points.  It  is  convex,  smooth,  and  highly  polished  in  front;  slightly  concave 
behind,  where  it  is  frequently  marked  by  slight  longitudinal  furrows. 

The  neck  is  constricted. 

The  fang  is  long,  single,  conical,  transversely  flattened,  thicker  before  than 
behind,  and  slightly  grooved  on  each  side  in  the  longitudinal  direction. 

The  incisors  of  the  upper  jaw  are  altogether  larger  and  stronger  than  those  of 
the  lower  jaw.  They  are  directed  obliquely  downwards  and  forwards.  The 
two  central  ones  are  larger  than  the  two  lateral,  and  their  free  edges  are  sharp 
and  chisel-like,  being  bevelled  at  the  expense  of  their  posterior  edge:  the  root 
is  more  rounded.  N 

The  incisors  of  the  lower  jaw  are  smaller  than  the  upper:  the  two  central 
ones  are  smaller  than  the  two  lateral,  and  are  the  smallest  of  all  the  incisor 
teeth. 

The  Canine  Teeth  (cuspidati)  are  four  in  number,  two  in  the  upper,  and  two 
in  the  lower  jaw ;  one  being  placed  behind  each  lateral  incisor.  They  are  larger 
and  stronger  than  the  incisors,  especially  the  root,  which  sinks  deeply  into  the 
jaw,  and  causes  a  well-marked  prominence  upon  its  surface. 

The  crown  is  large  and  conical,  very  convex  in  front,  a  little  hollowed  and 
uneven  posteriorly,  and  tapering  to  a  blunted  point,  or  cusp,  which  rises  above 
the  level  of  the  other  teeth. 

The  root  is  single,  but  longer  and  thicker  than  that  of  the  incisors,  conical  in 
form,  compressed  laterally,  and  marked  by  a  slight  groove  on  each  side. 

The  upper  canine  teeth  (vulgarly  called  eye-teeth)  are  larger  and  longer  than 
the  two  lower,  and  situated  a  little  behind  them. 

The  lower  canine  teeth  are  placed  in  front  of  the  upper,  so  that  their  summits 
correspond  to  the  interval  between  the  upper  canine  tooth  and  the  neighboring 
incisors  on  each  side. 

The  Bicuspid  Teeth  (small,  or  false  molars)  are  eight  in  number,  four  in  each 
jaw,  two  being  placed  immediately  behind  each  of  the  canine  teeth.  They  are 
smaller  and  shorter  than  the  canine. 

The  crown  is  compressed  from  without  inwards,  and  surmounted  by  two  pyra- 
midal eminences,  or  cusps,  separated  by  a  groove,  hence  their  name  bicuspidate. 
The  outer  of  these  cusps  is  larger  and  more  prominent  than  the  inner. 

The  neck  is  oval. 

The  rooi  is  generally  single,  compressed,  and  presents  a  deep  groove  on  each 
side,  which  indicates  a  tendency  in  the  root  to  become  double.  The  apex  is 
generally  bifid. 

The  upper  bicuspids  are  larger,  and  present  a  greater  tendency  to  the  division 
of  their  roots  than  the  lower ;  this  is  especially  marked  in  the  second  upper 
bicuspid. 

The  Molar  Teeth  (multicuspidati\  true,  or  large  molars)  are  the  largest  of  the 
permanent  set,  and  are  adapted,  from  the  great  breadth  of  their  crowns,  for 
grinding  and  pounding  the  food.  They  are  twelve  in  number,  six  in  each  jaw, 
three  being  placed  behind  each  of  the  posterior  bicuspids. 

The  crown  is  nearly  cubical  in  form,  rounded  on  each  of  its  lateral  surfaces, 
flattened  in  front  and  behind ;  the  upper  surface  being  surmounted  by  four  or 
five  tubercles,  or  cusps  (four  in  the  upper,  five  in  the  lower  molars),  separated 
from  each  other  by  a  crucial  depression,  hence  their  name,  multicuspidati. 

The  neck  is  distinct,  large,  and  rounded. 

The  root  is  subdivided  into  from  two  to  five  fangs,  each  of  which  presents  an 
aperture  at  its  summit. 

The  first  molar  tooth  is  the  largest  and  broadest  of  all :  its  crown  has  usually 
five  cusps,  three  outer  and  two  inner.  In  the  upper  jaw,  the  root  consists  of 
three  fangs,  widely  separated  from  one  another,  two  being  external,  the  other 
internal.  The  latter  is  the  largest  and  the  longest,  slightly  grooved,  and  some- 
times bifid.    In  the  lower  jaw,  the  root  consists  of  two  fangs,  one  being  placed 
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in  front,  the  other  behind :  they  are  both  compressed  from  before  backwards, 
and  grooved  on  their  contiguous  faces,  indicating  a  tendency  to  division. 

The  second  molar  is  a  little  smaller  than  the  first. 

The  crown  has  four  cusps  in  the  upper,  and  five  in  the  lower  jaw. 

The  root  has  three  fangs  in  the  upper  jaw,  and  two  in  the  lower,  the  characters 
of  which  are  similar  to  the  preceding  tooth. 

The  third  molar  tooth  is  called  the  wisdom  tooth  (dens  sapientiee)  from  its  late 
appearance  through  the  gum.  It  is  smaller  than  the  others,  and  its  axis  is 
directed  inwards. 

The  crown  is  small  and  rounded,  and  furnished  with  three  tubercles. 

The  root  is  generally  single,  short,  conical,  slightly  curved,  and  grooved  so 
as  to  present  traces  of  a  subdivision  into  three  fangs  in  the  upper,  and  two  in 
the  lower  jaw. 

Temporary  Teeth. 

The  Temporary  or  Milk  Teeth  are  smaller,  but  resemble  in  form  those  of 
the  permanent  set.     The  hinder  of  the  two  temporary  molars  is  the  largest  of 

Fig.  421.— The  Temporary,  or  Milk  Teeth.    External  View. 
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all  the  milk  teeth,  and  is  succeeded  by  the  second  permanent  bicuspid.  The 
first  upper  molar  has  only  three  cusps,  two  external,  one  internal:  the  second 
upper  molar  has  four  cusps.  The  first  lower  molar  has  four  cusps;  the  second 
lower  molar  has  five.  The  fangs  of  the  temporary  molar  teeth  are  smaller,  and 
more  diverging  than  those  of  the  permanent  set ;  but,  in  other  respects,  bear  a  * 
strong  resemblance  to  them. 

Structure.  On  making  a  vertical  section  of  a  tooth  (Fig.  422),  a  hollow  cavity 
will  be  found  in  the  interior.  This  cavity  is  situated  at  the  base  of  the  crown, 
and  is  continuous  with  a  canal  which  traverses  the  centre  of  each  fang,  and  opens 
by  a  minute  orifice  at  its  extremity.  The  shape  of  the  cavity  corresponds  some- 
what with  that  of  the  tooth ;  it  forms  what  is  called  the  pulp  cavity,  and  contains 
a  soft,  highly  vascular,  and  sensitive  substance,  the  dental  pulp.  The  pulp 
is  richly  supplied  with  vessels  and  nerves,  which  enter  the  cavity  through  the 
small  aperture  at  the  point  of  each  fang. 
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Fig.  422.— Vertical        The  solid  portion  of  the  tooth  consists  of  three  distinct 

Sp"ionofftJlolM    structures,  viz.,  ivory  (tooth-bone,  or  dentine),  which  forms 

the  larger  portion  of  the  tooth;    enamel,  which  covers  the 

.  „     exposed  part,  or  crown;  and  the  cortical  Bubstance,  or  cement 

'  (erusta  petrosa),  which  is  disposed  as  a  thin  layer  on  the  surface 

of  the  fang. 

The  Ivory,  or  dentine  (Fig.  423),  forms  the  principal  mass 
of  a  tooth ;  in  its  central  part  is  the  cavity  inclosing  the  pulp. 
It  is  a  modification  of  tbe  osseous  tissue,  from  which  it  differs, 
however,  in  structure  *nd  chemical  composition.  On  ex- 
amination with  the  microscope,  it  is  seen  to  consist  of  a  num- 
ber of  minute  wavy  and  branching  tubes,  having  distinct 
Earietes.  They  are  called  the  dental  tubuli,  and  are  embedded  in  a  dense 
omogeneous  substance,  the  intertubular  tissue. 

The  dental  tubuli  are  placed  parallel  with  one  another,  and  open  at  their  inner 
ends  into  the  pulp  cavity.     They  pursue  a  wavy  and  undulating  course  towards 
the  periphery.     The  direction  of  these  tubes  varies; 
Fig.  423.— Vertical   Sec-    they  are  vertical  in  the  upper  portion  of  the  crown, 
(MnaKuifieiUBP  oblique  in  the  neck  and  upper  part  of  the  root,  and 

*     *  towards  the  lower  part  of  the  root  they  are  inclined 

downwards.     The  tubuli,  at  their  commencement,  are 
about  jj'uw  of  an  inch  in  diameter ;  in  their  course  they 
"*■*■-"      divide  and  subdivide  dichotomously,  so  as  to  give  to 
the  cut  surface  of  the  dentine  a  striated  appearance. 
From  the  sides  of  the  tubes,  especially  in  the  fang, 
ramifications  of  extreme  minuteness  are  given  off.  which 
join  together  in  loops  in  the  intertubular  substance,  or 
Htth      terminate  in  small  dilatations,  from  which  branches  are 
given  off.     Near  the  periphery  of  the  dentine,  the  finer 
ramifications  of  the  tubuli  terminate   in  a  somewhat 
similar  manner.     In  the  fang  these  ramifications  occa- 
sionally pass  into  the  erusta  petrosa.     The  dental  tubuli 
have  comparatively  thick  walls,  and  contain  slender 
,  cylindrical  prolongations  of  the  pulp-tissue,  first  described 

by  Mr.  Tomes,  and  named  Tomes's  fibres,  or  dentinal 
fibres.  These  dentinal  fibres  are  analogous  to  the  soft 
contents  of  the  canaliculi  of  bone.  They  commence  in 
cells,  the  odontoblasts  of  Waldeyer,  which  will  be  more 
particularly  described  in  the  next  section.  Between 
Tomes's  fibres  and  the  ivory  of  the  canals,  there  is  an 
elastic  homogeneous  membrane  which  resists  the  action  of  acids,  the  dentinal 
sheath  of  Neumann. 

The  intertubular  substance  is  translucent,  finely  granular,  and  contains  the 
chief  part  of  the  earthy  matter  of  the  dentine.  After  the  earthy  matter  has 
been  removed,  by  steeping  a  tooth  in  weak  acid,  the  animal  basis  remaining  is 
described  bv  Henle  as  consisting  of  bundles  of  pale,  granular,  flattened  fibres, 
running  parallel  with  the  tubes;  but  by  Mr.  Nasmyth  as  consisting  of  a  mass 
of  brick-shaped  cells  surrounding  the  tubules.  By  Czermak  and  Mr.  Salter  it 
is  supposed  to  consist  of  lamina  which  run  parallel  with  the  pulp  cavity,  across 
the  direction  of  the  tubes.  A  section  of  dentine  displays  just  below  the  cement 
a  series  of  irregular  cavities,  "  the  interglobular  spaces"  of  Czermak,  or  granular 
layer  of  Pnrkinje,  the  spaces  of  which  are  filled  up  by  a  transparent  soft  material. 
The  section  of  the  dentine  is  marked  by  a  series  of  somewhat  parallel  lines — the 
"incremental  lines"  of  Salter — produced  by  the  curving  of  the  dentinal  tubuli 
during  the  growth  of  the  tooth. 

Chemical  Composition.  According  to  Berzelius  and  Bibra,  dentine  consists  of 
28  parts  of  animal,  and  72  of  earthy  matter.     The  animal  matter  is  resolvable 
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by  boiling  into  gelatin.  The  earthy  matter  consists  of  phosphate  of  lime, 
carbonate  of  lime,  a  trace  of  fluoride  of  calcium,  phosphate  of  magnesia,  and 
other  salts. 

The  Enamel  is  the  hardest  and  most  compact  part  of  a  tooth,  and  forms  a 
thin  crust  over  the  exposed  part  of  the  crown,  as  far  as  the  commencement  of 
the  fang.  It  is  thickest  on  the  grinding  surface  of  the  crown,  until  worn  away 
by  attrition,  and  becomes  thinner  towards  the  neck.  It  consists  of  a  congeries 
of  minute  hexagonal  rods.  They  lie  parallel  with  one  another,  resting  by  one 
extremity  upon  the  dentine,  which  presents  a  number  of  minute  depressions  for 
their  reception;  and  forming  the  free  surface  of  the  crown  by  the  other  ex- 
tremity. These  fibres  are  directed  vertically  on  the  summit  of  the  crown, 
horizontally  at  the  sides;  they  are  about  the  jj'ou  of  an  inch  in  diameter,  and 
pursue  a  more  or  less  wavy  course.  The  enamel  is  marked  by  a  series  of  un- 
dulating lines  which  cross  each  other  or  "  decussate ;"  these  lines  are  doubtless 
formed  by  the  variation  in  the  course  of  the  enamel-rods.  Another  series  of 
lines,  colored  brown  probably  from  the  presence  of  pigment,  and  denominated 
the  parallel  striae  of  Ketzius,  are  seen  on  a  section  of  the  enamel.  Their  exact 
significance  is  uncertain. 

Numerous  minute  interstices  intervene  between  the  enamel  fibres  near  their 
dentinal  surface,  a  provision  calculated  to  allow  of  the  permeation  of  fluids  from 
the  dentinal  tubuli  into  the  substance  of  the  enamel.  The  enamel-rods  consist 
of  solid  hexagonal  or  four-sided  prisms  connected  by  their  surfaces  and  ends, 
and  filled  with  calcareous  matter.  If  the  latter  is  removed,  by  weak  acid,  from 
newly -formed  or  growing  enamel,  it  will  be  found  to  present  a  network  of  deli- 
cate prismatic  cells  of  animal  matter.  It  is  a  disputed  point  whether  the  denti- 
nal fibres  penetrate  a  certain  distance  between  the  rods  of  the  enamel  or  no. 
No  nutritive  canals  exist  in  the  enamel. 

Chemical  Composition.  According  to  Bibra,  enamel  consists  of  96.5  per  cent, 
of  earthy  matter,  and  3.5  per  cent,  of  animal  matter.  The  earthy  matter  con- 
sists of  phosphate  of  lime,  with  traces  of  fluoride  of  calcium,  carbonate  of  lime, 
phosphate  of  magnesia,  and  other  salts. 

The  Cortical  Substance,  or  cement  {crwta  petrosa),  is  disposed  as  a  thin 
layer  on  the  roots  of  the  teeth,  from  the  termination  of  the  enamel,  as  far  as  the 
apex  of  the  fang,  where  it  is  usually  very  thick.  In  structure  and  chemical 
composition,  it  resembles  bone.  It  contains,  sparingly,  the  lacunae  and  canaliculi 
which  characterize  true  bone;  the  lacunae  placed  near  the  surface,  have  the 
canaliculi  radiating  from  the  side  of  the  lacunae  towards  the  periodontal  mem- 
brane ;  and  those  more  deeply  placed,  join  with  the  adjacent  dental  tubuli.  In 
the  thicker  portions  of  the  crusta  petrosa,  the  lamellae  and  Haversian  canals 
peculiar  to  bone  are  also  found.  As  age  advances,  the  cement  increases  in 
thickness,  and  gives  rise  to  those  bony  growths,  or  exostoses,  so  common  in  the 
teeth  of  the  aged ;  the  pulp  cavity  becomes  also  partially  filled  up  by  a  hard 
substance,  intermediate  in  structure  between  dentine  and  bone  {psteo-dentine, 
Owen ;  secondary  dentine,  Tomes).  It  appears  to  be  formed  by  a  slow  conver- 
sion of  the  dental  pulp,  which  shrinks,  or  even  disappears. 

Development  of  the  Teeth.    (Figs.  424  to  429.) 

In  describing  the  development  of  the  teeth  it  has  seemed  better  to  give  the 
more  modern  account  first,  and  then  that  of  Goodsir,  which  was  till  recently 
universally  accepted. 

According  to  the  description  now  generally  adopted  (that  of  Waldeyer),  the 
development  of  the  teeth  in  the  foetus  begins  at  a  very  early  period,  about  the 
seventn  week.  On  the  surface  of  the  jaw  there  is  found  a  depression  or  groove 
("the  dental  groove"),  the  surface  of  which  is  formed  of  a  collection  of  epithelial 
cells,  the  tissue  below  of  gelatinous  and  cellular  substance,  which  is  taken  to 
represent  the  corium  and  cellular  tissue  of  the  mucous  membrane,  and  deeper 
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than  which  is  the  ossifying  substance  of  the  jaw  (Fig.  424).  The  essential 
structures  of  the  teeth  are  derived  from  these  two  elements,  the  enamel  from 
epithelium  which  covers  the  surface  of  the  dental  groove,  the  dentine  and  crusta 
petrosa  from  the  deeper  structures. 

Fig.  424. 
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First  as  to  the  enamel.  The  epithelium  becomes  heaped  up  over  the  margins 
of  the  dental  groove,  and  then  passes  down  into  it,  and  as  the  sides  of  the  groove 
rise  up,  the  epithelial  mass  (or  "  enamel  organ")  seems  to  pass  deeper  and  deeper 
into  the  substance  of  the  jaw,  meeting  with  the  papilla,  presently  to  be  described, 
from  which  the  dentine  or  bulk  of  the  tooth  is  developed,  and  assuming  the  form 
of  a  flask  or  cap  united  to  the  superficial  layer  of  epithelium  by  a  neck,  bridge, 
or  Btring  of  epithelium.  This  string  is  the  gubernaculum  or  future  enamel 
organ  of  the  permanent  tooth.  As  the  dental  papilla  grows  up  from  the  bottom 
of  the  groove,  the  enamel  organ  folds  itself  over  it  in  the  form  of  a  cap,  or  cap- 
sule, presenting  an  outer  and  inner  surface,  still  epithelial  (Fig.  425),  and  an 
intermediate  portion  undergoing  development  into  the  proper  enamel  tissue. 
The  epithelial  covering  on  the  outer  surface  of  the  enamel  long  remains  dis- 
tinctly perceptible.  After  the  tooth  has  emerged  from  the  gum,  this  layer  may 
be  separated  from  the  calcified  mass  below  by  the  action  of  strong  acids,  in  the 
form  of  a  membrane  (cuticula  dentis,  Nosmyth's  membrane)  marked  by  the 
hexagonal  impressions  of  the  enamel  prisms,  and  when  stained  by  nitrate  of 
silver  showing  the  characteristic  appearance  of  epithelium.  This  membrane 
soon  wears  away  from  the  surface  of  the  tooth. 

The  bulk  of  the  enamel  is  formed  by  the  calcification  of  the  epithelial  cells, ' 
which  are  changed  into  hexagonal  prisms,  the  communication  of  which  with 
each  other  forms  the  hexagonal  rods  of  the  mature  enamel;  but  the  exact  rela- 
tion of  the  embryonic  cells  to  the  future  rods,  and  the  precise  reason  of  the 
appearance  of  the  transverse  strife  on  the  latter,  have  not  yet  been  satisfactorily 
demonstrated.  The  calcification  of  the  successive  layers  of  epithelium  is  pre- 
ceded by  the  production  of  a  gelatinous  mass  (the  "enamel  jelly")  between  the 
investing  epithelium  and  the  calcifying  tissue. 

As  the  epithelium  is  undergoing  this  remarkable  development  a  projection  of 
the  mucous  tissue  (blastema,  or  corium)  of  the  infantile  jaw  springs  up  to  meet 
it  out  of  the  bottom  of  the  dental  groove.     This  projection  was  described  by 
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Goodsir  as  a  tow  of  separate  papillsj.  It  ia  now  described,  after  Dursy  and 
Waldeyer,  as  a  ridge,  the  intervening  parts  of  which  are  atrophied,  so  as  to  leave 
papillm,  which  become  coated  all  over  by  the  enamel  organ,  and  thus  the  saccu- 
lar stage  of  the  teeth  is  produced,  the  papilla?  which  are  to  form  the  bulk  of  the 
teeth  being  coated  with  a  vascular  connective  tissue,  isolated  by  the  enamel 
organ,  and  separated  from  each  other  by  the  growing  tissue  of  the  festal  jaw. 

The  next  step  is  the  formation  of  the  odontoblasts,  which  have  a  relation  to 
the  development  of  the  teeth  similar  to  that  of  the  osteoblasts  to  the  formation 
of  bone.  These  are  large  nucleated  cells  of  elongated  form  and  provided  with 
numerous  processes  developed  from  the  cells  of  the  dental  papilla,  which  at  that 
early  stage  consist  of  a  fine  fibrous  tissue  containing  a  number  of  cells,  likened 

Fig.  425.  Fip.  426. 
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by  Waldeyer  to  the  structure  of  old  atrophied 
umbilical  cords,  the  clastic  tissue  only  being 

absent.      The    odontoblasts   send   out   pro-       ciniinnwihnfm.B.prewntmg.poriioin.fihB 
cesses,  which,  as  they  grow,  become  calcified     i™>««"  *wu™  of  tb<  not.  1.  cmem  win 
externally,  the  calcified  portion  forming  the    inb^™Vii««iu»»i ubsiM.  (Ii^jmmj 
ivory,  the  uncalcified  part  the  dentinal  fibres    dum..) 
(Tomcs's   fibres),  and    the   lateral  processes 

the  branches  of  anastomosis  whereby  the  dentinal  canals  anastomose.  The  re- 
mains of  the  odontoblasts  themselves  form  what  is  known  as  the  "meinbrana 
eboris"  of  Ktilliker,  a  cellular  layer  which  forms  the  investment  of  the  pulp 
lying  between  its  nerves  and  vessels  and  the  dentine. 

The  cement  is  ordinary  bone,  containing  canaliculi  and  lacunas,  and  developed 
from  the  deeper  tissues  of  the  fcetal  jaw,  exactly  as  bone  is  produced  in  otner 
parts  of  the  body  by  periosteal  ossification.  Haversian  canals  are  found  accord- 
ing to  Salter,  where  the  cement  is  thick. 

The  germs  of  the  milk  teeth  make  their  appearance  in  the  following  order: 
at  the  seventh  week,  the  germ  of  the  first  molar  of  the  upper  jaw  appears ;  at 
the  eighth  week,  that  for  the  canine  tooth  is  developed:  the  two  incisor  papilla 
appear  about  the  ninth  week  (the  central  preceding  the  lateral);  lastly,  the 
second  molar  papilla  13  seen  at  tho  tenth  week,  behind  the  anterior  molar.    The 
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teeth  of  the  lower  jaw  appear  rather  later,  the  first  molar  papilla  being  only 
just  visible  at  the  seventh  week;  and  the  tenth  papilla  not  being  developed 
before  the  eleventh  week.  This  completes  the  first  or  papillary  stage  of  their 
development. 

According  to  Goodsir's  description  the  dental  groove  now  becomes  contracted, 
its  margins  thickened  and  prominent,  and  the  groove  is  converted  into  follicles 
for  the  reception  of  the  papilla;,  by  the  growth 
of   membranous   septa,    which   pass   across   the 
groove  between  its  borders  (Fig.  427).    The  folli- 
I  s      cles  by  this  means  become  the  alveoli,  lined  by 
Ij      periosteum,  from  the  bottom  of  which  the  pro- 
■,      cess  of  the  mucous  membrane  of  the  gum  rises, 
*      which  is  the  germ  of  the   future   tooth.     The 
J      follicle  for  the  first  molar  is  complete  about  the 
'  "!      tenth  week ;  the  canine  follows  next,  succeeded 
by  the  follicles  for  the  incisors,  which  are  com- 

Eleted  about  the  eleventh  or  twelfth  week ;  and, 
istly,  the  follicle  of  the  posterior  molar  is  com- 
pleted about  the  fourteenth  week.  These  changes 
constitute  the  second  or  follicular  stage. 

About  the  thirteenth  week,  the  papillae  begin 
to  grow  rapidly,  project  from  the  follicles,  and 
assume  a  form  corresponding  with  that  of  the 
|  "  future  teeth :  the  follicles  soon  become  deeper, 
and  from  their  margins  small  membranous  pro- 
cesses, or  opercula,  are  developed,  which,  meeting, 
unite  and  form  a  lid  to  the  now  closed  cavity 
(Fig.  428).  These  processes  correspond  in  shape 
to  the  form  of  the  crown  of  the  tooth,  and  in 
number  to  the  tubercles  on  its  surface.  The 
follicles  of  the  incisor  teeth  have  two  opercula, 
the  canine  three,  and  the  molars  four  or  five  each. 
The  follicles  are  thus  converted  into  dental  sacs, 
and  the  contained  papilla;  become  pulps.  The 
lips  of  the  dental  groove  gradually  advance  over 
the  follicles  from  behind  forwards,  and,  uniting, 
gradually  obliterate  it.  This  completes  the  third 
or  saccular  stage,  which  takes  place  about  the 
end  of  the  fifteenth  week. 

The  deep  portion  of  the  primitive  dental  groove 
is  now  closed  in ;  but  the  more  superficial  portion, 
near  the  surface  of  the  gum,  still  remains  open : 
it  is  called,  by  Mr.  Goodsir,  the  secondary  dental 
groove;  from  it  are  developed  the  ten  anterior 
permanent  teeth.  About  the  fourteenth  week, 
certain  lunatcd  depressions  are  formed,  one  behind 
each  of  the  sacs  of  the  rudimentary  milk  teeth. 
*-■— ■ ■—  ■-'*'  They  are  ten  in  number  in  each  jaw,  and  arc 

formed  successively  from  before  backwards;  they 
are  the  rudimentary  follicles  of  the  four  permanent  incisors,  the  two  canine,  and 
the  four  bicuspids.  As  the  secondary  dental  groove  closes  in,  the  follicles  be- 
come closed  cavities  of  reserve  (Fig.  428),  The  cavities  soon  elongate  and 
recede  from  the  surface  into  the  substance  of  the  gum,  behind  the  sacs  of  the 
deciduous  teeth,  and  a  papilla  projects  from  the  bottom  of  each,  which  is  the 
germ  of  the  permanent  tooth ;  at  the  same  time,  one  or  more  opercula  are  de- 
veloped from  the  sides  of  the  cavity ;  and  these,  uniting,  divide  it  into  two 
portions;  the  lower  portion  containing  the  papilla  of  the  permanent  tooth,  the 
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tipper  narrower  portion  becoming  gradually  contracted  in  the  same  way  that 
the  primitive  dental  groove  was  obliterated  over  the  sacs  of  the  deciduous  teeth 
(Fig.  429). 

The  six  posterior  permanent  teeth  in  each  jaw,  three  on  each  side,  arise  from 
successive  extensions  backwards  of  the  back  part  of  the  primitive  dental  groove. 
During  the  fourth  month,  that  portion  of  the  dental  groove  which  lies  behind 
the  last  temporary  molar  follicle  remains  open,  and  from  it  is  developed  the 
papilla,  the  rudiment  of  the  first  permanent  molar.  The  follicle  in  which  it  is 
contained  becomes  closed  by  its  operculum,  and  the  upper  part  of  the  newly- 
formed  sac  elongates  backwards  to  form  a  cavity  of  reserve,  in  which  the  papilla 
of  the  second  permanent  molar  appears  at  the  seventh  month  after  birth.  After 
a  considerable  interval,  during  which  the  sacs  of  the  first  and  second  permanent 
molars  have  considerably  increased  in  size,  the  remainder  of  the  cavity  of  reserve 
presents  for  the  last  time  a  series  of  changes  similar  to  the  preceding,  and  gives 
rise  to  the  sac  and  papilla  of  the  wisdom-teeth,  which  appear  at  the  sixth  year. 

The  chief  difference,  therefore,  between  Goodsir's  description  and  those  of 
later  anatomists  is  that  he  did  not  recognize  the  epithelial  origin  of  the  enamel, 
describing  merely  the  "opercula,"  which  in  the  modern  description  would  be 
recognized  only  as  part  of  the  ordinary  connective  tissue  in  which  the  papilla  is 
imbedded  (Fig.  425,  a).  The  origin  of  the  dentinal  fibres  from  the  odontoblasts 
is  another  matter  of  primary  importance  which  was  not  recognized  in  the  older 
descriptions. 

Eruption.  When  the  calcification  of  the  different  tissues  of  the  tooth  is  suffi- 
ciently advanced  to  enable  it  to  bear  the  pressure  to  which  it  will  be  afterwards 
subjected,  its  eruption  takes  place,  the  tooth  making  its  way  through  the  gum. 
The  gum  is  absorbed  by  the  pressure  of  the  crown  of  the  tooth  against  it,  which 
is  itself  pressed  up  by  the  increasing  size  of  the  fang  (Fig.  430).  At  the  same 
time,  the  septa  between  the  dental  sacs,  at  first  fibrous  in  structure,  ossify,  and 
constitute  the  alveoli ;  these  firmly  embrace  the  necks  of  the  teeth,  and  afford 
them  a  solid  basis  of  support. 

The  eruption  of  the  temporary  teeth  commences  at  the  seventh  month,  and  is 
complete  about  the  end  of  the  second  year,  those  of  the  lower  jaw  preceding  the 
upper. 

The  periods  for  the  eruption  of  the  temporary  set  are . 


7th  month,  central  incisors. 

7th  to  10th  month,  lateral  incisors. 

12th  to  14th  month,  anterior  molars. 


14th  to  20th  month,  canine. 

18th  to  36th  month,  posterior  molars. 


Calcification  of  the  permanent  teeth  commences  a  little  before  birth,  and 
proceeds  in  the  following  order  in  the  upper  jaw,  in  the  lower  jaw  a  little 
earlier:  First  molar,  five  or  sixth  months;  the  central  incisor,  a  little  later; 
lateral  incisors  and  canine,  about  the  eighth  or  ninth  month;  the  bicuspids  at  the 
second  year;  second  molar,  five  or  six  years;  wisdom  tooth,  about  twelve  years. 

Previous  to  the  permanent  teeth  penetrating  the  gum,  the  bony  partitions 
which  separate  their  sacs  from  the  deciduous  teeth  arc  absorbed,  the  fangs  of 
the  temporary  teeth  disappear,  and  the  permanent  teeth  become  placed  under 
the  loose  crowns  of  the  deciduous  teeth ;  the  latter  finally  become  detached,  and 
the  permanent  teeth  take  their  place  in  the  mouth. 

Tne  eruption  of  the  permanent  teeth  takes  place  at  the  following  periods,  the 
teeth  of  the  lower  jaw  preceding  those  of  the  upper  by  a  short  interval: 


6J  years,  first  molars. 
7th  year,  two  middle  incisors. 
8th  year,  two  lateral  incisors. 
9th  year,  first  bicuspid. 


10th  year,  second  bicuspid. 
11th  to  12th  year,  canine. 
12th  to  13th  year,  second  molars. 
17th  to  21st  year,  wisdom-teeth. 
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presents  from  twelve  to  fifteen  orifices,  leading  into  small  recesses,  from  which 
numerous  follicles  branch  out  into  the  substance  of  the  gland.     These  follicles 


are  lined  by  a  continuation  of  the  mucous  membrane  of  the  pharynx,  covered 
with  epithelium,  their  walls  being  formed  by  a  layer  of  closed  capsules  imbedded 
in  the  submucous  tissue.  These  capsules  are  analogous  to  those  of  Peyer's 
glands;  they  contain  a  thick  grayish  secretion. 

The  arteries  supplying  the  tonsil  are  the  dorsalis  lingusa  from  the  lingual,  the 
ascending  palatine  and  tonsillar  from  the  facial.TnVascending  pharyngeal  from 
the  external  carotid,  and  tne~  descending  palatine  branch  of  the  internal  max- 
illary. '     ■  - 

The  veins  terminate  in  the  tonsillar  plexus,  on  the  outer  side  of  the  tonsil. 

The  nerves  are  derived  from  the  fifth,  and  from  the  glosso-pharyngeal. 

Toe  Salivary  Glands.    (Fig.  4S1.) 

The  principal  Salivary  Glands  communicating  with  the  mouth,  and  pouring 
their  secretion  into  its  cavity,  are  the  parotid,  submaxillary,  and  sublingual. 

The  Parotid  Gland,  so  called  from 'Being  placed  near  the  ear  («■*«,  near; 
•At,  lirdf,  the  ear),  is  the  largest  of  the  three  salivary  glands,  varying  in  weight 
from  half  an  ounce  to  an  ounce.  It  lies  upon  the  side  of  the  face,  immediately 
below  and  in  front  of  the  external  ear.     It  is  limited  above  by  the  zygoma ; 

Fig.  431.— The  Sulivary  Glands. 


below,  by  the  angle  of  the  jaw,  and  by  a  horizontal  line  drawn  bel 
the  mastoid  process :  anteriorly,  it  extends  to  a  variable  extent  ove 
ter  muscle ;  posteriorly,  it  is  bounded  by  the  external  meatus,  the 
cess,  and  the  Sterno- mastoid  and  Digastric  muscles,  slightly  ove: 
former. 

Its  anterior  surface  is  grooved  to  embrace  the  posterior  margin  < 
of  the  lower  jaw,  and  advances  forwards  beneath  the  ramus,  betv 
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The  Palate. 


The  Palate  forms  the  roof  of  the  mouth ;  it  consists  of  two  portions,  the  hard 
palate  in  front,  the  soft  palate  behind.  — 

The  hard  palate  is  "bounded  in  front  and  at  the  sides  by  the  alveolar  arches 
and  gums;  behind,  it  is  continuous  with  the  soft  palate.  It  is  covered  by  a 
dense  structure,  formed  by  the  periosteum  and  mucous  membrane  of  the  mouth, 
which  are  intimately  adherent  together.  Aldng  the  middle  line  is  a  linear  ridge 
or  raphe,  which  terminates  anteriorly  in  a  small  papilla,  corresponding  with  the 
inferior  opening  of  the  anterior  palatine  fossa]  This  papilla  receives  filaments 
from  the  naso-palatine  and  anterior  palatine  nerves.  On  either  side  and  in  front 
of  the  raphe,  the  mucous  membrane  is  thick,  pale  in  color,  and  corrugated; 
behind,  it  is  thin,  smooth,  and  of  a  deeper  color;  it  is  covered  with  squamous 
epithelium,  and  furnished  with  numerous  glands  (palatal  glands),  which  lie 
between  the  mucous  membrane  and  the  surface  of  the  bone. 

The  softpaJate  {velum  pendulum  palati)  is  a  movable  fold,  suspended  from 
the  posterior  border  of  the  hard  palate,  and  forming  an  incomplete  septum 
between  the  mouth  and  pharynx.  It  consists  of  a  fold  of  mucous  membrane, 
inclosing  muscular  fibres,  an  aponeurosis,  vessels,  nerves,  and  mucous  glands. 
When  occupying  its  usual  position  (i.  c,  relaxed  and  pendent),  its  anterior 
surface  is  concave,  continuous  with  the  roof  of  the  mouth,  and  marked  by  a 
median  ridge  or  raphe,  which  indicates  its  original  separation  into  two  lateral 
halves.  Its  posterior  surface  is  convex,  and  continuous  with  the  mucous  mem- 
brane covering  the  floor  of  the  posterior  nares.  Its  upper  border  is  attached 
to  the  posterior  margin  of  the  hard  palate,  and  its  sides  are  blended  with  the 
pharynx.     Its  lower  border  is  free. 

Hanging  from  the  middle  of  its  lower  border  is  a  small  conical-shaped  pendu- 
lous process,  the  uvula;  and  arching  outwards  and  downwards  from  the  base 
of  the  uvula  on  each  side,  are  two  curved  folds  of  mucous  membrane,  containing 
muscular  fibres,  called  the  arches  or  pillars  of  the  soft  palate. 

The  anterior  pillar  runs  downwards,  outward?,  and  forwards  to  the  side  of  the 
base  of  the  tongue,  and  is  formed  by  the  projection  of  the  Palato-glossus  muscle, 
covered  by  mucous  membrane. 

The  posterior  pillars  are  nearer  to  each  other  and  larger  than  the  anterior; 
they  run  downwards,  outwards,  and  backwards  to  the  sides  of  the  pharynx, 
and  are  formed  by  the  projection  of  the  Palato-pharyngei  muscles,  covered  by 
mucous  membrane.  The  anterior  and  posterior  pillars  are  separated  below  by 
a  triangular  interval,  in  which  the  tonsil  is  lodged. 

The  space  left  between  the  arches  of  the  palate  on  the  two  sides  is  called  the 
isthmus  of  the  fauces.  It  is  bounded  above  by  the  free  margin  of  the  palate; 
below  by  the  "tongue;  and  on  each  side  by  the  pillars  of  the  soft  palate  and 
tonsils. 

The  mucous  membrane  of  the  soft  palate  is  thin,  and  covered  with  squamous 
epithelium  on  both  surfaces,  excepting  near  the  orifice  of  the  Eustachian  tube, 
where  it  is  columnar  and  ciliated.  The  palatine  glands  form  a  continuous  layer 
on  its  posterior  surface  and  round  the  uvula. 

The  aponeurosis  of  the  soft  palate  is  a  thin  but  firm  fibrous  layer,  attached 
above  to  the  hard  palate,  and  becoming  thinner  towards  the  free  margin  of  the 
velum.     It  is  blenaed  with  the  aponeurotic  tendon  of  the  Tensor  palati  muscle. 

The  muscles  of  the  soft  palate  are  five  on  each  side:  the  Levator  palati.  Tensor 
palati,  Palato-glossus,  Palato-pharyngeus,  and  Azygosuvulas  (see  p.  369). 

The  tonsiklamyr/dalse)  are^two  glandular  organs,  situated  one  on  each  side 
of  the  fauces,  between  the  anterior  and  posterior  pillars  of  the  soft  palate.  They 
arc  of  a  rounded  form,  and  vary  considerably  in  size  in  different  individuals. 
Externally,  the  tonsil  is  in  relation  with  the  inner  surface  of  the  Superior 
constrictor  (beyond  which  are  the  internal  carotid  and  ascending  pharyngeal 
arteries),  and  corresponds  to  the  angle  of  the  lower  jaw.    Its  inner  surface 
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presents  from  twelve  to  fifteen  orifices,  leading  into  small  recesses,  from  which 
numerous  follicles  branch  out  into  the  substance  of  the  gland.  These  follicles 
are  lined  by  a  continuation  of  the  mucous  membrane  of  the  pharynx,  covered 
with  epithelium,  their  walls  being  formed  by  a  layer  of  closed  capsules  imbedded 
in  the  submucous  tissue.  These  capsules  are  analogous  to  those  of  Peyer's 
glands;  they  contain  a  thick  grayish  secretion. 

The  arteries  supplying  the  tonsil  are  the  dorsalis  Unguis  from  the  lingual,  the 
ascending  palatine  and  tonsillar  from  the  facial,~"tne~a3cendiiiig  pharyngeal  from 
the  external  carotid,  and  tEe~  descending  palatine  branch  of  the  internal  max- 
illary. '     -  - 

The  veins  terminate  in  the  tonsillar  plexus,  on  the  outer  side  of  the  tonsil. 

The  nerves  are  derived  from  the  fifth,  and  from  the  glossopharyngeal. 

The  Salivary  Glands.    (Fig.  431.) 

The  principal  Salivary  Glands  communicating  with  the  mouth,  and  pouring 
their  secretion  into  its  cavity,  are  the  parotid,  submaxillary,  and  sublingual. 

The  Parotid  Gland,  so  called  from  TieTng  placecTncar  the  ear  (nafi,  near; 
o*(,  Mtt  (Ae  ear),  is  the  largest  of  the  three  salivary  glands,  varying  in  weight 
from  half  an  ounce  to  an  ounce.  It  lies  upon  the  side  of  the  face,  immediately 
below  and  in  front  of  the  external  ear.     It  is  limited  above  by  the  zygoma ; 

Fig.  431.— The  Salivary  Glandu. 


below,  by  the  angle  of  the  jaw,  and  by  a  horizontal  line  drawn  between  it  and 
the  mastoid  process :  anteriorly,  it  extends  to  a  variable  extent  over  the  Masse- 
ter  muscle ;  posteriorly,  it  is  bounded  by  the  external  meatus,  the  mastoid  pro- 
cess, and  the  Sterno-mastoid  and  Digastric  muscles,  slightly  overlapping  the 
former. 

Its  anterior  surface  is  grooved  to  embrace  the  posterior  margin  of  the  ramus 
of  the  lower  jaw,  and  advances  forwards  beneath  the  ramus,  between  the  two 
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pterygoid  muscles.  Its  outer  surface,  slightly  lobulated,  is  covered  by  the  in- 
tegument and  fascia,  and  has  one  or  two  lymphatic  glands  resting  on  it.  Its 
inner  surface  extends  deeply  into  the  neck,  by  means  of  two  large  processes,  one 
of  which  dips  behind  the  styloid  process,  and  projects  beneath  the  mastoid  pro- 
cess and  the  Sterno-mastoid  muscle ;  the  other  is  situated  in  front  of  the  styloid 
process,  and  passes  into  the  back  part  of  the  glenoid  fossa,  behind  the  articula- 
tion of  the  lower  jaw.  Embedded  in  its  substance  is  the  external  carotid  artery, 
which  ascends  behind  the  ramus  of  the  jaw ;  the  posterior  auricular  artery 
emerges  from  the  gland  behind ;  the  temporal  artery  above ;  the  transverse 
facial  in  front ;  and  the  internal  maxillary  winds  through  it  inwards,  behind  the 
neck  of  the  jaw.  Superficial  to  the  external  carotid  is  the  trunk  formed  by  the 
union  of  the  temporal  and  internal  maxillary  veins ;  a  branch,  connecting  this 
trunk  with  the  internal  jugular,  also  traverses  the  gland.  It  is  also  traversed, 
from  before  backwards,  by  the  facial  nerve  and  its  branches,  which  emerge  at 
its  anterior  border ;  the  great  auricular  nerve  pierces  the  gland  to  join  the  facial, 
and  the  temporal  branch  of  the  inferior  maxillary  nerve  lies  above  the  upper 
part  of  the  gland.  The  internal  carotid  artery  and  internal  jugular  vein  lie 
close  to  its  deep  surface. 

The  duct  of  the  parotid  gland  (Steno's)  is  about  two  inches  and  a  half  in 
length.  It  opens  upon  the  inner  surface  of  the  cheek  by  a  small  orifice,  opposite 
the  second  molar  tooth  of  the  upper  jaw ;  and  from  this  orifice  it  may  be  traced 
obliquely  for  a  short  distance  beneath  the  mucous  membrane,  and  thence 
through  the  substance  of  the  Buccinator  muscle,  and  across  the  Masseter  to  the 
anterior  border  of  the  gland,  in  the  substance  of  which  it  commences  by  nume- 
rous branches.  The  direction  of  the  duct  corresponds  to  a  line  drawn  across 
the  face  about  a  fingers  breadfh  V^oyiTS^jif&ilusuIvom  the  lower  part  of  the 
concha",  to  midway  "between  the  free  margin  of  the  upper  lip  and  the  ala  of  the 
nose.  While  crossing  the  Masseter,  it  receives  the  duct  of  a  small  detached 
portion  of  the  gland,  soda  parotidis,  which  occasionally  exists  as  a  separate  lobe, 
just  beneath  the  zygomatic  arch.  The  parotid  duct  is  dense,  of  considerable 
thickness,  and  its  canal  about  the  size  of  a  crow-quill ;  it  consists  of  an  external 
or  fibrous  coat,  of  considerable  density,"  containing  contractile  fibres,  and  of  an 
internal  or  mucous  coat  lined  with  columnar  epithelium. 

Vessels  and  Nerves.  The  arteries  supplying  the  parotid  gland  are  derived 
from  the  external  carotid,  and  from  the  branches  given  off  by  that  vessel  in  or 
near  its  substance.  The  veins  follow  a  similar  course.  The  lymphatics  termi- 
nate in  the  superficial  and  deep  cervical  glands,  passing  in  their  course  through 
two  or  three  lymphatic  glands,  placed  on  the  surface  and  in  the  substance  of  the 
parotid.  The  nerves  are  derived  from  the  carotid  plexus  of  the  sympathetic, 
the  facial,  and  the  superficial  temporal  branches  of  the  auriculotemporal,  and 
great  auricular  nerves. 

The  Submaxillary  Gland  is  situated  below  the  jaw,  in  the  anterior  part  of 
the  submaxillary  triangle  of  the  neck.  It  is  irregular  in  form,  and  weighs 
about  two  drachms.  It  is  covered  by  the  integument,  Platysma,  deep  cervical 
fascia,  and  the  body  of  the  lower  jaw,  corresponding  to  a  depression  on  the  inner 
surface  of  that  bone ;  and  lies  upon  the  Mylo-hyoid,  Hyo-glossus,  and  Stylo- 
glossus muscles,  a  portion  of  the  gland  passing  beneath  the  posterior  border  of 
the  Mylo-hyoid.  In  front  of  it  is  the  anterior  belly  of  the  Digastric;  behind, 
it  is  separated  from  the  parotid  gland  by  the  stylo-maxillary  ligament,  and 
from  the  sublingual  gland  in  front  by  the  Mylo-hyoid  muscle.  The  facial 
artery  lies  imbedded  in  a  groove  in  its  posterior  and  upper  border. 

The  duct  of  the  submaxillary  gland  (Wharton's)  is  about  two  inches  in  length, 
and  its  walls  are  much  thinner  than  those  of  the  parotid  duct.  It  opens  by  a 
narrow  orifice  on  the  summit  of  a  small  papilla,  at  the  side  of  the  fra?num 
linguae.  Traced  from  thence  it  is  found  to  pass  between  the  sublingual  gland 
and  the  Genio-hyo-glossus  muscle,  then  backwards  and  outwards  between  the 
Mylo-hyoid,  ana  the  Hyo-glossus  and  Genio-hyo-glossus  muscles,  and  above  the 
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gustatory  nerve,  to  the  deep  portion  of  the  gland,  where  it  commences  by  nume- 
rous branches. 

Vessels  and  Nerves.  The  arteries  supplying  the  submaxillary  gland  are 
branches  of  the  facial  and  lingual.  Its  veins  follow  the  course  of  the  arteries. 
The  nerves  are  derived  from  the  submaxillary  ganglion,  from  the  mylo-hyoid 
branch  of  the  inferior  dental,  and  from  the  sympathetic. 

The  Sublingual  Gland  is  the  smallest  of  the  salivary  glands.  It  is  situated 
beneath  the  mucous  membrane  of  the  floor  of  the  mouth,  at  the  side  of  the 
fraenum  linguaB,  in  contact  with  the  inner  surface  of  the  lower  jaw>  close  to  the 
symphysis.  It  is  narrow,  flattened,  in  shape  somewhat  like  an  almond,  and 
weighs  about  a  drachm.  It  is  in  relation,  above,  with  the  mucous  membrane; 
below,  with  the  Mylo-hyoid  muscle;  in  front,  with  the  depression  on  the  side  of 
the  symphysis  of  the  lower  jaw,  and  with  its  fellow  of  the  opposite  side ;  behind, 
with  the  deep  part  of  the  submaxillary  gland;  and  internally,  with  the  Genio- 
hyo-glossus,  from  which  it  is  separated  by  the  lingual  nerve  and  Wharton's 
duct.  Its  excretory  ducts  (ductus  Riviniani),  from  eight  to  twenty  in  number, 
open  separately  into  the  mouth,  on  the  elevated  crest  of  mucous  membrane, 
caused  by  the  projection  of  the  gland,  on  either  side  of  the  fraenum  linguae. 
One  or  more  join  to  form  a  tube  which  opens  into  the  Whartonian  duct;  this 
is  called  the  duct  of  Bartholine. 

Vessels  and  Nerves.  The  sublingual  gland  is  supplied  with  blood  from  the 
sublingual  and  submental  arteries.     Its  nerves  are  derived  from  the  gustatory. 

Structure.  The  salivary  are  conglomerate  glands,  consisting  of  numerous 
lobes,  which  are  made  up  of  smaller  lobules,  connected  together  by  detise  areolar 
tissue,  vessels,  and  ducts.  Each  lobule  consists  of  numerous  closed  vesicles,  which 
open  into  a  common  duct;  the  wall  of  each  vesicle  is  formed  of  a  delicate  base- 
ment membrane,  lined  by  epithelium,  and  covered  on  its  outer  surface  with  a 
dense  capillary  network.  In  the  submaxillary  and  sublingual  glands,  the  lobes 
are  larger  and  more  loosely  united  than  in  the  parotid. 

The  Pharynx. 

The  Pharynx  is  that  part  of  the  alimentary  canal  which  is  placed  behind  the 
nose,  mouth,  and  larynx.  It  is  a  musculo-membranous  sac,  somewhat  conical -in 
form,  with  the  base  upwards,  and  the  apex  downwards,  extending  from  the  under 
surface  of  the  skull  to  the  cricoid  cartilage  in  front,  and  the  fifth  cervical  verte- 
bra behind.         -    -  -  • 

The  pharynx  is  about  four  inches,  and  a^half  in  length,  and  broader  in  the 
transverse  than  in  the  antero-posterior  diameter.  Its  greatest  breadth  is  oppo- 
site the  cornua  of  the  hyoid  bone ;  its  narrowest  point  at  its  termination  in  the 
oesophagus.  It  is  limited,  above,  by  the  basilar  process  of  the  occipital  bone; 
below,  it  is  continuous  with  the  oesophagus ;  posteriorly,  it  is  connected  by  loose 
areolar  tissue  with  the  cervical  portion  of  the  vertebral  column,  and  the  Longi- 
colli  and  Recti  capitis  antici  muscles ;  anteriorly,  it  is  incomplete,  and  is  attached 
in  succession  to  the  internal  pterygoid  plate,  the  pterygo-maxillary  ligament,  the 
lower  jaw,  the  tongue,  hyoid  bone,  and  larynx;  laterally,  it  is  connected  to  the 
styloid  processes  and  their  muscles,  and  is  in  contact  with  the  common  and 
internal  carotid_arteries,  the  internal  jugular  veins,  and  the  eighth,  ninth,  and 
sympathetic  nerves,  and  above,  with  a  sinaTI  part  of  the  Infernal  pterygoid 
musclesr 

It  has  seven  openings  communicating  with  it ;  the  two  posterior  nares,  the 
two  EustaQhiaqjjibefl7  the  mouth,  larynx,  and  oesophagus. 

.  The  posterior  nares  are  the  two  large  "apertures  situated  at  the  upper  part  of 
the  anterior  wall  of  the  pharynx. 

The  two  Eustachian  tubes  open  one  at  each  side  of  the  upper  part  of  the  pha- 
rynx, at  the  back  part  of  the  inferior  meatus.    Below  the  nasal  fossae  are  the 
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posterior  surface  of  the  soft  palate  and  uvula,  the  large  aperture  of  the  mouth, 
the  base  of  the  tongue,  the  epiglottis,  and  the  cordiform  opening  of  the  larynx. 

The  oesophageal  opening  is  the  lower  contracted  portion  of  the  pharynx. 

Structure,  The  pharynx  is  composed  of  three  coats:  mucous,  fibrous,  and 
muscular. 

The  fibrous  coat  is  situated  between  the  mucous  and  muscular  layers,  and  is 
called  the  pharyngeal  aponeurosis.  It  is  thick  above,  where  the  muscular  fibres 
are  wanting,  and  is  firmly  connected  to  the  basilar  process  of  the  occipital  and 
petrous  portion  of  the  temporal  bones.  As  it  descends,  it  diminishes  in  thick- 
ness and  is  gradually  lost. 

The  mucous  coat  is  continuous  with  that  lining  the  Eustachian  tubes,  the  nares, 
the  mouth,  and  the  larynx.  It  is  covered  by  columnar  ciliated  epithelium,  as 
low  down  as  on  a  level  with  the  floor  of  the  nares;  below  that  point,  the  epi- 
thelium is  of  the  squamous  variety. 

The  muscular  coat  has  been  already  described  (p.  366). 

The  pharyngeal  glands  are  of  two  kinds:  the  simple,  or  compound  follicular, 
which  are  found  in  considerable  numbers  beneath  the  mucous  membrane,  through- 
out the  entire  pharynx ;  and  the  racemose,  which  are  especially  numerous  at  the 
upper  part  of  the  pharynx,  and  form  a  thick  layer,  across  the  back  part  of  the 
fauces,  between  the  two  Eustachian  tubes. 

The  (Esophagus. 

The  (Esophagus  is  a  membranous  canal,  about  nine  inches  in  length,  extending 
from  the  pharynx  to  the  stomach.  It  commences  at  the  lower  border  of  the 
cricoid  cartilage,  opposite  the  fifth  cervical  vertebra,  descends  along  the  front 
of  the  spine,  through  the  posterior  mediastinum,~passes  through  the  diaphragm, 
and,  entering  the  abdomen,  terminates  at  the  cardiac  orifice  of  the  stomach, 
opposite  the  ninth  dorsal  vertebra.  The  general  direction  of  the  oesophagus  is 
vertical;  but  lFpresents  two  or  three  slight  curvatures  in  its  course.  At  its 
commencement,  it  is  placed  in  the  median  line;  but  it  inclines  to  the  left  side  as 
far  as  the  root  of  the  neck,  gradually  passes  to  the  middle  line  again,  and  finally 
again  deviates  to  the  left,  as  it  passes  forwards  to  the  oesophageal  opening  of  the 
Diaphragm.  The  oesophagus  also  presents  an  antero-posterior  flexure,  corre- 
sponding to  the  curvature  of  the  cervical  and  thoracic  portions  of  the  spine.  It 
is  the  narrowest  part  of  the  alimentary  canal,  being  most  contracted  at  its  com- 
mencement, and  at  the  point  where  it  passes  through  the  Diaphragm. 

Relations.  In  the  neck,  the  oesophagus  is  in  relation,  in  front,  with  the  trachea; 
and,  at  the  lower  part  of  the  neck,  where  it  projects  to  the  left  side,  with  the 
thyroid  gland  and  thoracic  duct;  behind,  it  rests  upon  the  vertebral  column 
and  Longus  colli  muscle;  on  each  side  it  is  in  relation  with  the  common  carotid 
artery  (especially  the  left,  as  it  inclines  to  that  side),  and  part  of  the  lateral  lobes 
of  the  thyroid  gland;  the  recurrent  laryngeal  nerves  ascend  between  it  and  the 
trachea. 

In  the  thorax,  it  is  at  first  situated  a  little  to  the  left  of  the  median  line :  it 
then  passes  across  the  left  side  of  the  transverse  part  of  the  aortic  arch,  and 
descends  in  the  posterior  mediastinum,  along  the  right  side  of  the  aorta,  nearly 
to  the  Diaphragm,  where  it  passes  in  front  and  a  little  to  the  left  of  the  artery, 
previous  to  entering  the  abdomen.  It  is  in  relation,  in  front,  with  the  trachea, 
the  arch  of  the  aorta,  left  carotid,  and  left  subclavian  arteries,  the  left  bronchus, 
and  the  posterior  surface  of  the  pericardium ;  behind,  it  rests  upon  the  verte- 
bral column,  the  Longus  colli,  and  the  intercostal  vessels;  and  below,  near  the 
Diaphragm,  upon  the  front  of  the  aorta;  laterally  it  is  covered  by  the  pleurae: 
the  vena  azygos  major  lies  on  the  right,  and  the  descending  aorta  on  the  left 
side.  The  pneumogastric  nerves  descend  in  close  contact  with  it,  the  right  nerve 
passing  down  behind,  and  the  left  nerve  in  front  of  it. 
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Surgical  Anatomy.  The  relations  of  the  oesophagus  are  of  considerable  practical  interest  to 
the  surgeon,  as  he  is  frequently  required,  in  cases  of  stticture  of  Ibis  tube,  to  dilate  the  canal  by 
a  bougie,  when  it  becomes  of  importance  that  the  direction  of  the  oesophagus,  and  its  relations 
to  surrounding  parts,  should  be  remembered.  In  cases  of  malignant  disease  of  the  oesophagus, 
where  its  tissues  have  become  softened  from  infiltration  of  the  morbid  deposit,  the  greatest  care 
is  requisite  in  directing  the  bongie  through  the  strictured  part,  as  a  false  passage  may  easily  be 
made,  and  the  instrument  may  pass  into  the  mediastinum,  or  into  one  or  the  other  pleural  cavity, 
or  even  into  the  pericardium. 

The  student  should  also  remember  that  contraction  of  the  oesophagus,  and  consequent  symp- 
toms of  stricture,  are  occasionally  produced  by  an  aneurism  of  some  part  of  the  aorta  pressing 
upon  this  tube.    In  such  a  cose,  the  passage  of  a  bougie  could  only  hasten  the  fatal  issue. 

It  occasionally  happens  that  a  foreign  body  becomes  impacted  in  the  oesophagus,  which  can 
neither  be  brought  upwards  nor  moved  downwards.  When  all  ordinary  means  for  its  removal 
have  failed,  excision  is  the  only  resource.  This,  of  course,  can  only  be  performed  when  it  is  not 
very  low  down.  If  the  foreign  body  is  allowed  to  remain,  extensive  inflammation  and  ulceration 
of  the  oesophagus  may  ensue.  In  one  case  with  which  I  am  acquainted,  the  foreign  body  ulti- 
mately penetrated  the  intervertebral  substance,  and  destroyed  life  by  inflammation  of  the  mem- 
branes and  substance  of  the  cord. 

The  operation  of  oesophagotomy  is  thus  performed.  The  patient  being  placed  upon  his  back,  \ 
with  the  head  and  shoulders  slightly  elevated,  an  incision,  about  four  inches  in  length,  should  be 
made  on  the  left  side  of  the  trachea,  from  the  thyroid  cartilage  dowuwards,  dividing  the  skin  and 
Platysma.  The  edges  of  the  wound  being  separated,  the  Omo-hyoid  muscle,  and  the  fibres  of  the 
Sterno-hyoid  and  Sternothyroid  muscles,  must  be  drawn  inwards ;  the  sheath  of  the  carotid  ves- 
sels being  exposed,  should  be  drawn  outwards,  and  retained  in  that  position  by  retractors;  the 
oesophagus  will  then  be  exposed,  and  should  be  divided  over  the  foreign  body,  which  should  then 
be  removed.  Great  care  is  necessary  to  avoid  wounding  the  thyroid  vessels,  the  thyroid  gland, 
and  the  laryngeal  nerves. 

Structure.  The  oesophagus  has  three  coats  :  an  external,  or  muscular ;  a  middle, 
or  cellular ;  and  an  internal,  or  mucous  coat. 

The  muscular  coat  is  composed  of  two  planes  of  fibres  of  considerable  thickness, 
an  external  longitudinal,  and  an  internal  circular. 

The  longitudinal  fibres  are  arranged  at  the  commencement  of  the  tube,  in  three 
fasciculi :  one  in  front,  which  is  attached  to  the  vertical  ridge  on  the  posterior 
surface  of  the  cricoid  cartilage ;  and  one  at  each  side,  which  are  continuous  with 
the  fibres  of  the  Inferior  constrictor;  as  they  descend  they  blend  together,  and 
form  a  uniform  layer,  which  covers  the  outer  surface  of  the  tube. 

The  circular  fibres  are  continuous  above  with  the  Inferior  constrictor ;  their 
direction  is  transverse  at  the  upper  and  lower  parts  of  the  tube,  but  oblique  in 
the  central  part.1 

The  muscular  fibres  in  the  upper  part  of  the  oesophagus  are  of  a  red  color,  and 
consist  chiefly  of  the  striped  variety;  but  below,  they  consist  entirely  of  the 
involuntary  muscular  fibre. 

The  cellular  coat  connects  loosely  the  mucous  and  muscular  coats. 

The  mucous  coat  is  thick,  of  a  reddish  color  above,  and  pale  below.  It  is  dis- 
posed in  longitudinal  folds,  which  disappear  on  distension  of  the  tube.  Its 
surface  is  studded  with  minute  papillae,  and  it  is  covered  throughout  with  a 
thick  layer  of  squamous  epithelium. 

The  oesophageal  glands  are  numerous  small  compound  glands,  scattered 
throughout  the  tube ;  they  are  lodged  in  the  submucous  tissue,  and  open  upon 
the  surface  by  a  long  excretory  duct.  They  are  most  numerous  at  the  lower 
part  of  the  tube,  where  they  form  a  ring  round  the  cardiac  orifice. 

The  Abdomen. 

The  Abdomen  is  the  largest  cavity  in  the  body,  and  is  separated,  below,  from 
the  pelvic  cavity  by  the  brim  of  the  pelvis.  It  is  of  an  oval  form,  the  extremi- 
ties of  the  oval  being  directed  upwards  and  downwards ;  it  is  wider  above  than 
below,  and  measures  more  in  the  vertical  than  in  the  transverse  diameter. 

1  Accessory  slips  of  muscnlar  fibres  are  described  by  Dr.  Cunningham  as  passing  between  the 
cesophagus  and  the  pleura,  where  it  covers  the  thoracic  aorta  (almost  always),  or  the  root  of  the 
left  bronchus  (usually),  or  the  back  of  the  pericardium,  or  corner  of  the  mediastinum  (more  rarely), 
as  well  as  other  still  more  rare  accessory  fibres.— (Journal  of  Anat.  and  Phys.,  vol.  x.  p.  320.) 
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Boundaries.  It  is  bounded,  in  front  and  at  the  sides  by  the  lower  ribs,  the 
Transversalis  muscle,  and  the  venter  illii ;  behind,  by  the  vertebral  column,  and 
the  Psoas  and  Quadratus  lumborum  muscles  ;  above,  by  the  Diaphragm;  below, 
by  the  brim  of  the  pelvis.  The  muscles  forming  the  boundaries  of  the  cavities 
are  lined  upon  their  inner  surface  by  a  layer  of  fascia,  differently  arranged 
according  to  the  part  to  which  it  is  attached. 

The  abdomen  contains  the  greater  part  of  the  alimentary  canal ;  some  of  the 
accessory  organs  to  digestion,  viz.,  the  liver,  pancreas,  and  spleen ;  and  the  kid- 
neys and  suprarenal  capsules.     Most  of  these  structures,  as  well  as  the  wall  oi 
I  the  cavity  in  which  they  are  contained,  are  covered  by  an  extensive  and  compli- 
I  cated  serous  membrane,  the  peritoneum. 

The  apertures  found  in  the  walls  of  the  abdomen,  for  the  transmission  of  struc- 
to  orTrom 


umbilical  vessels;  the  caval  opening  in  the  Diaphragm,  for  the  transmission  of 
the  inferior  vena  cava ;  the  aortic  opening,  for  the  passage  of  the  aorta,  vena 
azygos,  and  thoracic  duct;  and  the  oesophageal  opening,  for  the  oesophagus  and 


twoaperti 
the  passage  of  the  femoral  vessels,  and  the  other  for  the  transmission  of  the 

spermatid  cord  in  the  male,  and  the  round  ligament  in  the  female. 

Fig.  432— The  Regions  of  the  Abdomen  and  their  Contents. 
(Edge  of  Costal  Cartilages  in  doited  outline.) 


Regions.  For  the  convenience  of  description  of  the  viscera,  as  well  as  of 
reference  to  the  morbid  condition  of  the  contained  parts,  the  abdomen  is  artifi- 
cially divided  into  nine  regions.  Thus,  if  two  circular  lines  are  drawn  round 
the  body,  the  one  parallel  with  the  cartilages  of  the  ninth  ribs,  and  the  other 
with  the  highest  point  of  the  crests  of  the  ilia,  the  abdominal  cavity  is  divided 
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into  thififcjones,  an  upper,  a  middle,  and  a  lower.  If  two  parallel  lines  are 
drawn  from  the  cartilage  of  the  eighth  rib  on  each  side,  down  to  the  centre  of 
Poupart's  ligament,  each  of  these  zones  is  subdivided  into  three  parts,  a  middle 
and  two  lateral. 

The  middle  region  of  the  upper  zone  is  called  the  epigastric  (i*J,  over;  yaor^p, 
the  stomach) ;  and  the  two  lateral  regions,  the  right  hndle/t  hypochondriac  (v«d, 
under ;  zowtpoi,  the  cartilages).  The  central  regidtTof  the  nucfille  zone  is  the  um- 
bilical ;  and  the  two  lateral  regions,  the  right  and  left  lumbar.  The  middle  region 
of  the  lower  zone  is  the  hypogastric  or  £ubic  region;  and  the  lateral  regions  are 
the  right  and  left  inguinal.  The  viscera  contained  in  these  different  regions  are 
the  following  (FigTi32)". 


Right  Hypochondriac. 

The  right  lobe  of  the 
liver  and  the  gall-bladder, 
the  duodenum,  pancreas, 
hepatic  flexure  of  the 
colon,  upper  part  of  the 
right  kianey,  and  the 
right  suprarenal  capsule. 

Right  Lumbar. 

Ascending  colon,  lower 
part  of  the  right  kidney, 
and  some  convolutions  of 
the  small  intestines. 


Epigastric  Region. 

The  middle  and  pyloric 
end  of  the  stomach,  left 
lobe  of  the  liver,  and 
lobulus  Spigelii,  and  the 
pancreas. 


Left  Hypochondriac. 

The  splenic  end  of  the 
stomach,  the  spleen  and 
extremity  of  the  pancreas, 
the  splenic  flexure  of  the 
colon,  upper  half  of  the 
left  kidney,  and  the  left 
suprarenal  capsule. 

Left  Lumbar. 

Descending  colon,  part 
of  the  omentum,  lower 
part  of  the  left  kidney, 
and  some  convolutions  of 
the  small  intestines. 


Right  Inguinal. 

The  caBcum,  appendix 
c®ci,  and  ureter. 


Left  Inguinal. 

Sigmoid  flexure  of  the 
colon,  and  ureter. 


Umbilical  Region. 

The  transverse  colon, 
part  of  the  great  omen- 
tum and  mesentery,  trans- 
verse part  of  the  duode- 
num, and  some  convolu- 
tions of  the  jejunum  and 
ileum. 

Hypogastric  Region. 

Convolutions  of  the 
small  intestines,  the  blad- 
der in  children,  and  in 
adults  if  distended,  and 
the  uterus  during  preg- 
nancy. 

The  Peritoneum. 

The  Peritoneum  (n* pnW™ tr,  to  extend  around)  is  a  serous  membrane ;  and,  like 
all  membranes  of  tnis  class,  a  shut  sac.  In  the  female,  however,  it  is  not  com- 
pletely closed,  the  Fallopian  tubes  communicating  with  it  by  their  free  extremi- 
ties ;  and  thus  the  serous  membrane  is  continuous  with  their  mucous  lining. 

The  peritoneum  partially  invests  all  the  viscera  contained  in  the  abdominal 
and  pelvic  cavities,  forming  the  visceral  layer  of  the  membrane;  it  is  then 
reflected  upon  the  internal  surface  of  the  parietes  of  those  cavities,  forming  the 
parietal  layer.  The  free  surface  of  the  peritoneum  is  smooth,  moist,  and  covered 
by  a  thin  squamous  epithelium ;  its  attached  surface  is  rough,  being  connected 
to  the  viscera  and  inner  surface  of  the  parietes  by  means  of  areolar  tissue,  called 
the  subperitoneal  areolar  tissue.  The  parietal  portion  is  loosely  connected  with 
the  fascia  lining  the  abdomen  and  pelvis;  but  more  closely  to  the  under  surface 
of  the  Diaphragm,  and  in  the  middle  line  of  the  abdomen. 

In  order  to  trace  the  reflections  of  this  membrane  (Fig.  433),  the  abdomen 
having  been  opened,  the  liver  should  be  raised  and  supported  in  that  position, 
and  the  stomach  should  be  depressed,  when  a  thin  membranous  layer  is  seen 
passing  from  the  transverse  fissure  of  the  liver  to  the  upper  border  of  the 
stomach :  this  is  the  lesser  or  gastro- hepatic  omentum.    It  consists  of  two  delicate 
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layers  of  peritoneum,  an  anterior  and  a  posterior,  between  which  are  continued 
the  hepatic  vessels  and  nerves.  Of  these  two  layers,  the  anterior  should  first 
be  traced,  and  then  the  posterior. 

The  anterior  layer  descends  to  the  lesser  curvature  of  the  stomach,  and  covers 
its  anterior  surface  as  fer  as  the  great  curvature:  it  descends  for  some  distance 
in  front  of  the  small  intestines,  and,  returning  upon  itself  to  the  transverse 
colon,  forms  the  external  layer  of  the  great  omentum;  it  then  covers  the  under 
surface  of  the  transverse  colon,  and,  passing  to  the  back  part  of  the  abdominal 
cavity,  forms  the  inferior  layer  of  the  transverse  mesocolon.  It  then  descends 
in  front  of  the  duodenum,  the  aorta,  and  vena  cava,  as  far  as  the  superior 
mesenteric  artery,  along  which  it  passes  to  invest  the  small  intestines,  and, 
returning  to  the  vertebral  column,  forms  the  mesentery ;  whilst,  on  either  side, 
it  covers  the  ascending  and  descending  colon,  and  is  thus  continuous  with  the 


peritoneum  lining  the  walls  of  the  abdomen.  From  the  root  of  the  mesentery, 
it  descends  along  the  front  of  the  spine  into  the  pelvis,  and  surrounds  the  upper 
part  of  the  rectum,  which  it  holds  in  its  position  by  means  of  a  distinct  fold, 
the  mesorectum.     Its  course  in  the  male  and  female  now  differs. 

In  the  male,  it  forms  a  fold  between  the  rectum  and  bladder,  the  recto-vetieal 
fold,  and  ascends  over  the  posterior  surface  of  the  latter  organ  as  far  as  its 
summit. 

In  the  female,  it  descends  into  the  pelvis  in  front  of  the  rectum,  covers  a  small 
part  of  the  posterior  wall  of  the  vagina,  and  is  then  reflected  on  to  the  uterus, 
the  fundus  and  body  of  which  it  covers.     From  the  aides  of  the  uterus,  it  is 
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reflected  on  each  side  to  the  wall  of  the  pelvis,  forming  the  broad  ligaments; 
and  from  the  anterior  surface  of  the  uterus  it  ascends  upon  the  posterior  wall 
of  the  bladder,  as  far  as  its  summit.  From  this  point  it  may  be  traced,  as  in 
the  male,  ascending  upon  the  anterior  parietes  of  the  abdomen,  to  the  under 
surface  of  the  Diaphragm ;  from  which  it  is  reflected  upon  the  liver,  forming 
the  upper  layer  of  the  coronary,  and  the  lateral  and  longitudinal  ligaments.  It 
then  covers  the  upper  and  under  surfaces  of  the  liver,  and  at  the  transverse 
fissure  becomes  continuous  with  the  anterior  layer  of  the  lesser  omentum,  the 
point  whence  its  reflection  was  originally  traced. 

The  posterior  layer  of  the  lesser  omentum  descends  to  the  lesser  curvature  of 
the  stomach,  and  covers  its  posterior  surface  as^  far  as  the  great  curvature ;  it 
then  descends  some  distance  in  front  of  the  small  intestines,  and,  returning  upon 
itself  to  the  transverse  colon,  forms  the  internal  layer  of  the  great  omentum;  it 
covers  the  upper  surface  of  the  transverse  colon,  and,  passing  backwards  to  the 
spine,  forms  the  upper  layer  of  the  transverse  mesocolon.  Ascending  in  front 
of  the  pancreas  ana  crura  of  the  Diaphragm,  it  lines  the  back  part  of  the  under 
surface  of  that  muscle,  from  which  it  is  reflected  on  to  the  posterior  border  of 
the  liver,  forming  the  inferior  layer  of  the  coronary  ligament.  From  the  under 
surface  of  the  liver  it  may  be  traced  to  the  transverse  fissure,  where  it  is  con- 
tinuous with  the  posterior  layer  of  the  lesser  omentum,  the  point  whence  its 
reflection  was  originally  traced. 

The  space  included  in  the  reflections  of  this  layer  of  the  peritoneum  is  called 
the  lesser  cavity  of  the  peritoneum  or  cavity  of  the  yreat  omentum.  It  is  bounded, 
in  front,  by  the  lesser  omentum,  the  stomach,  and  the  descending  part  of  the 
great  omentum;  behind,  by  the  ascending  part  of  the  great  omentum,  the  trans- 
verse colon,  transverse  mesocolon,  and  its  ascending  layer ;  above,  by  the  liver ; 
and  below,  by  the  folding  of  the  great  omentum.  This  space  communicates  with 
the  general  peritoneal  cavity  through  the  foramen  of  Winslow,  which  is  situated 
behind  the  right,  or  free,  border  of  the  lesser  omentum. 

The  foramen  of  Winslow  is  bounded  in  front  by  the  lesser  omentum,  inclosing 
the  vena  port®  and  the  hepatic  artery  and  duct;  behind,  by  the  inferior  vena 
cava;  above,  by  the  lobulus  Spigelii;  bebw,  by  the  hepatic  artery  curving  for- 
wards from  the  coeliac  axis. 

This  foramen  is  nothing  more  than  a  constriction  of  the  general  peritoneal 
cavity  at  this  point,  caused  by  the  hepatic  and  gastric  arteries  passing  forwards 
from  the  coeliac  axis  to  reach  their  respective  viscera. 

The  viscera  thus  shown  to  be  almost  entirely  invested  by  peritoneum  are  the 
liver,  stomach,  spleen,  first  portion  of  the  duodenum,  the  jejunum,  and  ileum, 
the  transverse  colon,  sigmoid  flexure,  upper  end  of  the  rectum,  the  uterus,  and 
ovaries. 

The  viscera  only  partially  invested  by  peritoneum  are  the  descending  and 
transverse  portions  of  the  duodenum,  the  caecum,  the  ascending  and  descending 
colon,  the  middle  portion  of  the  rectum,  and  the  upper  part  of  the  vagina  and 
posterior  wall  of  the  bladder.  The  kidneys,  suprarenal  capsules,  and  pancreas 
are  covered  by  the  membrane  without  receiving  any  special  investment  from  it. 

The  lower  end  of  the  rectum,  the  neck,  base,  and  anterior  surface  of  the 
bladder,  the  whole  of  the  front,  and  the  lower  part  of  the  posterior,  wall  of  the 
vagina,  have  no  peritoneal  covering. 

Numerous  folds  are  formed  by  the  peritoneum,  extending  between  the  various 
organs.  These  serve  to  hold  them  in  position,  and,  at  the  same  time,  inclose  the 
vessels  and  nerves  proceeding  to  each  part.  Some  of  the  folds  are  called  ligaments, 
from  their  serving  to  support  the  organs  in  position.  Others,  which  connect 
certain  parts  of  the  intestine  with  the  abdominal  wall,  constitute  the  mesenteries; 
and  lastly,  those  are  called  omenta,  which  proceed  from  the  stomach  to  certain 
viscera  in  its  neighborhood. 

The  Ligaments,  formed  by  folds  of  the  peritoneum,  include  those  of  the  liver, 
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spleen,  bladder,  and  uterus.    They  will  be  found  described  with  their  respective 
organs. 

The  Omenta  are  the  lesser  omentum,  the  great  omentum,  and  the  gastro- 
splenic  omentum. 

The  lesser  omentum  (gastro-hepatic)  is  the  duplicature  which  extends  between 
the  transverse  fissure  of  the  liver  and  the  lesser  curvature  of  the  stomach.  It 
is  extremely  thin,  and  consists,  as  before  said,  of  two  layers  of  peritoneum.  At 
the  left  border  its  two  layers  pass  on  to  the  end  of  the  oesophagus ;  but  at  the 
right  border,  where  it  is  free,  they  are  continuous,  and  form  a  free  rounded 
margin,  which  contains  between  its  layers  the  hepatic  artery,  the  ductus  com- 
munis choledochus,  and  portal  vein,  lymphatics  ana  the  hepatic  plexus  of  nerves 
— all  these  structures  being  inclosed  in  loose  areolar  tissue,  called  Glisson's  cap- 
sule. Between  the  layers  where  they  are  attached  to  the  stomach  lie  the  coro- 
naria  ventriculi  artery  and  the  pyloric  branch  of  the  hepatic  anastomosing 
with  it. 

The  great  omentum  (gastro-colic)  is  the  largest  peritoneal  fold.  It  consists  of 
four  layers  of  peritoneum,  two  of  which  descend  from  the  stomach,  one  from  its 
anterior,  the  other  from  its  posterior  surface,  and,  uniting  at  its  lower  border, 
descend  in  front  of  the  small  intestines,  as  low  down  as  the  pelvis ;  they  then 
turn  upon  themselves,  and  ascend  again  as  far  as  the  transverse  colon,  where 
they  separate  and  inclose  that  part  of  the  intestine.  These  separate  layers  may 
be  easily  demonstrated  in  the  young  subject ;  but,  in  the  adult,  they  are  more  or 
less  inseparably  blended.  The  left  border  of  the  great  omentum  is  continuous 
with  the  gastro-splenic  omentum ;  its  right  border  extends  as  far  only  as  the 
duodenum.  The  great  omentum  is  usually  thin,  presents  a  cribriform  appear- 
ance, and  always  contains  some  adipose  tissue,  which,  in  fat  subjects,  accumulates 
in  considerable  quantity.  Its  use  appears  to  be  to  protect  the  intestines  from  the 
cold,  and  to  facilitate  their  movement  upon  each  other  during  their  vermicular 
action.  Between  its  layers  is  the  anastomosis  between  the  right  and  left  gastro- 
epiploica  arteries. 

The  gastro-splenic  omentum  is  the  fold  which  connects  the  concave  surface  of 
the  spleenTo  ihGlmT-de-sac  of  the  stomach,  being  continuous  by  its  lower  border 
with  the  great  omentum.     It  contains  the  splenic  vessels  and  vasa  brevia. 

The  Mesenteries  are,  the  mesentery  proper,  the  mesocaecum,  the  ascending 
transverse,  and  descending  mesocolon,  the  sigmoid  mesocolon,  and  the"meso- 
recttnrr  ~~""  - ■ — 

The  mesentery  (/«<*ov,  Uttpov),  so  called  from  being  connected  to  the  middle  of 
the  cylinder  of  the  small  intestine,  is  the  broad  fold  of  peritoneum  which  con- 
nects the  convolutions  of  the  jejunum  and  ileum  with  the  posterior  wall  of  the 
abdomen.  Its  root,  the  part  connected  with  the  vertebral  column,  is  narrow, 
about  six  inches^in  length,  and  directed  obliquely  from  the  left  side  of  the  second 
lumbar  vertebra  to  the  right  sacro-iliac  symphysis.  Its  intestinal  border  is 
much  longer;  and  here  its  two  layers  separate,  so  as  to  inclose  the  intestine,  and 
form  its  peritoneal  coat.  Its  breadth,  between  its  vertebral  and  intestinal  border, 
is  about  four  inches.  Its  upper  border  is  continuous  with  the  under  surface  of 
the  transverse  mesocolon;  its  lower  border,  with  the  peritoneum  covering  the 
caecum  and  ascending  colon.  It  serves  to  retain  the  small  intestines  in  their 
position,  and  contains  between  its  layers  the  mesenteric  vessels  and  nerves,  the 
lacteal  vessels  and  mesenteric  glands. 

The  mesocsecum,  when  it  exists,  serves  to  connect  the  back  part  of  the  caecum 
with  the'nght  iliac  fossa;  more  frequently,  the  peritoneum  passes  merely  in  front 
of  this  portion  of  the  large  intestine. 

The  ascending  mesocolon  is  the  fold  which  connects  the  back  part  of  the 
ascending  colon  ~wlfh  the  posterior  wall  of  the  abdomen ;  and  the  descending 
mesocolon  retains  the  descending  colon  in  connection  with  the  posterior  abdomi- 
nal wall;  more  frequently,  the  peritoneum  merely  covers  the  anterior  surface 
and  sides  of  these  two  portions  of  the  intestine. 
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The  transverse  mesocolon  is  a  broad  fold,  which  connects  the  transverse  colon 
with  the  posterior  wall  of  the  abdomen.  It  is  formed  by  the  two  ascending 
layers  of  the  great  omentum,  which,  after  separating  to  surround  the  transverse 
colon,  join  behind  it,  and  are  continued  backwards  to  the  spine,  where  they 
diverge  in  front  of  the  duodenum,  as  already  mentioned.  This  fold  contains 
between  its  layers  the  vessels  which  supply  the  transverse  colon. 

The  sigmoid  mesocolon  is  the  fold  of  peritoneum  which  retains  the  sigmoid 
flexure  itf  connection  with  the  left  iliac  fossa. 

The  mesorectum  is  the  narrow  fold  which  connects  the  upper  part  of  the  rec- 
tum with  the  front  of  the  sacrum.     It  contains  the  hemorrhoidal  vessels. 

The  appendices  epiploicse  are  small  pouches  of  the  peritoneum  filled  with  fat, 
and  situated  along  the  colon  and  upper  part  of  the  rectum.  They  are  chiefly 
appended  to  the  transverse  colon. 

The  Stomach. 

The  Stomach  is  the  principal  organ  of  digestion.  It  is  the  most  dilated  part 
of  the  alimentary  canal,  serving  for  the  solution  and  reduction  of  the  food,  which 
constitutes  the  process  of  chymification.  It  is  situated  in  the  left  hypochondriac, 
the  epigastric,  and  part  of  the  right  hypochondriac  regions.  Its  form  is  irregu- 
larly conical,  curved  upon  itself,  and  presenting  a  rounded  base,  turned  to  the  left 
side.  It  is  placed  immediately  behind  the  anterior  wall  of  the  abdomen,  above 
the  transverse  colon,  below  the  liver  and  the  Diaphragm.  Its  size  varies  con- 
siderably in  different  subjects,  and  also  according  to  its  state  of  distensions. 
When  moderately  full,  its  transverse  diameter  is  about  twelve  inches,  its  verti- 
cal diameter  about  four.  Its  weight,  according  to  Clendenning,  is  about  four 
ounces  and  a  half.  It  presents  for  examination  two  extremities,  two  orifices,  two 
borders,  an^  two  surfaces.  —  '  — 

Its  left  extremity  is  called  the  greater,  or  splenic  end.  This  is  the  largest  part 
of  the  stomach,  and  extends  two  or  three  inches  to  the  left  of  the  point  of 
entrance  of  the  oesophagus.  This  expanded  part  is  called  the  great  cul-de-sac, 
or  fundus.  It  lies  behind  the  lower  ribs,  in  contact  with  the  spleen,  to  which  it 
is  cOTTIScted  by  the  gastro-splenic  omentum. 

The  lesser  or  pyloric  end  is  much  smaller  than  the  fundus,  and  situated  on  a 
plane  anterior  and  inferior  to  it.  It  lies  in  contact  with  the  wall  of  the  abdo- 
men, the  under  surface  of  the  liver,  and  the  neck  of  the  gall-bladder. 

The  oesophageal  or  cardiac  orifice  communicates  with  the  oesophagus;  it  is  the 
highest  part  of  the  stoniHchr7  and  somewhat  funnel-shaped. 

The  pyloric  orifice  communicates  with  the  duodenum,  the  aperture  being 
guarded  by  a  kind  of  valve — the  pylorus. 

The  lesser  curvature  extends  between  the  oesophageal  and  pyloric  orifices, 
along  the  upper  border  of  the  organ,  and  is  connected  to  the  under  surface  of 
the  liver  by  the  lesser  omentum. 

The  greater  curvature  extends  between  the  same  two  points,  along  the  lower 
border,  afiiTgtVeaf  attachment  to  the  great  omentum.  The  surfaces  of  the  organ 
are  limited  by  these  two  curvatures. 

The  anterior  surface  is  directed  upwards  and  forwards,  and  is  in  relation  with 
the  Diaphragm,  the  under  surface  of  the  left  lobe  of  the  liver,  and  with  the 
abdominal  parietes,  in  the  epigastric  region. 

The  posterior  surface  is  directed  downwards  and  backwards,  and  is  in  relation 
with  the  pancreas  and  great  vessels  of  the  abdomen,  the  crura  of  the  Diaphragm, 
and  the  solar  plexus. 

The  stomach  is_  held  in  position  by  the  lesser  omentum,  which  extends  from 
the  transverse  fissure  of  the  liver  to  its  lesser  curvature,  and  by  a  fold  of  perito- 
neum, which  passes  from  the  Diaphragm  on  to  the  oesophageal  end  of  the 
stomach,  the  gastro-phrenic  ligament :  this  constitutes  the  most  fixed  point  of 
the  stomach,  whilsf  the  pyloric  end  and  greater  curvature  arc  the  most  movable 
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parts;  hence  when  the  stomach  becomes  greatly  distended,  tbe  greater  curvature 
is  directed  forwards,  whilst  the  anterior  and  posterior  surfaces  are  directed,  the 
former  upwards,  and  the  latter  downwards. 

Alteration)  in  Petition.  There  is  no  organ  in  the  body  the  position  and  connections  of 
which  present  such  frequent  alterations  as  the  stomach.  During  inspiration,  it  is  displaced 
downwards  by  the  descent  of  the  Diaphragm,  and  elevated  by  the  pressure  of  the  abdominal 
muscles  during  expiration.  Its  position  in  relation  to  the  surrounding  viscera  is  also  changed. 
according  to  the  empty  or  distended  state  of  the  organ.  When  empty,  it  occupies  only  a  small 
part  of  the  left  hypochondriac  region,  the  spleen  lying  behind  it ;  the  left  lobe  or  tbe  liver  covers 
it  in  front,  and  the  under  surface  of  the  heart  rests  upon  it  above,  and  in  front ;  being  separated 
from  it  by  the  left  lobe  of  the  liver,  besides  the  diaphragm  and  pericardium.  This  close  relation 
between  the  stomach  and  the  heart  explains  tbe  tact  that,  in  gastralgia,  the  pain  is  generally 


referred  to  the  heart,  and  is  often  accompanied  by  palpitation  and  intermission  of  the  poise 
When  the  stomach  is  distended  the  Diapnragm  is  forcea  upwards,  contracting  the  cavity  or  ihe 
chest;  hence  the  dyspnoea  complained  of,  from  inspiration  being  impeded.  The  heart  is  also 
displaced  upwards ;  hence  the  oppression  in  this  region,  and  the  palpitation  experienced  in  extreme 
distension  of  the  stomach.  Pressure  from,  without,  as  from  tight  lacing,  pushes  ihe  stomach 
down  towards  the  pelvis.  In  disease,  also,  the  position  and  connections  of  the  organs  may  be 
greatly  changed,  from  the  accumulation  of  fluid  in  the  chest  or  abdomen,  or  from  alteration  in 
size  of  any  of  the  surrounding  viscera. 

On  looking  into  the  pyloric  end  of  the  stomach,  the  mucous  membrane  is 
found  projecting  inwards  in  the  form  of  a  circular  fold,  the  pylorus,  leaving  a 
narrow  circular  aperture,  about  half  an  inch  in  diameter,  by  which  the  stomach 
communicates  with  the  duodenum. 

Fig.  434.— The  Mucous  Membrane  of  the  Stomach  and  Duodenum,  with  the  Bile  Ducts. 


The  pylorus  is  formed  by  a  reduplication  of  the  mucous  membrane  of  the 
8tomaen7~containing  numerous  muscular  fibres,  which  are  aggregated  into  a 
thick  circular  ring,  the  longitudinal  fibres  and  seroua  membrane  being  continued 
over  the  fold  without  assisting  in  its  formation.     The  aperture  is  occasionally 
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oval.  Sometimes,  the  circular  fold  is  replaced  by  two  crescentic  folds,  placed, 
oae  above,  and  the  other  below,  the  pyloric  orifice ;  aud,  more  rarely,  there  is 
only  one  crescentic  fold. 

Structure.  The  stomach  consists  of  four  coats :  a  serous,  a  muscular,  a  cellu- 
lar, and  a  mgCOUfl  CflftJt,  together  with  vessels  arid  nerves. 

"The  serous  coat  is  derived  from  the  peritoneum,  and  covers  the  entire  surface 
of  the  organ,  excepting  along  the  greater  and  lesser  curvatures,  at  the  points  of 
attachment  of  the  greater  and  lesser  omenta ;  here  the  two  layers  of  peritoneum 
leave  a  small  triangular  space,  along  which  the  nutrient  vessels  and  nerves  pass. 

The  muscular  coat  (Fig.  435)  is  situated  immediately  beneath  the  serous  cover- 
ing.     It  consists  of  three  sets  of  fibres:  longitudinal,  circular,  and  oblique. 

The  longitudinal  fibres  are  most  superficial;  they  are  continuous  with  the 
longitudinal  fibres  of  the  oesophagus,  radiating  in  a  stellate  manner  from  the 
cardiac  orifice.  They  are  most  distinct  along  the  curvatures,  especially  the  lesser; 
but  are  very  thinly  distributed  over  the  surfaces.  At  the  pyloric  end,  they  arc 
more  thickly  distributed,  and  continuous  with  tho  longitudinal  fibres  of  the 
small  intestine. 

Fig.  435.— The  Muscular  Coat  of  the  Stomach. 


The  circular  fibres  form  auniform  layer  over  the  whole  extent  of  the  stomach, 
beneath  the  longitudinal  fibres.  At  the  pylorus  they  are  most  abundant,  and 
are  aggregated  into  a  circular  ring,  which  projects  into  the  cavity,  and  forms, 
with  the  fold  of  mucous  membrane  covering  its  Burface,  the  pyloric  valve. 

The  oblique  fibres  are  limited  chiefly  to  the  cardiac  end  of  the  Btoraach,  where 
they  are  disposed  as  a  thick  uniform  layer,  covering  both  surfaces,  some  passing 
obliquely  from  left  to  right,  others  from  right  to  left,  round  the  cardiac  orifice. 

The  cellular  coat  consists  of  a  loose,  filamentous,  areolar  tissue,  connecting  the 
mucous  and  muscular  layers.  It  is  sometimes  called  the  submucous  coat.  It 
supports  the  bloodvessels  previous  to  their  distribution  to  the  mucous  mem- 
brane; hence  it  is  sometimes  called  the  vascular  coat. 

The  mucous  membrane  of  the  stomach  is  thick ;  its  surface  smooth,  soft,  and 
velvety.  During  infancy,  and  immediately  after  death,  it  is  of  a  pinkish  tinge, 
but  in  adult  life  and  in  old  age,  it  becomes  of  a  pale  straw  or  ash-gray  color.  It 
is  thin  at  the  cardiac  extremity,  but  thicker  towards  the  pylorus.     During  the 
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contracted  state  of  the  organ,  it  is  thrown  into  numerous  plaits  or  rugae,  which, 
for  the  moat  part,  have  a  longitudinal  direction,  and  are  most  marked  towards 
the  lesser  end  of  the  stomach,  and  along  the  greater  curvature  (Fig.  434). 
These  folds  are  entirely  obliterated  when  the  organ  becomes  distended. 

Structure  of  the  mucous  membrane  (Fig.  436).  When  examined  with  a  lens, 
the  inner  surface  of  the  mucous  membrane  presents  a  peculiar  honeycomb  appear- 
ance, from  being  covered  with  small  shallow  depressions  or  alveoli,  of  a  poly- 
gonal or  hexagonal  form,  which  vary  from  TJa  to  ,i5  of  an  inch  in  diameter, 
and  are  separated  by  slightly  elevated  ridges.  In  the  bottom  of  the  alveoli  are 
seen  the  orifices  of  minute  tubes,  the  gastric  follicles,  which  are  situated  perpen- 
dicularly side  by  side,  in  the  entire  substance  of  the  mucous  membrane.  They 
are  short,  and  simply  tubular  in  character,  towards  the  cardia ;  but  at  the  pyloric 
end,  they  are  longer,  more  thickly  set,  convoluted,  and  terminate  in  dilated 
saccular  extremities,  or  are  subdivided  into  from  two  to  six  tubular  branches. 

Fig.  436. — Minute  Anatomy  of  Mucous  Membrane  of  Stomach. 
Almir 


Dr.  Watney  has  pointed  out  that  these  convoluted  or  coiled  tubes  form  the 
transition  from  the  simple  tubular  follicles  to  the  convoluted  glands  of  Brunner 
which  lie  immediately  below  the  pylorus.  The  gastric  follicles  are  composed  of  a 
homogeneous  basement  membrane,  lined  upon  its  free  surface  by  a  layer  of  ce"8! 
which  differ  in  their  character  in  different  parts  of  the  stomach.  Towards  the 
pylorus  these  tubes  are  lined  throughout  with  columnar  epithelium;  they  are 
termed  the  mucous  glands,  and  are  supposed  to  secrete  the  gastric  mucus.  In 
other  parts  of  the  organ,  the  deep  part  of  each  tube  is  filled  with  nuclei  and  a 
mass  of  granules;  above  these  are  a  mass  of  nucleated  cells,  the  upper  fourth  of 
the  tube  being  lined  by  columnar  epithelium.  These  are  called  the  peptic  glands, 
and  arc  the  supposed  agents  in  the  secretion  of  the  gastric  juice. 

Simple  follicles  are  found  in  greater  or  less  number  OTer  the  entire  surface  of 
the  mucous  membrane;  they  are  most  numerous  near  the  pyloric  end  of  the 
stomach,  and  are  especially  distinct  in  early  life.  The  epithelium  lining  the 
mucous  membrane  of  the  stomach  and  its  alveoli  is  of  the  columnar  variety. 

Vessels  and  Nerves.  The  arteries  supplying  the  stomach  arc,  the  coronaria 
vcntriculi,  the  pyloric  and  right  gastroepiploic  branches  of  the  hepatic,  the 
left  gastroepiploic  and  vasa  brcvia  from  the  splenic.  They  Bupply  the  muscular 
coat,  ramify  in  the  submucous  coat,  and  are  finally  distributed  to  the  mucous 
membrane.  The  arrangement  of  the  vessels  in  the  mucous  membrane  is  some- 
what peculiar.  The  arteries  break  up  at  the  base  of  the  gastric  tubules  into  a 
plexus  of  fine  capillaries  which  run  upwards,  betwen  the  tubules,  anastomosing 
with  each  other,  and  ending  in  a  plexus  of  larger  capillaries,  which  surround 
the  mouths  of  the  tubes,  and  also  form  hexagonal  meshes  around  the  alveoli. 
From  theso  latter  the  veins  arise,  which  pursue  a  straight  course  back  to  the 
submucous  tissue,  between  the  tubules,  to  terminate  in  the  splenic  and  portal 
veins.  The  lymphatics  are  numerous;  they  consist  of  a  superficial  and  deep  set, 
which  pass  through  the  lymphatic  glands  found  along  the  two  curvatures  of  the 
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organ.  The  nerves  are  the  terminal  branches  of  the  right  and  left  pneumogas- 
tric,  the  former  being  distributed  upon  the  back,  and  the  latter  upon  the  front 
part  of  the  organ.  A  great  number  of  branches  from  the  sympathetic  also  sup- 
ply the  organ. 

The  Small  Intestines. 

The  Small  Intestine  is  that  part  of  the  alimentary  canal  in  which  the  chyme 
is  mixed  with  the  bile,  the  pancreatic  juice,  and  the  secretions  of  the  various 
glands  imbedded  in  the  mucous  membrane  of  the  intestine,  and  where  the 
separation  of  the  nutritive  principle  of  the  food,  the  chyle,  is  effected:  this 
constitutes  chylification. 

The  small  intestine  is  a  convoluted  tube,  about  twenty  feet  in  length,  which 
gradually  diminishes  in  size  from  its  commencement  to  its  termination.  It  is 
contained  in  the  central  and  lower  parts  of  the  abdominal  and  pelvic  cavities, 
surrounded  above  and  at  the  sides  by  the  large  intestine ;  in  relation,  in  front, 
with  the  great  omentum  and  abdominal  parietes ;  and  connected  to  the  spine  by 
a  fold  of  peritoneum,  the  mesentery.  The  small  intestine  is  divisible  into  three 
portions:  the  duodenum,  jejunum,  and  ileum. 

The  duodenum  has  received  its  name  from  being  about  equal  in  length  to  the 
breadth  of  twelve  fingers  (eight  or  ten  inches).  It  is  the  shortest,  the  widest, 
and  the  most  fixed  part  of  the  small  intestine ;  it  has  no  mesentery,  and  is  only 
partially  covered  by  the  peritoneum.  Its  course  presents  a  remarkable  curve, 
somewhat  like  a  horseshoe  in  form ;  the  convexity  being  directed  towards  the 
right,  and  the  concavity  to  the  left,  embracing  the  head  of  the  pancreas.  Com- 
mencing at  the  pylorus,  it  ascends  obliquely  upwards  and  backwards  to  the 
under  surface  of  the  liver;  it  then  descends  in  front  of  the  right  kidney,  and 
passes  nearly  transversely  across  the  front  of  the  spine,  terminating  in  the 
jejunum  on  the  left  side  of  the  second  lumbar  vertebra.  Hence  the  duodenum 
has  been  divided  into  three  portions :  ascending,  descending,  and  transverse. 

The  first,  or  ascending  portion  (Fig.  437),  about  two  inches  in  length,  is  free, 
movable,  and  nearly  completely  invested  by  the  peritoneum,  which  forms  the 
lesser  omentum.  It  is  in  relation,  above  and  in  front,  with  the  liver  and  neck 
of  the  gall-bladder;  behind,  with  the  vessels  which  run  between  the  layers  of 
the  lesser  omentum,  viz.,  the  hepatic  artery  and  duct,  and  vena  portse.  This 
portion  of  the  intestine  is  usually  found,  after  death,  stained  with  bile,  especially 
on  its  anterior  surface. 

The  second,  or  descending  portion,  about  three  inches  in  length,  is  firmly  fixed 
by  the  peritoneum  and  pancreas.  It  passes  from  the  neck  of  the  gall-bladder 
vartically  downwards,  in  front  of  the  right  kidney,  as  far  as  the  third  lumbar 
vertebra.  It  is  covered  by  peritoneum  only  on  its  anterior  surface.  It  is  in 
relation,  in  front,  with  the  right  arch  of  the  colon  and  the  meso-colon;  behind 
with  the  front  of  the  right  kidney;  at  its  inner  side  is  the  head  of  the  pancreas, 
and  the  ductus  communis  choledochus.  The  common  bile  duct  and  the  pan- 
creatic duct  perforate  the  inner  side  of  this  portion  of  the  intestine  obliquely, 
a  little  below  its  middle. 

The  third,  or  transverse  portion,  the  longest  and  narrowest  part  of  the  duo- 
denum, passes  across  the  front  of  the  spine,  ascending  from  the  third  to  the 
second  lumbar  vertebra,  and  terminating  in  the  jejunum  on  the  left  side  of  that 
bone.  In  front,  though  at  some  distance  from  it,  is  the  descending  layer  of  the 
transverse  meso-colon,  or  the  divergence  of  the  two  layers  of  that  structure, 
and  it  is  crossed  by  the  superior  mesenteric  vessels ;  behind,  it  rests  upon  the 
aorta,  the  vena  cava,  and  the  crura  of  the  Diaphragm ;  above  it,  is  the  lower 
border  of  the  pancreas,  the  superior  mesenteric  vessels  passing  forwards  between 
the  two. 

Vessels  and  Nerves.  The  arteries  supplying  the  duodenum  are  the  pyloric 
and  pancreatico- duodenal  branches  of  the  hepatic,  and   inferior  pancreatico- 
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duodenal  branch  of  the  superior  mesenteric.     The  veins  terminate  in  the  gastro- 

duodenal  and  superior  mesenteric.  The  nerves  are  derived  from  the  solar  plexus. 
The  jejunum  {jejunus,  empty),  so  called  from  being  usually  found  empty  after 
death,  includes  the  upper  two-fifths  of  the  rest  of  the  small  intestine.  It  com- 
mences at  the  duodenum,  on  the  left  side  of  the  second  lumbar  vertebra,  and 
terminates  in  the  ileum ;  its  convolutions  being  chiefly  confined  to  the  umbilical 
and  left  iliac  regions.  The  jejunum  i3  wider,  its  coats  thicker,  more  vascular, 
and  of  a  deeper  color  than  those  of  the  ileum ;  but  there  is  no  characteristic 
mark  to  distinguish  the  termination  of  the  one  and  the  commencement  of  the 
other. 

Fig.  437.— Relations  of  the  Duodenum.     (The  Pancreas  has  been  cut  away,  except  its  head) 


The  ileum  (il\ti*,  to  twist),  so  called  from  its  numerous  coils  or  convolutions 
includes  the  remaining  three-fifths  of  the  small  intestine.  It  occupies  chiefly 
the  umbilical,  hypogastric,  right  iliac,  and  occasionally  the  pelvic  regions,  and 
terminates  in  the  right  iliac  fossa  by  opening  into  the  inner  side  of  the  com- 
mencement of  the  large  intestine.  The  ileum  is  narrower,  its  coats  thinner  and 
less  vascular  than  those  of  the  jejunum;  a  given  length  of  it  weighing  less  than 
the  same  length  of  the  jejunum. 

Structure.  The  wall  of  the  small  intestine  is  composed  of  four  coats :  serous. 
muscular,  cellular,  and  mucous. 

The  serous  coat  is  derived  from  the  peritoneum.     The  first,  or  ascending 
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portion  of  the  duodenum,  is  almost  completely  surrounded  by  that  membrane ; 
the  second,  or  descending  portion,  is  covered  by  it  only  in  front ;  and  the  third, 
or  transverse,  portion  lies  behind  the  descending  layer  of  the  transverse  meso- 
colon, by  which  it  is  covered  in  front.  The  remaining  portion  of  the  small 
intestine  is  surrounded  by  the  peritoneum,  excepting  along  its  attached  or 
mesenteric  border ;  here  a  space  is  left  for  the  vessels  and  nerves  to  pass  to 
the  gut. 

The  muscular  coat  consists  of  two  layers  of  fibres,  an  external  or  longitudinal, 
and  an  internal  or  circular  layer.  The  longitudinal  fibres  are  thinly  scattered 
over  the  surface  of  the  intestine,  and  are  most  distinct  along  its  free  border. 
The  circular  fibres  form  a  thick,  uniform  layer ;  they  surround  the  cylinder  of 
the  intestine  in  the  greater  part  of  its  circumference,  but  do  not  form  complete 
rings.  The  muscular  coat  is  thicker  at  the  upper  than  at  the  lower  part  of  the 
small  intestine. 

The  cellular,  or  submttcous  coat,  connects  together  the  mucous  and  muscular 
layers.  It  consists  of  a  loose,  filamentous,  areolar  tissue,  which  forms  a  nidus 
for  the  subdivision  of  the  nutrient  vessels,  previous  to  their  distribution  to  the 
mucous  surface. 

The  mucous  membrane  is  thick  and  highly  vascular  at  the  upper  part  of  the 
small  intestine,  but  somewhat  paler  and  thinner  below.  It  presents  for  exami- 
nation the  following  constituents : — 

Epithelium.  Simple  follicles. 

Valvulae  conniventes.  (  Duodenal  glands. 

Villi.  Glands.  <  Solitary  glands. 

(  Agminate  or  Peyer's  glands. 

The  epithelium,  covering  the  mucous  membrane  of  the  small  intestine,  is  of 
the  columnar  variety. 

The  valvulse  conniventes  (valves  of  Kerkring)  are  reduplications  of  foldings  of 
the  mucous  membrane  and  submucous  tissue,  containing  no  muscular  fibres. 
They  extend  transversely  across  the  cylinder  of  the  intestine  for  about  three- 
fourths  or  five-sixths  of  its  circumference.  The  larger  folds  are  about  two  inches 
in  length,  and  two-thirds  of  an  inch  in  depth  at  their  broadest  part ;  but  the 
greater  number  are  of  smaller  size.  The  larger  and  smaller  folds  alternate  with 
each  other.  They  are  not  found  at  the  commencement  of  the  duodenum,  but 
begin  to  appear  about  one  or  two  inches  beyond  the  pylorus.  In  the  lower  part 
of  the  descending  portion,  below  the  point  where  the  common  choledoch  and  pan- 
creatic ducts  enter  the  intestine,  they  are  very  large  and  closely  approximated. 
In  the  transverse  portion  of  the  duodenum  and  upper  half  of  the  jejunum,  they 
are  large  and  numerous;  and  from  this  point,  down  to  the  middle  of  the  ileum, 
they  diminish  considerably  in  size.  In  the  lowSr  part  of  the  ileum,  they  almost 
entirely  disappear;  hence  the  comparative  thinness  of  this  portion  of  the  intes- 
tine, as  compared  with  the  duodenum  and  jejunum.  The  valvulse  conniventes 
retard  the  passage  of  the  food  along  the  intestines,  and  afford  a  more  extensive 
surface  for  absorption. 

The  villi  are  minute,  highly  vascular  processes,  projecting  from  the  mucous 
membrane  of  the  small  intestine  throughout  its  whole  extent,  and  giving  to  its 
surface  a  velvety  appearance.  In  shape  some  are  triangular  and  laminated, 
others  conical  or  cylindrical,  with  clubbed  or  filiform  extremities.  They  are 
largest  and  most  numerous  in  the  duodenum  and  jejunum,  and  become  fewer 
and  smaller  in  the  ileum.  Krause  estimates  their  number  in  the  upper  part  of 
the  small  intestine  at  from  fifty  to  ninety  in  a  square  line;  and  in  the  lower 
part  from  forty  to  seventy ;  the  total  number  for  the  whole  length  of  the  intes- 
tine being  about  four  millions. 

The  structure  of  the  villi  has  been  studied  recently  by  many  eminent  anato- 
mists.    We  shall  here  follow  the  description  of  Dr.  Watney,1  whose  researches 

1  Pkil.  Trans,  vol.  clxvi.  pt.  2. 
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have  a  most  important  bearing  on  the  physiology  of  that  which  is  the  peculiar 
function  of  this  part  of  the  intestine,  the  absorption  of  fat. 

The  essential  parts  of  a  villus  are  the  lacteal  vessel,  the  bloodvessels,  ibe  epi- 
thelium, the  basement,  membrane  and  muscular  tissue  of  the  mucosa,  and  the 
cells  and  reticular  tissue  which  fill  up  the  interspaces. 

The  lacteals  are  situated  in  the  axis  of  the  villi.  They  arise  either  by  clubbed 
or  dilated  extremities,  or  else  by  loops.  In  some  few  cases  they  are  double,  and 
in  animals  multiple.  They  are  composed  of  a  single  layer  of  epithelium. 
Forming  a  sheath  or  adventitia  to  this  epithelium,  penetrating  between  the 
epithelial  cells,  is  (according  to  Dr.  Watney)  an  abundant  reticulum,  along 
which  he  believes  the  fat-granules  to  travel.     The  pale  muscular  fibres  which 

Fig.  438.—  Diagrammatic  Section  of  a  Villus. 
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play  so  important  a  part  in  the  anatomy  and  functions  of  the  villus  are  derived 
from  the  muscularis  mucosre,  and  they  terminate  in  close  Teiation  with  the  cells 
of  the  villus  (i.  e.  the  cells  which  lie  in  the  interstices  of  the  capillary  network 
outside  the  lacteal),  where  they  appear  to  be  continuous  with  the  reticulum. 
The  capillaries  lie  around  the  villus,  and  are  also  provided  with  a  sheath  of 
reticular  tissue.  The  cells  of  the  villus  are  large  masses  of  protoplasm  with  an 
oval  nucleus.  Their  size  and  the  shape  of  their  nucleus,  as  well  as  their 
behavior   towards  reagents,  distinguish  them,  according  to  Dr.  Watney,  from 
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the  lymph  corpuscles  which  are  also  met  with  in  smaller  numbers,  and  which 
are  much  smaller  and  with  a  spherical  nucleus.  Transitional  forms,  however, 
of  all  kinds  are  met  with  between  the  lymph  corpuscles  and  the  cells  of  the 
villus.  All  these  points  are  illustrated  by  the  accompanying  diagram  by  Dr. 
Watney  (Fig.  188),  for  which  I  have  to  express  my  best  thanks  to  him,  and  a 
comparison  with  Fig.  439  will  show  the  chief  points  in  which  the  new  differs 
from  the  old  description. 

The  simple  follicles,  or  crypts  of  Lieberkiihn,  are  found  in  considerable  num- 
bers over  every  part  of  the  mucous  membrane  of  the  small  intestine.  They 
consist  of  minute  tubular  depressions  of  the 

mucous   membrane,    arranged  per[-endicu-  Fig-  439- — Two  Villi  magnified, 

larly  to  the  surface,  upon  which  they  open 
by  small  circular  apertures.  They  may  be 
seen  with  the  aid  of  a  lens,  their  orifices 
appearing  as  minute  dots,  scattered  between 
the  villi.  Their  walls  are  thin,  consisting 
of  a  layer  of  basement  membrane,  lined  by 
cylindrical  epithelium,  and  covered  on  their 
exterior  by  capillary  vessels.  Their  con- 
tents vary,  even  in  health,  and  the  purpose 
served  by  their  secretion  is  still  very  doubt- 
ful. 

The  duodenal,  or  Brunner's  glands,  are 
limited'  to  the  duodenum  and  commence- 
ment of  the  jejunum.  They  are  small,  flattened,  granular  bodies,  embedded  in 
the  submucous  areolar  tissue,  and  open  upon  the  surface  of  the  mucous  mem- 
brane by  minute  excretory  ducts.  They  are  most  numerous  and  largest  near 
the  pylorus.  They  may  be  compared  to  the  elementary  lobules  of  a  salivary 
gland  spread  out  over  a  broad  surface,  instead  of  being  collected  in  a  mass.  In 
structure  they  resemble  the  pancreas. 

j  of  Peyer'a  Follicles  from 


The  solitary  glands  (glandulte  solitarise)  are  found  scattered  throughout  the 
mucous  membrane  of  the  small  intestine,  but  are  most  numerous  in  the  lower 
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fiart  of  the  ileum.  They  are  small,  round,  whitish  bodies,  from  half  a  line  to  a 
ine  in  diameter.  Their  free  surface  is  covered  with  villi,  and  each  gland  is 
surrounded  by  openings  of  follicles  of  Lieberkiihn.  They  are  now  recognized  as 
lymphoid  follicles,  and  consist  of  a  dense  interlacing  retiform  tissue  permeated 
with  an  abundant  capillary  network  (Fig.  440).  The  interspaces  of  the  retiform 
tissue  are  continuous  with  larger  lymph-spaces  at  the  base  of  the  follicle  through 
which  they  communicate  with  the  lacteal  system,  and  they  contain  lymph-cor- 
puscles in  their  interior.  They  are  situated  partly  in  the  corium  of  the  mucous 
membrane,  partly  penetrate  its  muscular  layer,  and  project  into  the  epithelial 
layer.  The  villi,  which  are  situated  on  them,  are  generally  absent  from  the 
very  summit  (or  "  cupola,"  as  Frey  calls  it)  of  the  follicle. 

Fig.  441.— Patch  of  Peyer's  Glands.  Fig.  442.— A  portion  of  the  same  magnified. 

From  the  lower  part  of  the  Ileum. 


Fig.  443.— Vertical  Section  of  one  of  Peyer's  Patches  from  Man,  injected  through  its 
lymphatic  canals. 
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Peer's  glands  (Figs.  441-443)  may  be  regarded  as  aggregations  of  solitary 
glands,  forming  circular  or  oval  patches  from  twenty  to  thirty  in  number,  and 
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varying  in  length  from  half  an  inch  to  four  inches.  They  are  largest  and  most 
numerous  in  the  ileum.  In  the  lower  part  of  the  jejunum  they  are  small,  of  a 
circular  form  and  few  in  number.  They  are  occasionally  seen  in  the  duodenum. 
They  are  placed  lengthwise  in  the  intestine,  covering  the  portion  of  the  tube 
most  distant  from  the  attachment  of  the  mesentery.  Each  patch  is  formed  of  a 
group  of  the  above  described  lymphoid  follicles  covered  with  mucous  membrane. 
Each  is  surrounded  by  a  zone,  or  wreath  of  simple  follicles,  and  the  interspaces 
between  them  are  covered  with  villi.  The  mucous  and  submucous  coats  of  the 
intestine  are  intimately  adherent,  and  highly  vascular,  opposite  the  Peyerian 
glands.    They  are  largest  and  most  developed  during  the  digestive  process. 

The  Large  Intestine. 

The  Large  Intestine  extends  from  the  termination  of  the  ileum  to  the  anus. 
It  is  about  five  feet  in  length,  being  one-fifth  of  the  whole  extent  of  the  intestinal 
canal.  It  is  largest  at  its  commencement  at  the  caacum,  and  gradually  diminishes 
as  far  as  the  rectum,  where  there  is  a  dilatation  of  considerable  size,  just  above 
the  anus.  It  differs  from  the  small  intestine  in  its  greater  size,  its  more  fixed 
position,  and  its  sacculated  form.  The  large  intestine,  in  its  course,  describes  an 
arch,  which  surrounds  the  convolutions  of  the  small  intestine.  It  commences  in 
the  right  iliac  fossa,  in  a  dilated  part,  the  caecum.  It  ascends  through  the  right 
lumbar  and  hypochondriac  regions  to  the  under  surface  of  the  liver;  passes 
transversely  across  the  abdomen,  on  the  confines  of  the  epigastric  and  umbilical 
regions,  to  the  left  hypochondriac  region;  descends  through  the  left  lumbar 
region  to  the  left  iliac  fossa,  where  it  becomes  convoluted,  and  forms  the  sigmoid 
flexure;  finally,  it  enters  the  pelvis,  and  descends  along  its  posterior  wall  to  the 
anus.     The  large  intestine  is  divided  into  the  cascum,  colon,  and  rectum. 

The  Ceecum  (careiw,  blind)  (Fig.  444)  is  the  large  blind  pouch,  or  cul-de-sac,  in 
which  the  large  intestine  commences.    It  is  the  most  dilated  part  of  the  tube, 

Fig.  444  — The  Ctecura  and  Colon  laid  open  to  show  tbe  Ileo-Csecal  Valve. 


measuring  about  two  and  a  half  inches,  both  in  its  vertical  and  transverse 
diameters.  It  is  situated  in  the  right  iliac  fossa,  immediately  behind  the  anterior 
abdominal  wall,  being  retained  in  its  place  by  the  peritoneum,  which  passes  over 
its  anterior  surface  and  sides;  its  posterior  surface  being  connected  by  loose 
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areolar  tissue  with  the  iliac  fascia.  Occasionally,  it  is  almost  completely  sur- 
rounded by  peritoneum,  which  forma  a  distinct  fold,  the  mesocaicum  connecting 
its  back  part  with  the  iliac  fossa.  When  this  fold  exists,  the  caecum  obtains 
considerable  freedom  of  movement.  Attached  to  its  lower  and  back  part  is  the 
appendix  vermiformis,  a  long,  narrow,  worm-shaped  tube,  the  rudiment  of  the 
lengthened  caecum  found  in  all  the  mammalia,  except  the  orang-outang  and 
wombat.  The  appendix  varies  from  three  to  six  inches  in  length,  its  average 
diameter  being  about  equal  to  that  of  a  goosequill.  It  is  usually  directed  up- 
wards and  inwards  behind  the  caecum,  coiled  upon  itself,  and  terminates  in  a 
blunt  point,  being  retained  in  its  position  by  a  fold  of  peritoneum,  which  some- 
times forms  a  mesentery  for  it.  Its  canal  is  small,  and  communicates  with  the 
caecum  by  an  orifice,  which  is  sometimes  guarded  with  an  incomplete  valve.  Its 
coats  are  thick,  and  its  mucous  lining  furnished  with  a  large  number  of  solitary 
glands. 

Fig.  445.— Diagram  of  the  relations  of  the  Large  Intestine  and  Kidnej  from  behind. 

The  parts  uncovered  by  Peritoneum  are  shown  unshaded. 


Ileo-ctecal  Valve.  The  lower  end  of  the  ileum  terminates  at  the  inner  and 
back  part  of  the  large  intestine,  opposite  the  junction  of  the  caecum  with  the- 
colon.  At  this  point  the  mucous  membrane  forms  two  valvular  folds,  which 
project  into  the  large  intestine,  and  are  separated  from  each  other  by  a  n""°w 
elongated  aperture.  This  is  the  ileo-csecal  valve  (valvula  BavkinC).  Each  fold 
is  semilunar  in  form.  The  upper  one,  nearly  horizontal  in  direction,  is  attached 
by  its  convex  border  to  the  point  of  junction  of  the  ileum  with  the  colon ;  the 
lower  segment,  to  the  point  of  junction  of  the  ileum  with  the  caecum.  Their 
free  concave  margins  project  into  the  intestine,  separated  from  one  another  by  a 
narrow  slit-like  aperture,  directed  transversely.  At  each  end  of  this  aperture 
the  two  segments  of  the  valve  coalesce,  and  are  continued  as  a  narrow  mem- 
branous ridge  around  the  canal  of  the  intestine  for  a  short  distance,  forming 
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the  fraena,  or  retinacula  of  the  valve.    The  left  end  of  this  aperture  is  rounded ; 
the  right  end  is  narrow  and  pointed. 

Each  segment  of  the  valve  is  formed  by  a  reduplication  of  the  mucous  mem- 
brane and  of  the  circular  muscular  fibres  of  the  intestine,  the  longitudinal  fibres 
and  peritoneum  being  continued  uninterruptedly  across  from  one  intestine  to 
the  other.  When  these  are  divided  or  removed,  the  ileum  may  be  drawn  out- 
wards, and  all  traces  of  the  valve  will  be  lost,  the  ileum  appearing  to  open  into 
the  large  intestine  by  a  funnel-shaped  orifice  of  large  size. 

The  surface  of  each  segment  of  the  valve  directed  towards  the  ileum  is  covered 
with  villi,  and  presents  the  characteristic  structure  of  the  mucous  membrane  of 
the  small  intestine ;  whilst  that  turned  towards  the  large  intestine  is  destitute 
of  villi,  and  marked  with  the  orifices  of  the  numerous  tubuli  peculiar  to  the 
membrane  in  the  large  intestine.  These  differences  in  structure  continue  as  far 
as  the  free  margin  of  the  valve. 

When  the  caecum  is  distended,  the  margins  of  the  opening  are  approximated, 
so  as  to  prevent  any  reflux  into  the  ileum. 

The  colon  is  divided  into  four  parts:  the  ascending,  transverse,  descending, 
and  the  sigmoid  flexure. 

The  ascending  colon  is  smaller  than  the  caecum.  It  passes  upwards  from  the 
right  iliac  fossa  to  the  under  surface  of  the  liver,  on  the  right  of  the  gall-bladder, 
where  it  bends  abruptly  inwards  to  the  left,  forming  the  hepatic  flexure.  It  is 
retained  in  contact  with  the  posterior  wall  of  the  abdomen  by  the  peritoneum, 
which  covers  its  anterior  surface  and  sides,  its  posterior  surface  being  connected 
by  loose  areolar  tissue  with  the  Quadratus  lumborum  and  right  kidney  (Figs. 
445,  446);  sometimes  the  peritoneum  almost  completely  invests  it,  and  forms  a 
distinct  but  narrow  mesocolon.  It  is  in  relation,  in  front,  with  the  convolutions 
of  the  ileum  and  the  abdominal  parietes ;  behind,  it  lies  on  the  Quadratus  lum- 
borum muscle  and  right  kidney. 

The  transverse  colon1  the  longest  part  of  the  large  intestine,  passes  transversely 
from  right  to  left  across  the  abdomen,  opposite  the  confines  of  the  epigastric  and 
umbilical  zones,  into  the  left  hypochondriac  region,  where  it  curves  downwards 
beneath  the  lower  end  of  the  spleen,  forming  the  splenic  flexure.  In  its  course 
it  describes  an  arch,  the  concavity  of  which  is  directed  backwards  towards  the 
vertebral  column,  hence  the  name,  transverse  arch  of  the  colon.  This  is  the  most 
movable  part  of  the  colon,  being  almost  completely  invested  by  peritoneum,  and 
connected  to  the  spine  behind  by  a  large  and  wide  duplicature  of  that  membrane, 
the  transverse  mesocolon.  It  is  in  relation,  by  its  upper  surface,  with  the  liver 
and  gall-bladder,  the  great  curvature  of  the  stomach,  and  the  lower  end  of  the 
spleen;  by  its  under  surface,  with  the  small  intestines;  by  its  anterior  surface, 
with  the  anterior  layers  of  the  great  omentum  and  the  abdominal  parietes ;  by 
its  posterior  surface,  with  the  transverse  mesocolon. 

The  descending  colon  passes  almost  vertically  downwards  through  the  left 
hypochondriac  and  lumbar  regions  to  the  upper  part  of  the  left  iliac  fossa, 
where  it  terminates  in  the  sigmoid  flexure.  It  is  retained  in  position  by  the 
peritoneum,  which  covers  its  anterior  surface  and  sides,  its  posterior  surface 
being  connected  by  areolar  tissue  with  the  left  cms  of  the  Diaphragm,  the  left 
kidney,  and  the  Quadratus  lumborum  (Figs.  445,  446).  It  is  smaller  in  calibre 
and  more  deeply  placed  than  the  ascending  colon. 

The  sigmoid  flexure  is  the  narrowest  part  of  the  colon ;  it  is  situated  in  the 
left  iliac  fossa,  commencing  from  the  termination  of  the  descending  colon,  at 
the  margin  of  the  crest  of  the  ilium,  and  ending  in  the  rectum,  opposite  the  left 
sacro-iliac  symphysis.  It  curves  in  the  first  place  upwards,  and  then  descends 
vertically,  and  to  one  or  the  other  side,  like  the  letter  S — hence  its  name.  It  is 
retained  in  its  place  by  a  loose  fold  of  peritoneum,  the  sigmoid  mesocolon.  It 
is  in  relation,  in  front,  with  the  small  intestines  and  abdominal  parietes;  behind, 
with  the  iliac  fossa. 
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The  Rectum  is  the  terminal  part  of  the  large  intestine,  and  extends  from  the 
sigmoid  flexure  to  the  anus;  it  varies  in  length  from  six  to  eight  inches,  and  has 
received  its  name  from  being  less  flexuous  than  any  other  part  of  the  intestinal 
canal.  It  commences  opposite  the  left  sacroiliac  symphysis,  passes  obliquely 
downwards  from  left  to  right  to  the  middle  of  the  sacrum,  forming  a  gentle 
curve  to  the  right  side;  then,  regaining  the  middle  line,  it  descends  in  front  of 

Fig.  446.— The  relations  of  the  Viscera  ami  Large  Vessels  of  the  Abdomen. 
(Seen  from  behind. J 


the  lower  part  of  the  sacrum  and  coccyx,  and,  near  the  extremity  of  the  latter 
bone,  inclines  backwards  to  terminate  at  the  anus,  being  curved  both  in  the 
lateral  and  antero-posterior  directions.  The  rectum  is,  therefore,  not  straight, 
the  upper  part  being  directed  obliquely  from  the  left  side  to  the  median  line, 
the  middle  portion  being  curved  in  the  direction  of  the  hollow  of  the  sacrum 
and  coccyx,  and  the  lower  portion  presenting  a  short  curve  in  the  opposite 
direction.  The  rectum  is  cylindrical,  not  sacculated  like  the  rest  of  the  large 
intestine ;  it  is  narrower  at  its  upper  part  than  the  sigmoid  flexure,  gradually 
increases  in  size  as  it  descends,  and  immediately  above  the  anus  presents  a 
considerable  dilatation,  capable  of  acquiring  an  enormous  size.  The  rectum  is 
divided  into  three  portions:  upper,  middle,  and  lower. 

The  upper  portion,  which  includes  about  half  the  length  of  the  tube,  extends 
obliquely  from  the  left  sacro-iliac  symphysis  to  the  middle  of  the  third  piece  of 
the  sacrum.  It  is  almost  completely  surrounded  by  peritoneum,  and  connected 
to  the  sacrum  behind  by  a  duplicafurc  of  that  membrane,  the  mttorectttm.  It 
is  in  relation  behind  with  the  Pyriformis  muscle,  the  sacral  plexus  of  nerves, 
and  the  branches  of  the  internal  iliac  artery  of  the  left  side,  which  separate  it 
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from  the  sacrum  and  sacroiliac  symphysis;  in  front  it  is  separated,  in  the  male, 
from  the  posterior  surface  of  the  bladder ;  in  the  female,  from  the  posterior 
surface  of  the  uterus,  and  its  appendages,  by  some  convolutions  of  the  small 
intestine. 

The  middh  portion  of  the  rectum  is  about  three  inches  in  length,  and  extends 
as  far  as  the  tip  of  the  coccyx.  It  is  closely  connected  to  the  concavity  of  the 
sacrum,  and  covered  by  peritoneum  only  on  the  upper  part  of  its  anterior  surface. 
It  is  in  relation,  in  front,  in  the  male,  with  the  triangular  portion  of  the  base  of 
the  bladder,  the  vesiculae  seminal  es,  and  vasa  deferentia ;  more  anteriorly,  with 
the  under  surface  of  the  prostate.  In  the  female,  it  is  adherent  to  the  posterior 
wall  of  the  vagina. 

The  lower  portion  is  about  an  inch  or  an  inch  and  a  half  in  length ;  it  curves 
backwards  at  the  fore  part  of  the  prostate  gland,  and  terminates  at  the  anus. 
This  portion  of  the  intestine  receives  no  peritoneal  covering.  It  is  invested  by 
the  Internal  sphincter,  supported  by  the  Levatores  ani  muscles,  and  surrounded 
at  its  termination  by  the  External  sphincter.  In  the  male,  it  is  separated  from 
the  membranous  portion  and  bulb  of  the  urethra  by  a  triangular  space ;  and  in 
the  female,  a  similar  space  intervenes  between  it  and  the  vagina.  This  space 
forms  by  its  base  the  perineum. 

Structure.  The  large  intestine  has  four  coats,  serous,  muscular,  cellular,  and 
mucous. 

The  serous  coat  is  derived  from  the  peritoneum,  and  invests  the  different  por- 
tions of  the  large  intestine  to  a  variable  extent.  The  caecum  is  covered  only  on 
its  anterior  surface  and  sides ;  more  rarely,  it  is  almost  completely  invested,  being 
held  in  its  position  by  a  duplicature,  the  mesocaecum.  The  ascending  and  de- 
scending colon  are  usually  covered  only  in  front.  The  transverse  colon  is  almost 
completely  invested,  the  parts  corresponding  to  the  attachment  of  the  great 
omentum  and  transverse  mesocolon  being  alone  excepted.  The  sigmoid  flexure 
is  nearly  completely  surrounded,  the  point  corresponding  to  the  attachment  of 
the  sigmoid  mesocolon  being  excepted.  The  upper  part  of  the  rectum  is  almost 
completely  invested  by  the  peritoneum  ;  the  middle  portion  is  covered  only  on 
its  anterior  surface ;  and  the  lower  portion  is  entirely  devoid  of  any  serous  cov- 
ering. In  the  course  of  the  colon,  and  upper  part  of  the  rectum,  the  peritoneal 
coat  is  thrown  into  a  number  of  small  pouches  filled  with  fat,  called  appendices 
epiploicse.     They  are  chiefly  appended  to  the  transverse  colon. 

The  muscular  coat  consists  of  an  external  longitudinal  and  an  internal  circular 
layer  of  muscular  fibres. 

The  longitudinal  fibres  are  not  found  as  a  uniform  layer  over  the  whole  surface 
of  the  large  intestine.  In  the  caecum  and  colon,  they  are  especially  collected  into 
three  flat  longitudinal  bands,  each  being  about  half  an  inch  in  width.  These 
bands  commence  at  the  attachment  of  the  appendix  vermiformis  to  the  caecum ; 
one,  the  posterior,  is  placed  along  the  attached  border  of  the  intestine ;  the  ante- 
rior band,  the  largest,  becomes  inferior  along  the  arch  of  the  colon,  where  it 
corresponds  to  the  attachment  of  the  great  omentum,  but  is  in  front  in  the 
ascenaing  and  descending  colon  and  sigmoid  flexure ;  the  third,  or  lateral  band, 
is  found  on  the  inner  side  of  the  ascending  and  descending  colon,  and  on  the 
under  border  of  the  transverse  colon.  These  bands  are  nearly  one-half  shorter 
than  the  other  parts  of  the  intestine,  and  serve  to  produce  the  sacculi  which  are 
characteristic  of  the  caecum  and  colon ;  accordingly,  when  they  are  dissected  off', 
the  tube  can  be  lengthened,  and  its  sacculated  character  becomes  lost.  In  the 
sigmoid  flexure,  the  longitudinal  fibres  become  more  scattered,  but  upon  its 
lower  part,  and  round  the  rectum,  they  spread  out,  and  form  a  thick  uniform 
layer. 

The  circular  fibres  form  a  thin  layer  over  the  caecum  and  colon,  being  espe- 
cially accumulated  in  the  intervals  between  the  sacculi ;  in  the  rectum  they  form 
a  thick  layer,  especially  at  its  lower  end,  where  they  become  numerous,  and  form 
the  Internal  sphincter. 
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The  cellular  coat  connects  the  muscular  and  mucous  layers  closely  together. 

The  mucous  membrane,  in  the  csecum  and  colon,  is  pale,  and  of  a  grayish  or 
pale  yellow  color.  It  is  quite  smooth,  destitute  of  vil)i,.aud  raised  into  nume- 
rous crescentic  folds,  which  correspond  to  the  intervals  between  the  sacculi. 
In  the  rectum  it  is  thicker,  of  a  darker  color,  more  vascular,  and  connected 
loosely  to  the  muscular  coat  as  ia  the  oesophagus.  When  the  lower  part  of  the 
rectum  is  contracted,  its  mucous  membrane  is  thrown  into  a  number  of  folds, 
some  of  which,  near  the  anus,  are  longitudinal  in  direction,  and  are  effaced  by 
the  distension  of  the  gut.  Besides  these,  there  are  certain  permanent  folds,  of  a 
semilunar  shape,  described  by  Mr.  Houston.1  They  are  usually  three  in  number : 
sometimes  a  fourth  is  found,  and,  occasionally,  only  two  are  present.  One  is 
situated  near  the  commencement  of  the  rectum,  on  the  right  side;  another  ex- 
tends inwards  from  the  left  Bide  of  the  tube,  opposite  the  middle  of  the  sacrum ; 
the  largest  and  most  constant  one  projects  backwards  from  the  fore  part  of  the 
rectum,  opposite  the  base  of  the  bladder.  When  a  fourth  is  present,  it  is  situ- 
ated about  an  inch  above  the  anus  on  the  back  of  the  rectum.  These  folds  are 
about  half  an  inch  in  width,  and  contain  some  of  the  circular  fibres  of  the  gut. 
In  the  empty  state  of  the  intestine  they  overlap  each  other,  as  Mr.  Houston 
remarks,  so  effectually  as  to  require  considerable  manoeuvring  to  conduct  a 
bougie  or  the  finger  along  the  canal  of  the  intestine.  Their  use  seems  to  be,  "  to 
support  the  weight  of  fecal  matter,  and  prevent  its  urging  towards  the  anus, 
where  its  presence  always  excites  a  sensation  demanding  its  discharge."  The 
mucous  membrane  of  the  large  intestine  presents  for  examination  epithelium, 
simple  follicles,  and  solitary  glands. 

Fife.  447.— Minnie  Strncture  of  Large  Inleetin*. 


.IrbtrkBhu'a  folltclH. 


I  SnbmawK  tonnwiln  Hub*. 
Bollrtry  f:  Hud. 

The  epithelium  is  of  the  columnar  kind. 

The  simple  follicles  are  minute  tubular  prolongations  of  the  mucous  membrane, 
arranged  perpendicularly,  side  by  side,  over  its  entire  surface;  they  are  longer, 
more  numerous,  and  placed  in  much  closer  apposition  than  those  of  the  small 
intestine ;  and  they  open  by  minute  rounded  orifices  upon  the  surface,  giving  it 
a  cribriform  appearance. 

The  solitary  glands  in  the  large  intestine  are  most  abundant  in  the  caecum 
and  appendix  vermiformis ;  but  arc  irregularly  scattered  also  over  the  rest  of 
the  intestine.     They  are  similar  to  those  of  the  small  intestine. 

1  Dab.  Honp.  Report*,  vol.  v.  p.  163. 
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The  Liver. 


The  Liver  is  a  glandular  organ  of  large  size,  intended  mainly  for  the  secretion 
of  the  bile,  but  effecting  also  important  changes  in  certain  constituents  of  the 
blood  in  their  passage  through  the  gland.  It  is  situated  in  the  right  hypochon- 
driac region,  and  extends  across  the  epigastrium  into  the  left  hypochondrium. 
It  is  the  largest  gland  in  the  body,  weighing  from  three  to  four  pounds  (from 
fifty  to  sixty  ounces  avoirdupois).  It  measures,  in  its  transverse  diameter, 
from  ten  to  twelve  inches;  from  six  to  seven  in  its  antero-posterior;  and  is 
about  three  inches  thick  at  the  back  part  of  the  right  lobe,  which  is  the  thickest 
part. 

Its  upper  surface  is  convex,  directed  upwards  and  forwards,  smooth,  covered 
by  peritoneum.  It  is  in  relation  with  the  under  surface  of  the  Diaphragm ;  and 
below,  to  a  small  extent,  with  the  abdominal  parietes.  The  surface  is  divided 
into  two  unequal  lobes,  the  right  and  left,  by  a  fold  of  peritoneum,  the  suspensory 
or  broad  ligament. 

Its  under  surface  is  concave,  directed  downwards  and  backwards,  and  in  rela- 
tion with  the  stomach  and  duodenum,  the  hepatic  flexure  of  the  colon,  and  the 
right  kidney  and  suprarenal  capsule.  The  surface  is  divided  by  a  longitudinal 
fissure  into  a  right  and  left  lobe. 

The  posterior  border  is  rounded  and  broad,  and  connected  to  the  Diaphragm 
by  the  coronary  ligament ;  it  is  in  relation  with  the  aorta,  the  vena  cava,  and 
the  crura  of  the  Diaphragm. 

The  anterior  border  is  thin  and  sharp,  and  marked,  opposite  the  attachment  of 
the  broad  ligament,  by  a  deep  notch.  In  adult  males,  this  border  usually  corre- 
sponds with  the  margin  of  the  ribs ;  but  in  women  and  children,  it  usually  pro- 
jects below  the  rib3. 

The  right  extremity  of  the  liver  is  thick  and  rounded ;  whilst  the  left  is  thin 
and  flattened. 

Changes  of  Position.  The  student  should  make  himself  acquainted  with  the  different  circum- 
stances under  which  the  liver  changes  its  position,  as  they  are  of  importance  in  determining  the 
existence  of  enlargement  or  other  disease  of  the  organ. 

Its  position  varies  according  to  the  posture  of  the  body ;  in  the  upright  and  sitting  posture, 
it  usually  recedes  behind  the  ribs.  Its  position  varies,  also,  with  the  ascent  or  descent  of  the 
Diaphragm.  In  a  deep  inspiration,  the  liver  descends  below  the  ribs ;  in  expiration,  it  is  raised 
to  its  ordinary  level.  Again,  in  emphysema,  where  the  lungs  are  distended,  and  the  Diaphragm 
descends  very  low,  the  liver  is  pushed  down  ;  in  some  other  diseases,  as  phthisis,  where  the  dia- 
phragm is  much  arched,  the  liver  rises  very  high  up.  Pressure  from  without,  as  in  tight  lacing, 
by  compressing  the  lower  part  of  the  chest,  displaces  the  liver  considerably,  its  anterior  edge 
often  extending  as  low  as  the  crest  of  the  ilium  ;  and  its  convex  surface  is  often,  at  the  same  time, 
deeply  indented  from  pressure  of  the  ribs.  Again,  its  position  varies  greatly,  according  to  the 
greater  or  less  distension  of  the  stomach  and  intestines.  When  the  intestines  are  empty,  the 
liver  descends  in  the  abdomen  ;  but  when  they  are  distended,  it  is  pnshed  upwards.  Its  relations 
to  surrounding  organs  may  also  be  changed  by  the  growth  of  tumors,  or  by  collection  of  fluid 
iu  the  thoracic  or  abdominal  cavities. 

Ligaments.  The  ligaments  of  the  liver  (Fig.  448)  are  five  in  number:  four 
being  formed  of  folds  of  peritoneum ;  the  fifth,  the  ligamentum  teres^  is  a  round 
fibrous  cord,  resulting  from  the  obliteration  of  the  umbilical  vein.  The  liga- 
ments are  the  longitudinal,  two  lateral,  coronary,  and  round. 

The  longitudinal  ligament  (broad,  falciform,  or  suspensory  ligament)  is  a  broad 
and  thin  antero-posterior  peritoneal  fold,  falciform  in  shape,  its  base  being 
directed  forwards,  its  apex  backwards.  It  is  attached  by  one  margin  to  the 
under  surface  of  the  Diaphragm,  and  the  posterior  surface  of  the  sheath  of  the 
right  Rectus  muscle  as  low  down  as  the  umbilicus ;  by  its  hepatic  margin,  it 
extends  from  the  notch  on  the  anterior  margin  of  the  liver,  as  far  back  as  its 

Posterior  border.    It  consists  of  two  layers  of  peritoneum  closely  united  together, 
ts  anterior  free  edge  contains  the  round  ligament  between  its  layers. 

The  lateral  ligaments,  two  in  number,  right  and  left,  are  triangular  in  shape. 
They  are  formed  of  two  layers  of  peritoneum  united,  and  extend  from  the  sides 


784  ORGANS  OF  DIGESTION. 

of  the  Diaphragm  to  the  adjacent  margins  of  the  posterior  border  of  the  organ. 
The  left  is  the  longer  of  the  two,  and  lies  in  front  of  the  oesophageal  opening  in 
the  Diaphragm. 

The  coronary  ligament  connects  the  posterior  border  of  the  liver  to  the 
Diaphragm.  It  is  formed  by  the  reflection  of  the  peritoneum  with  the  Dia- 
phragm on  to  the  upper  and  lower  margins  of  the  posterior  border  of  the  organ.- 
The  coronary  ligament  consists  of  two  layers,  which  are  continuous  on  each 

Fig.  448.— The  Liver.    Upper  Surface. 


side  with  the  lateral  ligaments ;  and  in  front,  with  the  longitudinal  ligament. 
Between  the  layers,  a  large  oval  interspace  is  left  uncovered  by  peritoneum, 
and  connected  to  the  Diaphragm  by  a  firm  areolar  tissue.  This  space  is  sub- 
divided, near  its  left  extremity,  into  two  parts  by  a  deep  notch  (sometimes  a 
canal),  which  lodges  the  inferior  vena  cava,  and  into  which  open  the  hepatic 
veins. 

The  round  ligament  (Fig.  448)  is  a  fibrous  cord  resulting  from  the  obliteration 
of  the  umbilical  vein.  It  ascends  from  the  umbilicus,  in  the  anterior  free  margin 
of  the  longitudinal  ligament,  to  the  notch  in  the  anterior  border  of  the  liver, 
from  which  it  may  be  traced  along  the  longitudinal  fissure  on  the  under  surface 
of  the  liver,  as  far  back  as  the  inferior  vena  cava. 

Fissures  (Fig.  449).  Five  fissures  are  seen  upon  the  under  surface  of  the 
liver,  which  serve  to  divide  it  into  five  lobes.  They  are  the  longitudinal  fissure, 
the  fissure  of  the  ductus  venosus,  the  transverse  fissure,  the  fissure  for  the  gall- 
bladder, and  the  fissure  for  the  vena  cava. 

The  longitudinal  fissure  is  a  deep  groove,  which  extends  from  the  notch  on 
the  anterior  margin  of  the  liver  to  the  posterior  border  of  the  organ.  It  sepa- 
rates the  right  and  left  lobes :  the  transverse  fissure  joins  it,  at  right  angles, 
about  one-third  from  its  posterior  extremity,  and  divides  it  into  two  parts.  The 
anterior  half  is  called  the  umbilical  fissure;  it  is  deeper  than  the  posterior  part, 
and  lodges  the  umbilical  vein  in  the  foetus,  or  its  remains  (the  round  ligament) 
in  the  adult.  This  fissure  is  often  partially  bridged  over  oy  a  prolongation  of 
the  hepatic  substance,  the  pons  hepatis. 

The  fissure  of  the  ductus  venosus  is  the  back  part  of  the  longitudinal  fissure; 
it  is  shorter  and  shallower  than  the  anterior  portion.  It  lodges  in  the  fcetus  the 
ductus  venosus,  and  in  the  adult  a  slender  fibrous  cord,  the  obliterated  remains 
of  that  vessel. 
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The  transverse  or  portal  fissure  is  a  short  but  deep  fiasure,  about  two  inches 
in  length,  extending  transversely  across  the  under  surface  of  the  right  lobe, 
nearer  to  its  posterior  than  its  anterior  border.  It  joins,  nearly  at  right  angles, 
with  the  longitudinal  fissure.  By  the  older  anatomists  this  fissure  was  con- 
sidered the  gateway  (porta)  of  the  liver;  hence  the  large  vein  which  enters  at 
this  point  was  called  the  portal  vein.  Besides  this  vein,  the  fissure  transmits 
the  hepatic  artery  and  nerves,  and  the  hepatic  duct  and  lymphatics.  At  their 
entrance  into  the  fissure,  the  hepatic  duct  ties  in  front  to  the  right,  the  hepatic 
artery  to  the  left,  and  the  portal  vein  behind  and  between  (Fig  455). 

Fig.  449.— The  Lirer.     Under  Surface. 


The  fissure  for  the  gall-hladder  (fossa  eystis  fellem)  is  a  shallow,  oblong  fossa, 
placed  on  the  under  surface  of  the  right  lobe,  parallel  with  the  longitudinal 
fissure.  It  extends  from  the  anterior  free  margin  of  the  liver,  which  is  occa- 
sionally notched  for  its  reception,  to  near  the  right  extremity  of  the  transverse 


The  fissure  for  the  vena  cava  is  a  short,  deep  fissure,  occasionally  a  complete 
canal,  which  extends  obliquely  upwards  from  a  little  behind  the  rignt  extremity 
of  the  transverse  fissure  to  the  posterior  border  of  that  organ,  where  it  joins  the 
fissure  for  the  ductus  venosus.  On  slitting  open  the  inferior  vena  cava  which 
is  contained  in  it,  a  deep  fossa  is  seen,  at  the  bottom  of  which  the  hepatic  veins 
communicate  with  this  vessel.  This  fissure  is  separated  from  the  transverse 
fissure  by  the  lobus  caudatus,  and  from  the  longitudinal  fissure  by  the  lobulus 
Spigelii. 

Lobes.  The  lobes  of  the  liver,  like  the  ligaments  and  fissures,  are  five  in 
number:  the  right  lobe,  the  left  lobe,  the  lobus  quadratus,  the  lobulus  Spigelii, 
and  the  lobus  caudatus. 

The  right  lobe  is  much  larger  than  the  left ;  the  proportion  between  them  being 
as  six  to  one.  It  occupies  the  right  hypochondrium,  and  is  separated  from  the 
left  lobe,  on  its  upper  surface,  by  the  longitudinal  ligament;  on  its  under  surface, 
by  the  longitudinal  fissure;  and  in  front  by  a  deep  notch.  It  is  of  a  quadri- 
lateral form,  its  under  surface  being  marked  by  three  fissures:  the  transverse 
fissure,  the  fissure  for  the  gall-bladder,  and  the  fissure  for  the  inferior  vena  cava; 
and  by  two  shallow  impressions,  one  in  front  (impressio  colica),  for  the  hepatic 
flexure  of  the  colon;  and  one  behind  (impressio  renalis),  for  the  right  kidney 
and  suprarenal  capsule. 

The  left  lobe  is  smaller  and  more  flattened  than  the  right.  It  is  situated  in  the 
50 
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epigastric  and  left  hypochondriac  regions,  sometimes  extending  as  far  as  the 
upper  border  of  the  spleen.  Its  upper  surface  is  convex ;  its  under  concave 
surface  rests  upon  the  front  of  the  stomach ;  and  its  posterior  border  is  in  rela- 
tion with  the  cardiac  orifice  of  the  stomach. 

The  lobus  quadratus,  or  square  lobe,  is  situated  on  the  under  surface  of  the 
right  lobe,  bounded  in  front  by  the  free  surface  of  the  liver ;  behind,  by  the 
transverse  fissure;  on  the  right,  by  the  fissure  for  the  gall-bladder;  and,  on  the 
left,  by  the  umbilical  fissure. 

The  lobulus  Spigelii  projects  from  the  back  part  of  the  under  surface  of  the 
right  lobe.  It  is  bounded,  in  front,  by  the  transverse  fissure ;  on  the  right,  by 
the  fissure  for  the  vena  cava ;  and,  on  the  left,  by  the  fissure  for  the  ductus 
venosus. 

The  lobus  caudatus,  or  tailed  lobe,  is  a  small  elevation  of  the  hepatic  substance, 
extending  obliquely  outwards,  from  the  base  of  the  lobulus  Spigelii,  to  the  under 
surface  of  the  right  lobe.  It  separates  the  right  extremity  of  the  transverse 
fissure  from  the  commencement  of  the  fissure  for  the  inferior  cava. 

Vessels.  The  vessels  connected  with  the  liver  are  also  five  in  number :  they 
are  the  hepatic  artery,  the  portal  vein,  the  hepatic  vein,  the  hepatic  duct,  and 
the  lymphatics. 

The  hepatic  artery,  portal  vein,  and  hepatic  duct,  accompanied  by  numerous 
lymphatics  and  nerves,  ascend  to  the  transverse  fissure,  between  the  layers  of 
tne  gastro-hepatic  omentum ;  the  hepatic  duct  lying  to  the  right,  the  hepatic 
arterv  to  the  left,  and  the  portal  vein  behind  the  other  two.  They  are  enveloped 
in  a  loose  areolar  tissue,  tne  capsule  of  Glisson,  which  accompanies  the  vessels 
in  their  course  through  the  portal  canals,  in  the  anterior  of  the  organ. 

The  hepatic  veins  convey  the  blood  from  the  liver.  They  commence  at  the 
circumference  of  the  organ,  and  proceed  towards  the  deep  fossa  in  its  posterior 
border,  where  they  terminate,  by  two  large  and  several  smaller  branches,  in  the 
inferior  vena  cava. 

The  hepatic  veins  have  no  cellular  investment;  consequently,  their  parietes 
are  adherent  to  the  walls  of  the  canals  through  which  they  run;  so  that,  on  a 
section  of  the  organ,  these  veins  remain  widely  open  and  solitary,  and  may  be 
easily  distinguished  from  the  branches  of  the  portal  vein,  which  are  more  or 
less  collapsed,  and  always  accompanied  by  an  artery  and  duct. 

The  lymphatics  are  large  and  numerous,  consisting  of  a  deep  and  superficial 
set.     They  have  been  already  described. 

Nerves.  The  nerves  of  the  liver  are  derived  from  the  hepatic  plexus  of  the 
sympathetic,  from  the  pneumogastric  nerves,  especially  the  left,  and  from  the 
right  phrenic. 

Structure.  The  substance  of  the  liver  is  composed  of  lobules,  held  together 
by  an  extremely  fine  areolar  tissue,  and  of  the  ramifications  of  the  portal  vein, 
hepatic  duct,  hepatic  artery,  hepatic  veins,  lymphatics,  and  nerves;  the  whole 
being  invested  by  a  fibrous  and  a  serous  coat. 

The  serous  coat  is  derived  from  the  peritoneum,  and  invests  the  entire  surface 
of  the  organ,  excepting  at  the  attachment  of  its  various  ligaments,  and  at  the 
bottom  of  the  different  fissures,  where  it  is  deficient.  It  is  intimately  adherent 
to  the  fibrous  coat. 

The  fibrous  coat  lies  beneath  the  serous  investment,  and  covers  the  entire 
surface  of  the  organ.  It  is  difficult  of  demonstration,  excepting  where  the 
serous  coat  is  deficient.  At  the  transverse  fissure,  it  is  continuous  with  the 
capsule  of  Glisson ;  and,  on  the  surface  of  the  organ,  with  the  areolar  tissue 
separating  the  lobules. 

The  lobules  form  the  chief  mass  of  the  hepatic  substance;  they  may  be  seen 
either  on  the  surface  of  the  organ,  or  by  making  a  section  through  the  gland. 
They  are  small  granular  bodies,  about  the  size  of  a  millet-seed,  measuring  from 
one-twentieth  to  one-tenth  of  an  inch  in  diameter.  If  divided  longitudinally, 
they  have  a  foliated,  and,  if  transversely,  a  polygonal,  outline.    The  bases  of  the 
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lobules  are  clustered  round  the  smallest  branches  (sublobular)  of  the  hepatic 
veins,  to  which  each  is  connected  by  means  of  a  small  branch,  which  issues 
from  the  centre  of  the  lobule  (intralobular). 

The  remaining  part  of  the  surface  of  each  ***• *"*• 

lobule  is  imperfectly  isolated  from  the  sur- 
rounding lobules,  by  a  thin  Btratum  of  areolar 
tissue,  and  by  the  smaller  vessels  and  ducts. 

If  one  of  the  hepatic  veins  be  laid  open, 
the  bases  of  the  lobules  may  be  seen  through 
the  thin  wall  of  the  vein,  on  which  they  rest, 
arranged  in  the  form  of  a  tessellated  pave- 
ment, the  centre  of  each  polygonal  space  pre- 
senting a  minute  aperture,  the  mouth  of  a 
sublobular  vein. 

Each  lobule  is  composed  of  a  mass  of  cells; 
of  a  plexus  of  biliary  ducts;  of  a  venous 
plexus,  formed  by  branches  of  the  portal  vein ; 
of  a  radicle  of  an  hepatic  vein  (intralobular); 
of  minute  arteries;  and  probably,  of  nerves 
and  lymphatics. 

The  hepatic  cells  form  the  chief  mass  of 
the  substance  of  a  lobule,  and  lie  in  the  inter- 
spaces of  the  capillary  plexus,  being  probably 
contained  in  a  tubular  network,  which  accord- 
ing to  some  authors  forms  the  origin  of  the 
biliary  ducts.  "" "™  ™"« ; °.  «««■  i 

The  portal  vein  carries  the  blood  to  the    ^^^^"ifwtK'Ji-ua 
liver,  from  which  the  bile  is  secreted;  the 

hepatic  vein  carries   the   superfluous   blood  p,-  451. 

from  the  liver,  and  the  bile  duct  carries  the 
bile  secreted  by  the  hepatic  cells. 

The  course  of  the  circulation  in  the  liver  is 
best  traced  in  the  natural  direction,  viz.,  from 
the  vena  porta)  to  the  hepatic  vein,  which  is  a 
branch  of  the  vena  cava.  The  portal  vein 
(Pig.  451)  gives  off  small  branches,  which,  as 
they  ramify  between  the  lobules  of  the  liver, 
are  called  the  interlobular  veins,  and  form  a 
plexus  surrounding  the  lobules.  Branches 
from  this  plexus  enter  the  substance  of  the 
lobule,  forming  a  capillary  network  inside  it, 
the  intralobular  capillary  plexus.  These 
veins  unite  into  one  which  issues  from  the 
lobule,  the  intralobular  vein,  forming  as  it 
were  the  stalk  or  axis  of  the  lobule.  The 
intralobular  veins  run  into  Bmall  branches — 
swfilobular — around  which  therefore  the  lobules 
are  clustered,  and  which  are  the  radicles  of  the 
hepatic  veins.  These  veins  (as  mentioned  at  mmi;  »,tba>idBortbaTeiBwhichi>i«puatiid 
p.  584)  finally  converge  to  form  three  large  «™  "»•  »™i  bj  «•  i»f»u«  «rtwr  »4  d««t, 
trunks  which  open  into  the  vena  cava,  while  r«i^n^^TrtV^r«"«i"V*™nghrfwV"h 
that  vessel  is  situated  in  the  fissure  appro-  »,„  ,„„  tha  outn»«  of  »•  iot™w  ui  tn* 
priated  to  it  at  the  back  of  the  liver.  «pmin(.  w  of  tb>  huariotain  ™in* ;/,  T»gu 

The  hepatic  cells  are  of  a  more  or  less  sphe-    J^JJf^  xi.rB.n-  g,  b.p.uo  »rt,rj;  *, 
roidal   form;  but  may  be  rounded,  flattened, 

or  many-sided,  from  mutual  compression.  They  vary  in  size  from  the  Tifoj  to 
the  3Jtv  of  an  inch  in  diameter,  and  contain  a  distinct  nucleus  in  the  interior,  or 
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sometimes  two.  In  the  nucleus  is  a  highly  refracting  nucleolus,  with  granules. 
The  cell -contents  are  viscid,  and  contain  yellow  particles,  the  coloring  matter  of 
the  bile,  and  oil-globules.  The  cells  adhere  together  by  the  surfaces,  so  as  to 
form  rows,  which  radiate  from  the  centre  towards  the  circumference  of  the 
lobule.    These  cells  are  the  chief  agents  in  the  secretion  of  the  bile. 

Fig.  452. 


A  den.s  IJitem  of  Mpllltrr  Temlt  In  brtwton  IhBm. 

Origin  of  the  biliary  ducts.  Three  views  have  prevailed  in  recent  times  a?  to 
the  origin  of  the  biliary  ducts.  1.  That  they  commence  external  to  the  lobules 
in  an  interlobular  plexus,  the  bile  being  secreted  by  the  hepatic  cells  within  the 
lobule,  and  passing  into  the  radicles  of  the  ducts  by  osmosis  from  those  cells. 
This  was  Kiernan's  view.1  2.  The  other  two  views  coincide  in  the  belief  that 
the  radicles  of  the  biliary  ducts  commence  within  the  lobules  by  a  plexus  of 
m(ralobular  channels,  but  they  differ  as  to  the  relation  between  these  channels 
and  the  hepatic  cells:  the  one,  which  we  will  call  Beale's  view,  teaches  that 
the  hepatic  cells  are  contained  within  the  intralobular  biliary  channels ;  3.  The 
other  view,  which  we  may  call  Bering's,  tenches  that  the  intralobular  biliary 
channels  lie  between  the  hepatic  cells.  This  anatomist  has  given  what  appears 
the  most  intelligible  description  of  the  minute  anatomy  of  the  liver,  and  one 
which  really  coincides  in  many  essential  points  with  the  original  description  of 
Kiernan,  as  well  as  with  that  of  Beale.  Hering  describes  the  liver  cells  as  lying 
packed  together  in  the  channels  which  are  formed  between  the  meshes  of  the 
capillary  bloodvessels,  but  separated  from  the  wall  of  the  capillary  by  a  clear 
space.  In  the  centre  of  the  line  which  forms  the  base  of  a  pair  of  cells  (or 
more  rarely  in  the  human  subject  in  the  angle  formed  by  the  meeting  of  several 
cells)  a  minute  channel  is  formed,  which  is  the  radicle  of  the  bile  duct,  the 
intralobular  biliary  channel,  much  smaller  than  the  capillary  or  the  hepatic 
cells.  Kiernan's  view  would  confine  the  name  of  biliary  ducts  to  the  bile 
passages  external  to  the  lobule  (intralobular),  while  Beale's  view  would  regard 
the  whole  intercapillary  channel,  bile  cells  and  all,  as  an  intralobular  biliary 
passage.  Hering's  view  is  in  most  respects  the  same  as  Chrzonszczewsky's, 
who  first  succeeded  in  demonstrating  these  intralobular  (or  intercellular)  biliary 
passages  by  a  kind  of  auto-injection  in  living  animals — i.  e.,  by  injecting  coloring 

1  Kiernan,  however,  admitted  that  powiblv  the  biliary  channel*  might  be  traced  some  abort 
distance  into  the  lobules,  whilst  others  (Henle,  etc.)  believed  that  they  originate  entirely  external 
to  the  lobules. 
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matter  into  the  blood  of  the  living  animal,  when  the  coloring  matter  may  be 

found  in  'the  bile-duuts.      The  ducts  form  a  plexus  (interlobular)  between  the 

lobules;  and  the  interlobular  branches  unite 

and  form  vaginal  branches,  which  lie  in  the  Fig-  453. 

portal  canals,  with  branches  of  the  portal  vein 

and  hepatic   duct.     The  ducts  finally  form 

two  large  trunks,  which  leave  the  liver  at 

the  transversa  fissure,  and  the  union  of  these 

is  the  hepatic  duct. 

The  Portal  vein,  on  entering  the  liver  at 
the  transverse  fissure,  divides  into  primary 
branches,  which  are  contained  in  the  portal 
canals,  together  with  branches  of  the  hepatic 
artery  and  duct,  and  the  nerves  and  lym- 
phatics. In  the  larger  portal  canals,  the 
vessels  are  separated  from  the  parietes,  and 
joined  to  each  other,  by  a  loose  cellular  web, 
the  capsule  of  Glisson.  The  veins,  as  they 
lie  in  the  portal  canals,  give  off  vaginal 
branches,  which  form  a  plexus  (vaginal 
plexus)  in  Glisson's  capsule.  From  this 
plexus,  and  from  the  portal  vein  itself,  the 
interlobular  veins  are  given  off.  Miereaeonieii  »ctian  from  tha  iivcr  of  >  child 

The  Hepatic  artery  appears  destined  chiefly  ••>«•  month,  old,  hardened  in  chromic  acta.  Th* 
for  the  nutrition  of  the  coats  of  the  large    heP»llB  *•"•  <*'•  with  tn*tr  .tMi»  m»i*t,  »» 

■       . ,         ,  ,    .,  .  °        ■rpmtod  from  Iho  Hplltuj  w»l]  lij  umill  Intcr- 

vessels,  the  ducts,  ana  the  investing  mem-  wning  ppmce.  Thec»nin«Hi'i(a)ei>nt»inito«eiY 
branes  of  the  liver.  It  enters  the  liver  at  eomp™.8d  *°i°»d,  ud  •  row  eoiorien,  blood 
the  transverse  fissure,  with   the  portal  vein    ■orP»*»i««-  *  '•*  oionKM*d  noeiei  belonging  to 

j    .     _    ,i.     i  j  -a  ..l       .i  '«•  oanlllarr  will  aro  lern.    Wllhln  the  IIm  of 

and  hepatic  duct,  and  ramifies  with  these    ]„««!,  (aaptmnt  between  two  henaiio«iii  u» 

vessels  through  the  portal  canals.     It  gives    inunnt  bmUm 'or .  wuarr  duct  u  •*ra  u  a 

off  vaginal  branches,  which  ramify  in  the    ■»»u  t™»p«™t  »i>im»  r*).  Tha™  i«  .i»  on*  at 

capsule  of  Glisson;  and  other  branches,  which    wm^f  Jj,      *""***1     *^**  e*u"  """i™° 

are  distributed  to  the  coats  of  the  vena  portte 

and  hepatic  duct.     From  the  vaginal  plexus,  Fig.  454. 

interlobular  branches  are  given  off,  which 

ramify  through  the  interlobular  fissures,  a 

few  branches  being  distributed  to  the  lobules. 

Kiernan  supposes  that  the  branches  of  the 

hepatic  artery  terminate  in  a  capillary  plexus, 

which  communicates  with  the  branches  of 

the  vena  portte. 

The  Hepatic  veins  commence  in  the  interior 
of  each  lobule  by  a  plexus,  the  branches  of 
which  converge  to  form  the  intralobular  vein. 

The  intralobular  vein  passes  through  the 
centre  of  the  lobule,  and  leaves  it  at  its  base 
to  terminate  in  a  sublobular  vein.  A  lr0B„c„8  ,Ktioa  of « email  pori»i  and  »d 

The  sublobular  veitts  unite  with  neighboring  lu  *«••■!■,  m*i  Kiaun.  i,  Porui  vein;  2,in- 
branches  to  form  larger  veins;  and  these  twiubuur  b»ocha«;  a,  br»uohe>  of  th*  vain 
join  to  form  the  large  hepatic  trunks,  which  SJ^Jj/J^^'J;  I^at'cYn'o'i"  SujU 
terminate  in  the  vena  cava.  mmrj. 

Gall-Bl  adder. 

The  Gall-bladder  is  the  reservoir  for  the  bile;  it  is  a  conical  or  pear-shaped 
membranous  sac,  lodged  in  a  fossa  on  the  under  surface  of  the  right  lobe  of  the 
liver,  and  extending  from  near  the  right  extremity  of  the  transverse  fissure  to 
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the  anterior  free  margin  of  the  organ.  It  is  about  four  inches  in  length,  one 
inch  in  breadth  at  its  widest  part,  and  holds  from  eight  to  ten  drachms.  It  is 
divided  into  a  fundus,  body,  and  neck.  The  fundus,  or  broad  extremity,  is 
directed  downwards,  forwards,  and  to  the  right,  and  occasionally  projects  from 
the  anterior  border  of  the  liver;  the  body  and  neck  are  directed  upwards  and 
backwards  to  the  left.  The  gall-bladder  is  held  in  its  position  by  the  peritoneum, 
which,  in  the  majority  of  cases,  passes  over  its  under  surface,  but  the  serous 
membrane  occasionally  invests  the  gall-bladder,  which  then  is  connected  to  the 
liver  by  a  kind  of  mesentery. 

Relations.  The  body  of  the  gall-bladder  is  in  relation,  by  its  upper  surface, 
with  the  liver,  to  which  it  is  connected  by  areolar  tissue  and  vessels;  by  its 
under  surface,  with  the  first  portion  of  the  duodenum,  occasionally  the  pyloric 
end  of  the  stomach,  and  the  hepatic  flexure  of  the  colon.  The  fundus  is  com- 
pletely invested  by  peritoneum;  it  is  in  relation,  in  front,  with  the  abdominal 
parietes,  immediately  below  the  tenth  costal  cartilage ;  behind,  with  the  trans- 
verse arch  of  the  colon.  The  neck  is  narrow,  and  curves  upon  itself  like  the 
italic  letter/;  at  its  point  of  connection  with  the  body  and  with  the  cystic  duct, 
it  presents  a  well-marked  constriction. 

When  the  gall-bladder  is  distended  with  bile  or  calculi,  the  fundus  may  be  felt  through  the 
abdominal  parietes,  especially  in  an  emaciated  subject:  the  relations  of  this  sac  will  also  serve  to 
explain  the  occasional  occurrence  of  abdominal  biliary  fistulae,  through  which  biliary  calculi  may 
pass  out,  and  of  the  passage  of  calculi  from  the  gall-bladder  into  the  stomach,  duodenum,  or  colon, 
which  occasionally  happens. 

Structure.  The  gall-bladder  consists  of  three  coats :  serous,  fibrous  and  mus- 
cular, and  mucous. 

The  external  or  serous  coat  is  derived  from  the  peritoneum;  it  completely 
invests  the  fundus,  but  covers  the  body  and  neck  only  on  their  under  surface. 

The  middle  or  fibrous  coat  is  a  thin  but  strong  fibrous  layer,  which  forms  the 
framework  of  the  sac,  consisting  of  dense  fibres  which  interlace  in  all  directions. 
Plain  muscular  fibres  are  also  found  in  this  coat,  disposed  chiefly  in  a  longi- 
tudinal direction,  a  few  running  transversely. 

The  internal  or  mucous  coat  is  loosely  connected  with  the  fibrous  layer.  It  is 
generally  tinged  with  a  yellowish-brown  color,  and  is  everywhere  elevated  into 
minute  rugae,  by  the  union  of  which  numerous  meshes  are  formed ;  the  depressed 
intervening  spaces  having  a  polygonal  outline.  The  meshes  are  smaller  at  the 
fundus  and  neck,  being  most  developed  about  the  centre  of  the  sac.  Opposite 
the  neck  of  the  gall-bladder,  the  mucous  membrane  projects  inwards  so  as  to 
form  a  large  valvular  fold. 

The  mucous  membrane  is  covered  with  columnar  epithelium,  and  secretes  an 
abundance  of  thick  viscid  mucus ;  il  is  continuous  through  the  hepatic  duct 
with  the  mucous  membrane  lining  the  ducts  of  the  liver,  and  through  the  ductus 
communis  choledochus  with  the  mucous  membrane  of  the  alimentary  canal. 

The  Biliary  Ducts  are,  the  hepatic,  the  cystic,  and  the  ductus  communis 
choledochus. 

The  hepatic  duct  is  formed  of  two  trunks  of  nearly  equal  size,  which  issue 
from  the  liver  at  the  transverse  fissure,  one  from  the  right,  the  other  from  the 
left  lobe ;  these  unite,  and  pass  downwards  and  to  the  right  for  about  an  inch 
and  a  half,  to  join  at  an  acute  angle  with  the  cystic  duct,  and  so  form  the 
ductus  communis  choledochus. 

The  cystic  duct,  the  smallest  of  the  three  biliary  ducts,  is  about  an  inch  in 
length.  It  passes  obliquely  downwards  and  to  the  left  from  the  neck  of  the 
gall-bladder,  and  joins  the  hepatic  duct  to  form  the  common  duct.  It  lies  in 
the  gastro-hepatic  omentum,  in  front  of  the  vena  cava,  the  cystic  artery  lying  to 
its  left  side.  The  mucous  membrane  lining  its  interior  is  thrown  into  a  series 
of  crescentic  folds,  from  five  to  twelve  in  number,  which  project  into  the  duct  in 
regular  succession,  and  are  directed  obliquely  round  the  tube,  presenting  much 
the  appearance  of  a  continuous  spiral  valve.     They  exist  only  in  the  human 
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subject.    When  the  duct  has  been  distended,  the  interspaces  between  the  folds 
are  dilated,  so  as  to  give  to  its  exterior  a  sacculated  appearance. 

The  ductus  communis  chohdochus,  the  largest  of  the  three,  is  the  common  ex- 
cretory duct  of  the  liver  and  gall-bladder.  It  ia  about  three  inches  in  length, 
of  the  diameter  of  a  goose-quill,  and  formed  by  the  junction  of  the  cystic  and 
hepatic  ducts.    It  descends  along  the  right  border  of  the  lesser  omentum,  behind 

Fig.  455.— The  Farts  in  the  Gaslro-hepatie  Omentum,  its  anterior  Layer  being  removed, 


the  first  portion  of  the  duodenum,  in  front  of  the  vense  portie,  and  to  the  right 
of  the  hepatic  artery ;  it  then  passes  between  the  pancreas  and  descending  por- 
tion of  the  duodenum,  and,  running  for  a  short  distance  along  the  right  aide  of 
the  pancreatic  duct,  near  its  termination,  passes  with  it  obliquely  between  the 
mucous  and  muscular  coats,  the  two  opening  by  the  common  orifice  upon  the 
summit  of  a  papilla,  situated  at  the  inner  side  of  the  descending  portion  of  the 
duodenum,  a  little  below  its  middle. 

Structure.  The  coats  of  the  biliary  ducts  are,  an  external  or  fibrous,  and  an 
internal  or  mucous.  The  fibrous  coat  is  composed  of  a  strong  areolar  fibrous 
tissue.  The  mucous  coat  is  continuous  with  the  lining  membrane  of  the  hepatic 
ducts  and  gall-bladder,  and  also  with  that  of  the  duodenum.  It  is  provided 
with  numerous  glands,  the  orifices  of  which  arc  scattered  irregularly  in  the 
larger  ducts,  but  in  the  smaller  hepatic  ducts  are  disposed  in  two  longitudinal 
rows,  one  on  each  side  of  the  vessel.  These  glands  are  of  two  kinds.  Some  are 
ramified  tubes,  which  occasionally  anastomose,  and  from  the  sides  of  which  saccu- 
lar dilatations  are  given  off;  others  are  small  clustered  cellular  glands,  which  open 
either  separately  into  the  hepatic  duct,  or  into  the  ducts  of  the  tubular  glands. 

The  Pancreas. 

Diueetion.  The  pancreas  may  be  exposed  Tor  dissection  in  three  different  ways:  1.  By  raising 
the  liver,  drawing  down  the  stomach,  and  tearing  through  the  gastro-bepatic  omentum  and  the 
ascending  layer  or  the  transverse  mesocolon.  2.  By  raising  the  stomach,  the  arch  of  the  colon,  and 
great  omentum,  and  then  dividing  the  inferior  layer  of  the  transverse  meso-colon.  3.  By  dividing 
the  two  layers  of  peritoneum,  which  descend  from  the  great  enrvatnre  of  the  stomach  to  form  the 
great  omentum;  turning  tho  stomach  npwards.  and  then  catting  through  the  ascending  layer  of 
the  transverse  meso-colon.     {See  Fig.  433,  p.  764). 
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The  Pancreas  («»*-»i>'<n,  allJUsh)  is  a  conglomerate  gland,  analogous  in  its 
structure  to  the  salivary  glands.  In  shape  it  is  transversely  oblong,  flattened 
from  before  backwards,  and  bears  some  resemblance  to  a  dog's  tongue,  its  right 
extremity  being  broad,  and  presenting  a  sort  of  angular  bend  from  above  down- 
wards, called  the  head,  whilst  its  left  extremity  gradually  tapers  to  form  the  tail, 
the  intermediate  portion  being  called  the  body.  It  is  situated  transversely  across 
the  posterior  wall  of  the  abdomen,  at  the  back  of  the  epigastric  and  both  hypo- 
chondriac regions.  Its  length  varies  from  six  to  eight  inches,  its  breadth  is  an 
inch  and  a  half,  and  its  thickness  from  half  an  inch  to  an  inch,  being  greater  at 
its  right  extremity  and  along  its  upper  border.  Its  weight  varies  from  two  to 
three  and  a  half  ounces,  but  it  may  reach  six  ounces. 

The  Tight  extremity  or  head  of  the  pancreas  (Fig.  456)  is  curved  upon  itself 
from  above  downwards,  and  is  embraced  by  the  concavity  of  the  duodenum. 

Fig.  456. — The  Pancreas  and  its  Relations. 


The  common  bile-duct  descends  behind,  between  the  duodenum  and  pancreas: 
and  the  pancreaticoduodenal  artery  descends  in  front  between  the  same  parts. 
On  the  posterior  aspect  of  the  pancreas  is  a  lobular  fold  of  the  gland,  which 
passes  transversely  to  the  left,  behind  the  superior  mesenteric  vessels,  forming 
the  back  part  of  the  canal  in  which  they  are  contained.  It  is  sometimes  detached 
from  the  rest  of  the  gland,  and  is  called  the  lesser  pancreas. 

The  lesser  end  or  tail  of  the  pancreas  is  narrow  ;  it  extends  to  the  left  as  far  a* 
the  spleen,  and  is  placed  over  the  left  kidney  and  suprarenal  capsule. 

The  body  of  the  pancreas  is  convex  in  front,  and  covered  by  the  ascending 
layer  of  the  transverse  meso-colon  and  tho  posterior  surface  of  the  stomach. 

"The  posterior  surface  is  concave,  and  has  the  following  structures  interposed 
between  it  and  the  first  lumbar  vertebra:  the  superior  mesenteric  artery  and 
vein,  the  commencement  of  the  vena  porta,  the  vena  cava,  tho  aorta,  the  left 
kidney,  the  suprarenal  capsule,  and  the  corresponding  renal  vessels. 

The  upper  border  is  thick,  and  has  resting  upon  it,  near  its  centre,  the  c«Hac 
axis;  the  splenic  artery  and  vein  are  lodged  in  a  deep  groove  or  canal  in  this 
border ;  and  to  the  right,  the  first  part  of  the  duodenum  and  the  hepatic  artery 
are  in  relation  with  it. 

The  lower  border,  thinner  than  the  upper,  is  separated  from  the  transverse 
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{>ortion  of  the  duodenum  by  the  superior  mesenteric  artery  and  vein :  to  the 
eft  of  these  the  inferior  mesenterio  vein  ascends  behind  the  pancreas  to  join  the 
splenic  vein. 

The  pancreatic  duct,  called  the  canal  of  Wirsung  from  its  discoverer,  extends 
transversely  from  left  to  right  through  the  substance  of  the  pancreas,  nearer  to 
its  lower  than  its  upper  border,  and  lying  nearer  its  anterior  than  its  posterior 
surface.  In  order  to  expose  it,  the  superficial  portion  of  the  gland  must  be 
removed.  Traced  backwards,  it  is  found  to  commence  by  an  orifice  common  to 
it  and  the  ductus  communis  choledochus,  upon  the  summit  of  an  elevated  papilla, 
situated  at  the  inner  side  of  the  descending  portion  of  the  duodenum,  a  little 
below  its  middle :  from  this  papilla  it  passes  very  obliquely  through  the  mucous 
and  muscular  coats,  separates  itself  from  the  ductus  communis  choledochus,  and, 
ascending  slightly,  runs  from  right  to  left  through  the  middle  of  the  gland, 
giving  off  numerous  branches,  which  commence  in  its  lobules. 

Sometimes  the  pancreatic  duct  and  ductus  communis  choledochus  open  sepa- 
rately into  the  duodenum.  The  excretory  duct  of  the  lesser  pancreas  is  called 
the  ductus  pancreaticus  minor  ;  it  opens  into  the  main  duct  near  the  duodenum, 
and  sometimes  separately  into  that  intestine,  at  a  distance  of  an  inch  or  more 
from  the  termination  of  the  principal  duct. 

The  pancreatic  duct,  near  the  duodenum,  is  about  the  size  of  an  ordinary 
quill ;  its  walls  are  thin,  consisting  of  two  coats,  an  external  fibrous  and  an  in- 
ternal mucous ;  the  latter  is  thin,  smooth,  and  furnished,  near  its  termination, 
with  a  few  scattered  follicles. 

Sometimes  the  pancreatic  duct  is  double,  up  to  its  point  of  entrance  into  the 
duodenum. 

In  structure,  the  pancreas  closely  resembles  the  salivary  glands ;  but  it  is 
looser  and  softer  in  its  texture.  The  fluid  secreted  by  it  is  almost  identical  with 
saliva. 

Vessels  and  Nerves.  The  arteries  of  the  pancreas  are  derived  from  the  splenic, 
the  pancreatico-duodenal  branch  of  the  hepatic,  and  the  superior  mesenteric. 
Its  veins  open  into  the  splenic  and  superior  mesenteric  veins.  Its  lymphatics 
terminate  in  the  lumbar  glands.  Its  nerves  are  filaments  from  the  splenic 
plexus. 

The  Spleen. 

The  Spleen  is  usually  classified,  together  with  the  thyroid,  thymus,  and 
suprarenal  capsules,  as  one  of  the  ductless,  or  blood  glands.  It  possesses  no 
excretory  duct.  It  is  of  an  oblong  flattened  form,  soft,  of  very  brittle  consist- 
ence, highly  vascular,  of  a  dark  bluish-red  color,  and  situated  in  the  left  hypo- 
chondriac region,  embracing  the  cardiac  end  of  the  stomach.  It  is  invested  by 
peritoneum,  and  connected  with  the  stomach  by  the  gastro-splenic  omentum. 

Relation.  The  external  surface  is  convex,  smooth,  and  in  relation  with  the 
under  surface  of  the  Diaphragm,  which  separates  it  from  the  ninth,  tenth,  and 
eleventh  ribs  of  the  left  side.  The  internal  surface  is  slightly  concave,  and 
divided  by  a  vertical  fissure,  the  hilum,  into  an  anterior  or  larger,  and  a  poste- 
rior or  smaller  portion.  The  hilum  is  pierced  by  several  irregular  apertures, 
for  the  entrance  and  exit  of  vessels  and  nerves.  At  the  margins  of  the  hilum, 
the  two  layers  of  peritoneum  are  reflected  from  the  surface  of  the  spleen  on  to 
the  cardiac  end  of  the  stomach,  forming  the  gastro-splenic  omentum,  which  con- 
tains between  its  layers  the  splenic  vessels  and  nerves,  and  the  vasa  brevia. 
The  internal  surface  is  in  relation,  in  front,  with  the  great  end  of  the  stomach ; 
below,  with  the  tail  of  the  pancreas ;  and  behind,  with  the  left  crus  of  the  Dia- 
phragm, and  corresponding  suprarenal  capsule.  The  upper  end,  thick  and 
rounded,  is  in  relation  with  the  Diaphragm,  to  which  it  is  connected  by  a  fold 
of  peritoneum,  the  suspensory  ligament.  The  lower  end  is  pointed;  it  is  in 
relation  with  the  left  extremity  of  the  transverse  arch  of  the  colon.    The 
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anterior  marc/in  is  free,  rounded,  and  often  notched,  especially  below.  The 
posterior  margin  is  rounded,  and  lies  in  relation  with  the  left  kidney,  to  which 
it  is  connected  by  loose  areolar  tissue. 

The  spleen  is  held  in  its  position  by  two  folds  of  peritoneum  :  one,  the  gastro- 
splenic  omentum,  connects  it  with  the  Stomach;  and  the  Other,  the  suspensory 
ligament,  with  the  under  surface  of  the  Diaphragm. 

Fig.  497.— Transverse  Section  of  the  Spleen,  showing  the  Trabecular  Tissue 
and  the  Splenic  Vein  and  its  Brunches. 


The  size  and  weight  of  the  spleen  are  liable  to  very  extreme  variations  at 
different  periods  of  life,  in  different  individuals,  and  in  the  same  individual  under 
different  conditions.  In  the  adult,  in  whom  it  attains  its  greatest  size,  it  is 
usually  above  five  inches  in  length,  three  or  four  inches  in  breadth,  and  an  inch 
or  an  inch  and  a  half  in  thickness,  and  weighs  about  seven  ounces.  At  birth,  its 
weight,  in  proportion  to  the  entire  body,  is  almost  equal  to  what  is  observed  in 
the  adult,  being  as  1  to  850 ;  whilst  in  the  adult  it  varies  from  1  to  320  and 
400.  In  old  age,  the  organ  not  only  decreases  in  weight,  but  decreases  con- 
siderably in  proportion  to  the  entire  body,  being  as  1  to  700.  The  size  of  the 
spleen  is  increased  during  and  after  digestion,  and  varies  considerably  according 
to  the  state  of  nutrition  of  the  body,  being  large  in  highly-fed,  and  small  in 
starved  animals.  In  intermittent  and  other  fevers  it  becomes  much  enlarged, 
weighing  occasionally  from  18  to  20  pounds. 

Structure.  The  spleen  is  invested  by  two  coats :  an  external  serous,  and  an 
internal  fibrous  elastic  coat. 

The  external,  or  serous  coat,  is  derived  from  the  peritoneum  ;  it  is  thin,  smooth, 
and  in  the  human  subject  intimately  adherent  to  the  fibrous  elastic  coat.  It- 
invests  almost  the  entire  organ;  being  reflected  from  it,  at  the  hilum,  on  to 
the  great  end  of  the  stomach,  and  at  the  upper  end  of  the  organ  on  to  the  Dia- 
phragm. 

The  fibrous  elastic  coat  forms  the  framework  of  the  spleen.  It  invests  the 
exterior  of  the  organ,  and  at  the  hilum  is  reflected  inwards  upon  the  vessels  in 
tho  form  of  vaginas  or  sheaths.  From  these  sheaths,  as  well  as  from  the  inner 
surface  of  the  fibro-elastic  coat,  numerous  small  fibrous  bands,  trabecular  (Fig. 
457),  are  given  off  in  all  directions;  these  uniting,  constitute  the  areolar  frame- 
work of  the  spleen.  Tho  proper  coat,  the  sheaths  of  the  vessels  and  the  tra- 
becule, consist  of  a  dense  mesh  of  white  and  yellow  elastic  fibrous  tissues,  the 
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latter  considerably  predominating.  It  ia  owing  to  the  presence  of  this  tissue, 
that  the  spleen  possesses  a  considerable  amount  of  elasticity,  to  allow  of  the 
very  considerable  variations  in  size  that  it  presents  under  certain  circumstances. 
In  some  of  the  mammalia,  in  addition  to  the  usual  constituents  of  this  tunic, 
there  are  found  numerous  pale,  flattened,  spindle-shaped,  nucleated  fibres,  like 
unstriped  muscular  fibres.  It  is  probably  owing  to  this  structure,  that  the 
spleen  possesses,  when  acted  upon  by  the  galvanic  current,  faint  traces  of  con- 
tractility. 

The  proper  substance  of  the  spleen  or  spleen  pulp  is  inclosed  in  the  meshes  of 
a  fine  areolar  tissue,  composed  of  branching  corpuscles  similar  to  those  of  the 
common  connective  tissue.  The  spaces  formed  by  the  processes  of  these  cells 
incloBe  the  proper  elements  of  the  pulp,  which  are  now  to  be  described,  and  the 
radicles  of  the  veins  are  continuous  with  those  spaces,  their  walls  being  pro- 
longed into  the  processes  of  the  cells.  The  pulp  is  a  soft  mass  of  a  dark  reddish- 
brown  color,  consisting  of  colorless  and  colored  elements. 
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The  colorless  elements  consist  of  granular  matter;  nuclei,  about  the  size  of  the 
red  blood-disks,  homogeneous  or  granular  in  structure ;  and  nucleated  vesicles 
in  small  numbers.  These  elements  form,  probably,  one-half  or  two-thirds  of  the 
whole  substance  of  the  pulp,  filling  up  the  interspaces  formed  by  the  partitions 
of  the  spleen,  and  lying  in  close  contact  with  the  walls  of  the  capillary  vessels, 
so  aa  to  be  readily  acted  upon  by  the  nutrient  fluid  which  permeates  them. 
Thus  in  well- nourished  animals,  thev  form  a  large  partof  the  entire  bulk  of  the 
spleen,  whilst  they  diminish  in  number,  and  occasionally  are  wanting,  in  starved 
animals.  The  application  of  chemical  tests  shows  that  they  are  essentially  a 
proteine  compound. 

The  colored  elements  of  the  pulp  consist  of  red  blood-globules  and  of  colored 
corpuscles,  either  free,  or  included  in  cells.  Sometimes,  unchanged  blood-disks 
are  seen  included  in  a  cell;  but  more  frequently  the  included  blood -disks  are 
altered  both  in  form  and  color.  Besides  these,  numerous  deep-red.  or  reddish- 
yellow,  or  black  corpuscles  and  crystals,  either  single  or  aggregated  in  masses, 
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are  seen  diffused  throughout  the  pulp-substance :  these,  in  chemical  composition, 
are  closely  allied  to  the  hasmatin  of  the  blood. 

Malpigkian  Corpuscles.  On  examining  the  cut  surface  of  a  healthy  spleen,  a 
number  of  small  semi-opaque  bodies,  of  gelatinous  consistence,  are  seen  dissemi- 
nated throughout  its  substance;  these  are  the  splenic  or  Malpighian  corpuscles 
(Fig.  458).  They  may  be  seen  at  all  periods  of  life ;  but  they  are  more  distinct 
in  early  than  in  adult  life  or  old  age ;  and  they  are  much  smaller  in  man  than 
n  most  mammalia.  They  are  of  a  spherical  or  ovoid  form,  vary  considerably 
n  size  and  number,  and  are  of  a  semi-opaque  whitish  color.  Tbey  are  appended 
to  the  sheaths  of  the  smaller  arteries  and  their  branches,  presenting  a  resem- 
blance to  the  buds  of  the  moss  rose.     Each  consists  of  a  membranous  capsule, 

Fig.  459.— One  of  the  Splenic  Corpuscles,  showing  its  Relations  with  the  Bloodvessels. 


composed  of  fine  pale  fibres,  which  interlace  in  all  directions.  In  man,  the  cap- 
sule is  homogeneous  in  structure,  and  formed  by  a  prolongation  from  the 
sheaths  of  the  small  arteries  to  which  the  corpuscles  are  attached.  The  blood- 
vessels ramifying  on  the  surface  of  the  corpuscles,  consist  of  the  larger  ramifica- 
tions of  the  arteries  to  which  the  saceulus  is  connected ;  and  also  of  a  delicate 
capillary  plexus,  similar  to  that  surrounding  the  vesicles  of  other  glands.  These 
vesicles  have  also  a  close  relation  with  the  veins  (Fig.  459).  The  latter  vessels. 
which  are  of  considerable  size  even  at  their  origin,  commence  on  the  surface  of 
each  vesicle  throughout,  the  whole  of  its  circumference,  forming  a  dense  mesh 
of  veins,  in  which  the  Malpighian  corpuscle  is  inclosed.  It  is  probable,  that 
from  the  blood  contained  in  the  capillary  network,  the  material  is  separated 
which  is  occasionally  stored  up  in  the  cavity  of  the  corpuscle  ;  the  veins  being 
so  placed  as  to  carry  off,  under  certain  conditions,  those  contents  to  be  discharged 
again  into  the  circulation.  Each  capsule  contains  a  soft,  white,  semi-fluid  sub- 
stance, consisting  of  granular  matter,  nuclei  similar  to  those  found  in  the  pulp, 
and  a  few  nucleated  cells,  the  composition  of  which  is  apparently  albuminous. 
These  bodies  are  very  large  after  digestion  is  completed,  in  well-fed  animals,  and 
especially  in  those  fed  upon  albuminous  diet.  In  starved  animals,  they  disap- 
pear altogether. 
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The  minute  arteries  and  veins  are  inclosed  in  a  sheath  derived  from  the  capsule 
of  the  spleen,  and  containing,  according  to  some  anatomists,  unstriped  muscular 
fibres.  The  layers  of  this  sheath  (consisting  of  white  fibrous  and  elastic  tissue) 
are  permeated  by  lymphoid  corpuscles.  This  lymphoid  tissue  gives  rise  to  the 
Malpighian  bodies,  which  are  indeed  mere  localised  expansions  of  the  lymphoid 
sheaths  of  the  arteries  in  places  where  the  meshes  of  the  network  are  wider.' 
The  sheaths  of  the  veins  are  derived  from  the  capsule,  which  forms  an  elastic 
tube  {containing  muscular  fibres,  according  to  some  authors)  around  the  proper 
walls  of  the  vessels.  W.  Miiller  describes  processes  from  the  trabecules  which 
pass  into  the  sheaths  of  the  veins,  and  serve  to  keep  them  open  somewhat  as  the 
cerebral  sinuses  are  kept  patent  by  the  dura  mater. 

The  splenic  artery  ia  remarkable  for  its  large  size,  in  proportion  to  the  size 
of  the  organ;  and  also  for  its  tortuous  course.  It  divides  into  from  four  to  six 
branches,  which  enter  the  hilum  of  the  organ  and  ramify  throughout  its  sub- 
stance (Fig.  460),  receiving  sheaths  from  an  involution  of  the  external  fibrous 

Fig.  460.    -Transverse  Section  of  the  Human  Spleen,  showing  the  Distribution  of  the 
Splenic  Artery  and  its  Branches. 


tunic,  the  same  sheaths  also  investing  the  nerves  and  veins.  Each  branch  runs 
in  the  transverse  axis  of  the  organ,  from  within  outwards,  diminishing  in  size 
during  ite  transit,  and  giving  off,  in  its  passage,  smaller  branches,  some  of  which 
pass  to  the  anterior,  others  to  the  posterior  part;  these  ultimately  terminate  in 
the  proper  substance  of  the  spleen,  in  small  tufts  or  pencils  of  capillary  vessels, 
which  lie  in  direct  contact  with  the  pulp.  Each  of  the  larger  branches  of  the 
arteries  supplies  chiefly  that  region  of  the  organ  in  which  the  branch  ramifies, 
having  no  anastomosis  with  the  majority  of  the  othen  branches. 

The  capillaries,  supported  by  the  minute  trabecular,  traverse  the  pulp  in  all 
directions,  and  terminate  either  directly  in  the  veins,  or  open  into  lacunar  spaces, 
from  which  the  veins  originate. 

The  veins  are  of  large  size,  as  compared  with  the  size  of  the  organ ;  and  their 
distribution  is  limited,  like  that  of  the  arteries,  to  the  supply  of  a  particularpnrt 
of  the  gland;  they  are  much  larger  and  more  numerous  than  the  arteries.  They 
originate,  1st,  as  continuations  of  the  capillaries  of  the  arteries;  2d,  by  inter- 
cellular spaces  communicating  with  each  other  in  the  pulp;  3d,  by  distinct  ctecal 
pouches.    By  their  junction  they  form  four  to  six  branches,  which  emerge  from 

1  "  The  parenchyma  of  the  Mnl  pinion  bodies  is  formed  of  cells  and  a  retiform  intermediate 
substance ;  the  cells  aeree  in  their  characters  with  the  lymph-corpuscles  of  the  several  animals, 
and  they  are  constantly  found  in  various  stages  of  development."— W.  Mullbr,  in  Strieker's 
"  Handbook." 
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the  hilum;  and  these  uniting,  form  the  splenic  vein,  the  largest  branch  of  the 
vena  port®. 

The  veins  are  remarkable  for  their  numerous  anastomoses,  while  the  arteries 
hardly  anastomose  at  all. 

The  lymphatics  originate  in  two  ways,  i.  «.,  from  the  sheaths  of  the  arteries 
and  in  the  trabecule.  The  former  accompany  the  bloodvessels,  the  latter  pass 
to  the  superficial  lymphatic  plexus  whicn  may  be  seen  on  the  surface  01  the 
organ.  The  two  sets  communicate  in  the  interior  of  the  organ.  They  pass 
through  the  lymphatic  glands  at  the  hilum,  and  terminate  in  the  thoracic  duct. 

The  nerves  are  derivea  from  branches  of  the  right  and  left  semilunar  ganglia, 
and  right  pneumogastric  nerve. 


The  Thorax. 

The  Thorax  is  a  conical  framework,  formed  partly  of  bones,  and  partly  of 
the  soft  tissues  by  which  they  are  connected  together.  It  is  supported  and  its 
back  part  is  formed  by  the  middle,  or  dorsal,  region  of  the  spine.  It  is  narrow 
above,  broad  below,  flattened  before  and  behind,  and  somewhat  cordiform  on  a 
transverse  section. 

Boundaries.  The  thorax  is  bounded  in  front  by  the  sternum,  the  six  upper 
costal  cartilages,  the  ribs,  and  intercostal  muscles ;  at  the  sides,  by  the  ribs  and 
intercostal  muscles :  and  behind,  by  the  same  structures  and  the  dorsal  portion 
of  the  vertebral  column. 

The  superior  opening  of  the  thorax  is  bounded  on  each  side  by  the  first  rib ; 
in  front,  by  the  upper  border  of  the  sternum ;  and  behind,  by  tne  first  dorsal 
vertebra.  It  is  broader  from  side  to  side  than  from  before  backwards ;  and  its 
direction  is  backwards  and  upwards. 

The  lower  opening,  or  base,  is  bounded  in  front  by  the  ensiform  cartilage : 
behind,  by  the  last  dorsal  vertebra ;  and  on  each  side  by  the  last  rib,  the  Diaphragm 
filling  in  the  intervening  space.  Its  direction  is  obliquely  downwards  and  back- 
wards; so  that  the  cavity  of  the  thorax  is  much  deeper  on  the  posterior  than 
on  the  anterior  wall.  It  is  wider  transversely  than  from  before  backwards. 
Its  outer  surface  is  convex ;  but  it  is  more  flattened  at  the  centre  than  at  the 
sides.  Its  floor  is  higher  on  the  right  than  on  the  left  side,  corresponding  in 
the  dead  body  to  the  upper  border  of  the  fifth  costal  cartilage  on  the  right  side ; 
and  to  the  corresponding  part  of  the  sixth  cartilage  on  the  left  side. 

The  parts  which  pass  through  the  upper  opening  of  the  thorax  are,  from 
before  backwards,  the  Sterno-hyoid  and  Sterno-thyroid  muscles,  the  remains  of 
the  thymus  gland,  the  trachea,  oesophagus,  thoracic  duct,  and  the  longus  colli 
muscles  of  each  side ;  on  the  sides,  the  arteria  innominata,  the  left  common 
carotid  and  left  subclavian  arteries,  the  internal  mammary  and  superior  inter: 
costal  arteries,  the  right  and  left  venae  innominatee,  and  the  inferior  thyroid 
veins,  the  pneumogastric,  sympathetic,  phrenic,  and  cardiac  nerves,  the  anterior 
branch  of  the  first  dorsal  nerve,  and  the  recurrent  laryngeal  nerve  of  the  left 
side.  The  apex  of  each  lung,  covered  by  the  pleura,  also  projects  through  this 
aperture,  a  little  above  the  margin  of  the  first  rib. 

The  viscera  contained  in  the  thorax  are,  the  heart,  inclosed  in  its  membra- 
nous bag,  the  pericardium ;  and  the  lungs,  invested  by  the  pleurae. 

The  Pericardium. 

The  Pericardium  is  a  conical  membranous  sac,  in  which  the  heart  and  the 
commencement  of  the  great  vessels  are  contained.  It  is  placed  behind  the 
sternum,  and  the  cartilages  of  the  third,  fourth,  fifth,  sixth,  and  seventh  ribs  of 
the  left  side,  in  the  interval  between  the  pleurae. 

Its  apex  is  directed  upwards,  and  surrounds  the  great  vessels  about  two  inches 
above  their  origin  from  the  base  of  the  heart.  Its  base  is  attached  to  the  central 
tendon  of  the  Diaphragm,  extending  a  little  further  to  the  left  than  the  right 
side.  In  front  it  is  separated  from  the  sternum  by  the  remains  of  the  thymus 
gland  above,  and  a  little  loose  areolar  tissue  below ;  and  is  covered  bjr  .the 
margins  of  the  lungs,  especially  the  left.  Behind,  it  rests  upon  the  bronchi,  the 
oesophagus,  and  the  descending  aorta.     Laterally \  it  is  covered  by  the  pleura; 
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the  phrenic  vessels  and  nerve  descending  between  the  two  membranes  on  either 
side. 

The  pericardium  is  a  fibro-serous  membrane,  and  consists,  therefore,  of  two 
layers :  an  external  fibrous,  and  an  internal  serous. 

Thejibrous  layer  is  a  strong,  dense  membrane.  Above,  it  surrounds  the  great 
vessels  arising  from  the  base  of  the  heart,  on  which  it  is  continued  in  the  form 
of  tubular  prolongations,  which  are  gradually  lost  upon  their  external  coat ;  the 
strongest  being  that  which  incloses  the  aorta.  The  pericardium  may  be  traced, 
over  these  vessels,  to  become  continuous  with  the  deep  layer  of  the  cervical 
fascia.  Below,  it  is  attached  to  the  central  tendon  of  the  Diaphragm ;  and,  on 
the  left  side,  to  its  muscular  fibres. 

The  vessels  receiving  fibrous  prolongations  from  this  membrane  are  the  aorta, 
the  superior  vena  cava,  and  the  pulmonary  arteries  and  veins.    As  the  inferior 

Fig  461.— Front  View  of  the  Thorns.     The  Bibs  end  Sternnm  are  represented 
in  Relation  to  the  Lungs,  Heart,  and  other  Internal  Organs. 


vena  cava  enters  the  pericardium,  through  the  central  tendon  of  the  Diaphragm, 
it  receives  no  covering  from  the  fibrous  layer. 

The  serous  layer  invents  the  heart,  and  is  then  reflected  on  the  inner  surface 
of  the  pericardium.  It  consists,  therefore,  of  a  visceral  and  a  parietal  portion. 
The  former  invests  the  surface  of  the  heart,  and  the  commencement  of  the  great 
vessels,  to  the  extent  of  two  inches  from  their  origin ;  from  these,  it  is  reflected 
upon  the  inner  surface  of  the  fibrous  layer,  lining,  below,  the  upper  surface  of 
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the  central  tendon  of  the  Diaphragm.  The  serous  membrane  incloses  the  aorta 
and  pulmonary  artery  in  a  single  tube ;  but  it  only  partially  covers  the  superior 
and  inferior  vena  cava  and  the  four  pulmonary  veins.  Its  inner  surface  is 
smooth  and  glistening,  and  secretes  a  tain  fluid,  which  serves  to  facilitate  the 
movements  of  the  heart. 

The  arteries  of  the  pericardium  are  derived  from  the  internal  mammary,  the 
bronchial,  the  oesophageal,  and  the  phrenic. 

The  Heabt. 

The  Heart  is  a  hollow  muscular  organ  of  a  conical  form,  placed  between  the 
lungs,  and  inclosed  in  the  cavity  of  the  pericardium. 

Position.  The  heart  is  placed  obliquely  in  the  chest:  the  broad  attached  end, 
or  base,  is  directed  upwards  and  backwards  to  the  right,  and  corresponds  to  the 
interval  between  the  fifth  and  eighth  dorsal  vertebra :  the  apex  is  directed  for- 
wards and  to  the  left,  and  corresponds  to  the  interspace  between  the  cartilage 
of  the  fifth  and  sixth  ribs,  one  inch  to  the  inner  side,  and  two  inches  below  the 
left  nipple.  The  heart  is  placed  behind  the  lower  two-thirds  of  the  sternum, 
and  projects  further  into  the  left  than  into  the  right  cavity  of  the  chest,  extend- 
ing from  the  median  line  about  three  inches  in  the  former  direction,  and  only 
one  and  a  half  in  the  latter.  Its  upper  border  would  correspond  to  a  line  drawn 
across  the  sternum,  on  a  level  with  the  upper  border  of  the  third  costal  cartilages ; 
and  its  lower  border,  to  a  line  drawn  across  the  lower  end  of  the  gladiolus,  from 
the  costo-xiphoid  articulation  of  the  right  side,  to  the  point  above  mentioned, 
as  the  situation  of  the  apex.  The  lungs  cover  a  part  of  the  heart,  and  during 
inspiration,  when  their  borders  nearly  meet  behind  the  sternum,  a  thin  layer  of 
lung  covers  the  roots  of  all  the  large  vessels.  Hence  the  custom  of  making  a 
patient  hold  his  breath  whilst  examining  the  sounds  of  the  heart.  But  a  con- 
siderable portion  of  the  heart  is  always  uncovered  by  the  lungs  where  they 
recede  from  each  other  below.  This  "area  of  the  heart's  dulness,"  as  it  is  com- 
monly called,  is  said  by  Mr.  Holden1  to  be  indicated,  roughly,  but  sufficiently  for 
practical  purposes,  by  a  circle  one  inch  in  radius,  the  centre  of  which  is  midway 
between  the  nipple  and  the  end  of  the  sternum.  The  anterior  surface  of  the 
heart  is  rounded  and  convex,  directed  upwards  and  forwards,  and  formed  chiefly 
by  the  right  ventticle  and  part  of  the  left.  Its  posterior  surface  is  flattened, 
and  rests  upon  the  Diaphragm,  and  is  formed  chiefly  by  the  left  ventricle.  The 
right  border  is  long,  thin,  and  sharp ;  the  left  border  short,  but  thick  and  round. 

Size.  The  heart,  in  the  adult,  measures  five  inches  in  length,  three  inches 
and  a  half  in  breadth  in  the  broadest  part,  and  two  inches  and  a  half  in  thick- 
ness. The  prevalent  weight,  in  the  male,  varies  from  ten  to  twelve  ounces ;  in 
the  female  from  eight  to  ten :  its  proportions  to  the  body  being  as  1  to  169  in 
males;  1  to  149  in  females.  The  heart  continues  increasing  in  weight,  and  also 
in  length,  breadth,  and  thickness,  up  to  an  advanced  period  of  life ;  this  increase 
is  more  marked  in  men  than  in  women. 

Component  parts.  The  heart  is  subdivided  by  a  longitudinal  muscular  septum 
into  two  lateral  halves,  which  are  named  respectively,  from  their  position,  right 
and  left ;  and  a  transverse  constriction  divides  each  half  of  the  organ  into  two 
cavities,  the  upper  cavity  on  each  side  being  called  the  auricle,  the  lower  the 
ventricle.  The  right  is  the  venous  side  of  the  heart,  receiving  into  its  auricle 
the  dark  venous  blood  from  the  entire  body,  by  the  superior  and  inferior  vena 
cava,  and  coronary  sinus.  From  the  auricle,  the  blood  passes  into  the  right 
ventricle,  and  from  the  right  ventricle,  through  the  pulmonary  artery,  into  the 
lung3.  The  blood,  arterialized  by  its  passage  through  the  lungs,  is  returned  to 
the  left  side  of  the  heart  by  the  pulmonary  veins,  which  open  into  the  left  auricle ; 
from  the  left  auricle  the  blood  passes  into  the  left  ventricle,  and  from  the  left 

1  St  Barth.  Hosp.  Reports,  ii.  208. 
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ventricle  in  distributed,  by  the  aorta  and  its  subdivisions,  through  the  entire 
body.     This  constitutes  the  circulation  of  the  blood  in  the  adult. 

This  division  of  the  heart  into  four  cavities  is  indicated  by  grooves  upon  its 
surface.  The  great  transverse  groove  separating  the  auricles  from  the  ventri- 
cles is  called  the  auriculo-ventricular  groove.  It  is  deficient,  in  front,  from  being 
crossed  by  the  root  of  the  pulmonary  artery,  and  contains  the  trunk  of  the 
nutrient  vessels  of  the  heart.  The  auricular  portion  occupies  the  base  of  the 
heart,  aud  is  subdivided  into  two  cavities  by  a  medium  septum.  The  two  ven- 
tricles are  also  separated  into  a  right  and  left,  by  two  longitudinal  furrows,  the 
interventricular  grooves,  which  are  situated  one  on  the  anterior,  the  other  on  the 
posterior  surface :  these  extend  from  the  base  to  the  apex  of  the  organ  ;  the  former 
being  situated  nearer  to  the  left  border  of  tho  heart,  and  the  latter  to  the  right. 
It  follows,  therefore,  that  the  right  ventricle  forms  the  greater  portion  of  the 
anterior  surface  of  the  heart,  and  the  left  ventricle  more  of  its  posterior  surface. 

Each  of  these  cavities  should  now  be  separately  examined. 

The  Right  Auricle  is  a  little  larger  than  the  left,  its  walls  somewhat  thinner, 
measuring  about  one  line ;  and  its  cavity  is  capable  of  containing  about  two 
ounces.  It  consists  of  two  parts,  a  principal  cavity,  or  sinus,  and  an  appendix 
auricuhe. 

Fig.  462.— The  Right  Auricle  and  Ventricle  laid  open, 
tbe  Anterior  Walls  of  both  being  removed. 


The  sin-us  is  the  large  quadrangular  cavity,  placed  between  the  two  vcn» 
cavae ;  its  walls  are  extremely  thin ;  it  is  connected  below  with  the  right  ven- 
tricle, and  internally  with  the  left  auricle,  being  free  in  the  rest  of  its  extent. 

The  appendix  auriculee,  so  called  from  its  fancied  resemblance  to  a  dog's  ear, 
is  a  small  conical  muscular  pouch,  the  margins  of  which  present  a  dentated  edge. 
It  projects  from  the  sinus  forwards  and  to  the  left  side,  overlapping  the  root  of 
the  pulmonary  artery. 


Openings. 
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To  examine  tbe  interior  of  the  auricle,  a  transverse  incision  should  be  made  along  its  ventric- 
ular margin,  from  its  right  border  to  the  appendix ;  and  from  the  middle  of  this,  a  second  incision 
should  be  carried  upwards  along  the  inner  side  of  the  two  venae  cava?. 

The  following  parts  present  themselves  for  examination : — 

Superior  cava. 

Inferior  cava.  ,  Eufltachian> 

Coronary  sinus  Valves,  j  Cor 

Foramina  Thebesn.  l  J 

Auriculo-  ventricular. 
Eelics  of  foetal      (  Annulus  ovalis. 
structure.  (  Fossa  ovalis. 

Musculi  pectinati. 

Openings.  The  superior  vena  cava  returns -the  blood  from  the  upper  half  of 
the  body,  and  opens  into  the  upper  and  front  part  of  the  auricle,  the  direction  of 
its  orifice  being  downwards  ana  forwards. 

The  inferior  vena  cava,  larger  than  the  superior,  returns  the  blood  from  the 
lower  half  of  the  body,  and  opens  into  the  lowest  part  of  the  auricle,  near  the 
septum,  the  direction  of  its  orifice  being  upwards  and  inwards.  The  direction 
of  a  current  of  blood  through  the  superior  vena  cava  would  consequently  be 
towards  the  auriculo- ventricular  orifice;  whilst  the  direction  of  the  blood 
through  the  inferior  cava  would  be  towards  the  auricular  septum.  This  is  the 
normal  direction  of  the  two  currents  in  foetal  life. 

The  tuberculum  Loweri  is  a  small  projection  on  the  right  wall  of  the  auricle, 
between  the  two  cavae.  This  is  most  distinct  in  the  hearts  of  quadrupeds;  in 
man,  it  is  scarcely  visible.  It  was  supposed  by  Lower  to  direct  the  blood  from 
the  superior  cava  towards  the  auriculo- ventricular  opening. 

The  coronary  sinus  opens  into  the  auricle,  between  the  inferior  vena  cava  and 
the  auriculo- ventricular  opening.  It  returns  the  blood  from  the  substance  of 
the  heart,  and  is  protected  by  a  semicircular  fold  of  the  lining  membrane  of  the 
auricle,  the  coronary  valve.  The  sinus,  before  entering  the  auricle,  is  consider- 
ably dilated — nearly  to  the  size  of  the  end  of  the  little  finger.  Its  wall  is  partly 
muscular,  and,  at  its  junction  with  the  great  coronary  vein,  is  somewhat  con- 
stricted, and  furnished  with  a  valve,  consisting  of  two  unequal  segments. 

The  foramina  Thebesii  are  numerous  minute  apertures,  the  mouths  of  small 
veins  {vends  cordis  minimee),  which  open  on  various  parts  of  the  inner  surface  of 
the  auricle.  They  return  the  blood  directly  from  the  muscular  substance  of  the 
heart.  Some  of  these  foramina  are  minute  depressions  in  the  walls  of  the  heart, 
presenting  a  closed  extremity. 

The  auriculo-ventricular  opening  is  the  large  oval  aperture  of  communication 
between  the  auricle  and  the  ventricle,  to  be  presently  described. 

Valves.  The  Eustachian  valve  is  situated  between  the  anterior  margin  of 
the  inferior  vena  cava  and  the  auriculo- ventricular  orifice.  It  is  semilunar  in 
form,  its  convex  margin  being  attached  to  the  wall  of  the  vein;  its  concave 
margin,  which  is  free,  terminating  in  two  cornua,  of  which  the  left  is  attached 
to  the  anterior  edge  of  the  annulus  ovalis;  the  right  being  lost  on  the  wall  of 
the  auricle.  The  valve  is  formed  by  a  duplicature  of  the  lining  membrane  of 
the  auricle,  containing  a  few  muscular  fibres. 

In  the  fcetus,  this  valve  is  of  large  size,  and  serves  to  direct  the  blood  from 
the  inferior  vena  cava,  through  the  foramen  ovale,  into  the  left  auricle. 

In  the  adult,  it  is  occasionally  persistent,  and  may  assist  in  preventing  the 
reflux  of  blood  into  the  inferior  vena  cava;  more  commonly,  it  is  small,  and  its 
free  margin  presents  a  cribriform  or  filamentous  appearance;  occasionally,  it  is 
altogether  wanting. 

The  coronary  valve  is  a  semicircular  fold  of  the  lining  membrane  of  the  auricle, 
protecting  the  orifice  of  the  coronary  sinus.    It  prevents  the  regurgitation  of 
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blood  into  the  sinus  during  the  contraction  of  the  auricle.  This  valve  is  occa- 
sionally double. 

The  fossa  ovalis  is  an  oval  depression,  corresponding  to  the  situation  of  the 
foramen  ovale  in  the  foetus.  It  is  situated  at  the  lower  part  of  the  septum  ami- 
cularum,  above  the  orifice  of  the  inferior  vena  cava. 

The  annulus  ovalis  is  the  prominent  oval  margin  of  the  foramen  ovale.  It  is 
most  distinct  above,  and  at  the  sides;  below  it  is  deficient.  A  small  slit-like 
valvular  opening  is  occasionally  found,  at  the  upper  margin  of  the  fossa  ovalis, 
which  leads  upwards,  beneath  the  annulus,  into  the  left*  auricle,  and  is  the 
remains  of  the  aperture  between  the  two  auricles  in  the  foetus. 

The  musculi  pectinati  are  small,  prominent  muscular  columns,  which  run  across 
the  inner  surface  of  the  appendix  auriculas,  and  adjoining  portion  of  the  wall  of 
the  sinus.  They  have  received  the  name,  pectinati,  from  the  fancied  resemblance 
they  bear  to  the  teeth  of  a  comb. 

The  Right  Ventricle  is  triangular  in  form,  and  extends  from  the  right 
auricle  to  near  the  apex  of  the  heart.  Its  anterior  or  upper  surface  is  rounded 
and  convex,  and  forms  the  larger  part  of  the  front  of  the  heart.  Its  posterior 
or  under  surface  is  flattened,  rests  upon  the  Diaphragm,  and  forms  only  a  small 
part  of  the  back  of  the  heart.  Its  inner  wall  is  formed  by  the  partition  between 
the  two  ventricles,  the  septum  ventriculorum,  the  surface  of  which  is  convex,  and 
bulges  into  the  cavity  of  the  right  ventricle.  Superiorly,  the  ventricle  forms  a 
conical  prolongation,  the  infundibulum,  or  conus  arteriosus,  from  which  the 
pulmonary  artery  arises.  The  walls  of  the  right  ventricle  are  thinner  than 
those  of  the  left,  the  proportion  between  them  being  as  1  to  3  or  4.  The  wall 
is  thickest  at  the  base,  and  gradually  becomes  thinner  towards  the  apex.  The 
cavity,  which  equals  that  of  the  left  ventricle,  is  capable  of  containing  about 
two  fluidounces. 

To  examine  the  interior,  an  incision  should  be  made  a  little  to  the  right  of  the  anterior  ven- 
tricular groove  from  the  pulmonary  artery  to  the  apex  of  the  heart,  and  should  be  carried  up 
from  thence  along  the  right  border  of  the  ventricle,  as  far  as  the  auriculo-ventricular  opening. 

The  following  parts  present  themselves  for  examination : — 

O  pnino-s  i  Auriculo-ventricular. 

P  (  Opening  of  the  pulmonary  artery. 

YalVeS  J  Tricuspid. 

(  Semilunar. 

And  a  muscular  and  tendinous  apparatus  connected  with  the  tricuspid  valve : — 
Column*©  carnea).  Chord®  tendinera. 

The  auriculo-ventricular  orifice  is  the  large  oval  aperture  of  communication 
between  the  auricle  and  ventricle.  It  is  situated  at  the  base  of  the  ventricle, 
near  the  right  border  of  the  heart,  and  corresponds  to  the  centre  of  the  sternum 
between  the  third  costal  cartilages.  The  opening  is  about  an  inch  in  diameter,1 
oval  from  side  to  side,  surrounded  by  a  fibrous  ring,  covered  by  the  lining  mem- 
brane of  the  heart,  and  rather  larger  than  the  corresponding  aperture  on  the 
left  side,  being  sufficiently  large  to  admit  the  ends  of  three  fingers.  It  is  guarded 
by  the  tricuspid  valve. 

The  opening  of  the  pulmonary  artery  is  circular  in  form,  and  situated  at  the 
summit  of  the  conus  arteriosus,  close  to  the  septum  ventriculorum.  It  is  placed 
on  the  left  side  of  the  auriculo-ventricular  opening,  upon  the  anterior  aspect  of 

1  In  the  Pathological  Transactions,  vol.  vi.  p.  119,  Dr.  Peacock  has  given  some  careful 
researches  upon  the  weight  and  dimensions  of  the  heart  in  health  and  disease.  He  states,  as  the 
result  of  his  investigations,  that,  in  the  healthy  adult  heart,  the  right  auriculo-ventricular  aperture 
has  a  mean  circumference  of  54.4  lines,  or  4|{  inches ;  the  left  auriculo-ventricular  aperture  a 
mean  circumference  of  44.3  lines,  or  3§f  inches;  the  pulmonic  orifice  of  40  lines,  or  3||  inches; 
and  the  aortic  orifice  of  35.5  lines,  or  3f<y  inches;  but  tne  dimensions  of  the  orifices  varied  greatly 
in  different  cases,  the  right  auriculo-ventricular  apertnre  having  a  range  of  from  45  to  60  lines, 
and  the  others  in  the  same  proportion. 
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the  heart,  and  corresponds  to  the  upper  border  of  the  third  costal  cartilage  of 
the  left  side,  close  to  the  sternum.  Its  orifice  is  guarded  by  the  pulmonary 
semilunar  valves. 

The  tricuspid  valve  consists  of  three  segments  of  a  triangular  or  trapezoidal 
shape,  formed  by  a  duplicature  of  the  lining  membrane  of  the  heart,  strengthened 
by  a  layer  of  fi  orous  tissue,  and  containing,  according  to  Kxirschner  and  Senac, 
muscular  fibres.  These  segments  are  connected  by  their  bases  to  the  auriculo- 
ventricular  orifice,  and  by  their  sides  with  one  another,  so  as  to  form  a  con- 
tinuous annular  membrane,  which  is  attached  round  the  margin  of  the  auriculo- 
ventricular  opening,  their  free  margins  and  ventricular  surfaces  affording 
attachment  to  a  number  of  delicate  tendinous  cords,  the  chordae  tendinese.  The 
largest  and  most  movable  segment  is  placed  towards  the  left  side  of  the  auriculo- 
ventricular  opening;  interposed  between  that  opening  and  the  pulmonary  artery. 
Another  segment  corresponds  to  the  front  of  the  ventricle ;  and  a  third  to  its 
posterior  wall.  The  central  part  of  each  segment  is  thick  and  strong;  the  lateral 
margins  are  thin  and  indented.  The  chordsB  tendineaa  are  connected  with  the 
adjacent  margins  of  the  principal  segments  of  the  valve,  and  are  further  attached 
to  each  segment  in  the  following  manner:  1.  Three  or  four  reach  the  attached 
margin  of  each  segment,  where  they  are  continuous  with  the  auriculo- ventricular 
tendinous  ring.  2.  Others,  four  to  six  in  number,  are  attached  to  the  central 
thickened  part  of  each  segment.  3.  The  most  numerous  and  finest  are  con- 
nected with  the  marginal  portion  of  each  segment. 

The  columnse  carnese  are  the  rounded  muscular  columns  which  project  from 
nearly  the  whole  of  the  inner  surface  of  the  ventricle,  excepting  near  the  open- 
ing of  the  pulmonary  artery.  They  may  be  classified,  according  to  their  mode 
of  connection  with  the  ventricle,  into  three  sets.  The  first  set  merely  form 
prominent  ridges  on  the  inner  surface  of  the  ventricle,  being  attached  by  their 
entire  length  on  one  side,  as  well  as  by  their  extremities.  The  second  set  are 
attached  by  their  two  extremities,  but  are  free  in  the  rest  of  their  extent ;  whilst 
the  third  set  (musculi  papiUares\  three  or  four  in  number,  are  attached  by  one 
extremity  to  the  wall  of  the  heart,  the  opposite  extremity  giving  attachment  to 
the  chordm  tendinese.  The  tricuspid  valve  is  situated  behind  the  middle  of  the 
sternum,  about  the  level  of  the  fourth  costal  cartilage. 

The  semilunar  valves,  three  in  number,1  guard  the  orifice  of  the  pulmonary 
artery.  They  consist  of  three  semicircular  folds,  formed  by  a  duplicature  of  the 
lining  membrane,  strengthened  by  fibrous  tissue.  They  are  attached,  by  their 
convex  margins,  to  the  wall  of  the  artery,  at  its  junction  with  the  ventricle,  the 
straight  border  being  free,  and  directed  upwards  in  the  course  of  the  vessel, 
against  the  sides  of  which  the  valve-flaps  are  pressed  during  the  passage  of  the 
blood  along  the  artery.  The  free  margin  of  each  is  somewhat  thicker  than  the 
rest  of  the  valve,  is  strengthened  by  a  bundle  of  tendinous  fibres,  and  presents, 
at  its  middle,  a  small  projecting  fibro-cartilaginous  nodule,  called  corpus  Arantii. 
From  this  nodule,  tendinous  fibres  radiate  through  the  valve  to  its  attached 
margin,  and  these  fibres  form  a  constituent  part  of  its  substance  throughout  its 
whole  extent,  excepting  two  narrow  lunatea  portions,  placed  on  either  side  of 
the  nodule,  immediately  behind  the  free  margin ;  here,  the  valve  is  thin,  and 
formed  merely  by  the  lining  membrane.  During  the  passage  of  the  blood  along 
the  pulmonary  artery,  these  valves  are  pressed  against  the  sides  of  the  cylinder, 
and  the  course  of  the  blood  along  the  tube  is  uninterrupted;  but  during  the 
ventricular  diastole,  when  the  current  of  blood  along  the  pulmonary  artery  is 
checked,  and  partly  thrown  back  by  its  elastic  walls,  these  valves  become  imme- 
diately expanded,  and  effectually  close  the  entrance  of  the  tube.  When  the 
valves  are  closed,  the  lunated  portions  of  each  are  brought  into  contact  with 

1  The  pulmonary  semilunar  valves  have  been  found  to  be  two  in  number  instead  of  three  (Dr. 
Hand,  of  St  Paul,  Minn.,  in  the  "  North- Western  Med.  and  Surg.  Journ.,"  July,  1873),  and  the 
same  variety  is  more  frequently  noticed  in  the  aortic  semilunar  valves. 
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one  another  by  their  opposed  surfaces,  the  three  fibro-cartilaginous  nodules 
filling  up  the  small  triangular  space  that  would  be  otherwise  left  by  the  approxi- 
mation of  the  three  semilunar  folds. 

Between  the  semilunar  valves  and  the  commencement  of  the  pulmonary  artery 
are  three  pouches  or  dilatations,  one  behind  each  valve.  These  are  the  pulmo- 
nary sinuses  (sinuses  of  Valsalva).  Similar  sinuses  exist  between  the  semilunar 
valves  and  the  commencement  of  the  aorta ;  they  are  larger  than  the  pulmonary 
sinuses.  The  blood,  in  its  regurgitation  towards  the  heart,  finds  its  way  into 
these  sinuses,  and  so  shuts  down  the  valve-flaps.  The  pulmonary  valvea  are 
situated  behind  the  junction  of  the  left  third  rib  with  the  sternum. 

The  Left  Auricle  is  rather  smaller  but  thicker  than  the  right,  measuring 
about  one  line  and  a  half;  it  consists,  like  the  right,  of  two  parts,  a  principal 
cavity  or  sinus,  and  an  appendix  auriculie. 

The  sinus  is  cuboidal  in  form,  and  concealed  in  front  by  the  pulmonary  artery 
and  aorta;  internally,  it  is  separated  from  the  right  auricle  by  the  septum  auricu- 
larum;  behind,  it  receives  on  each  side  the  pulmonary  veins,  being  free  in  the 
rest  of  its  extent. 

Pig.  463. — The  Left  Auricle  and  Ventricle  laid  open,  the  anterior  Walla  of  both  being  removed. 


The  appendix  auriculse  is  somewhat  constricted  at  its  junction  with  the  auricle; 
it  is  longer,  narrower,  and  more  curved  than  that  of  the  right  side,  and  its 
margins  more  deeply  indented,  presenting  a  kind  of  foliated  appearance.  Its 
direction  is  forwards  and  towards  the  right  Bide,  overlapping  the  root  of  the 
pulmonary  artery. 

In  order  to  examine  its  interior,  a  horizontal  inc 
of  the  auricle  to  the  ventricle ;  and  from  the  roidi 
np  wards. 

The  following  parts  then  present  themselves  for  examination  :- 
The  openings  of  the  four  pulmonary  veins. 
A  uriculo- ventricular  opening, 

Musculi  pectinati. 
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The  pulmonary  veins,  four  in  number,  open,  two  into  the  right,  and  two  into 
the  left  side  of  the  auricle.  The  two  left  veins  frequently  terminate  by  a 
common  opening.     They  are  not  provided  with  valves. 

The  auriculo-ventricular  opening  is  the  large  oval  aperture  of  communication 
between  the  auricle  and  ventricle.  It  is  rather  smaller  than  the  corresponding 
opening  on  the  opposite  side  (see  note,  p.  804). 

The  musculi pectinati  are  fewer  in  number  and  smaller  than  on  the  right  side;  • 
they  are  confined  to  the  inner  surface  of  the  appendix. 

On  the  inner  surface  of  the  septum  auricularum  may  b#  seen  a  lunated  im- 
pression, bounded  below  by  a  crescentic  ridge,  the  concavity  of  which  is  turned 
upwards.    The  depression  is  just  above  the  fossa  ovalis  in  the  right  auricle. 

The  Left  Ventricle  is  longer  and  more  conical  in  shape  than  the  right  ven- 
tricle. It  forms  a  small  part  of  the  left  side  of  the  anterior  surface  of  the  heart, 
and  a  considerable  part  of  its  posterior  surface.  It  also  forms  the  apex  of  the 
heart  by  its  projection  beyond  the  right  ventricle.  Its  walls  are  much  thicker 
than  those  of  the  right  ventricle,  the  proportion  being  about  3  to  1.  They  are 
also  thickest  in  the  broadest  part  of  the  ventricle,  becoming  gradually  thinner 
towards  the  base,  and  also  towards  the  apex,  which  is  the  thinnest  part. 

Its  cavity  should  be  opened,  by  making  an  incision  through  its  anterior  wall  along  the  left 
side  of  the  ventricular  septum,  and  carrying  it  round  the  apex  and  along  its  posterior  surface  to 
the  auriculo-ventricular  opening. 

The  following  parts  present  themselves  for  examination : — 

Oneninas       J  Auriculo-ventricular.  Valves       i  Mitral- 

upemngs.     j  Aortio-  Valves,      j  Semilunar. 

Chordse  tcndine®.  Column®  carneae. 

The  auriculo-ventricular  opening  is  placed  to  the  left  of  the  aortic  orifice, 
beneath  the  right  auriculo-ventricular  opening,  opposite  the  centre  of  the 
sternum.  It  is  a  little  smaller  than  the  corresponding  aperture  of  the  opposite 
side ;  and,  like  it,  is  broader  in  the  transverse  than  in  the  antero-posterior 
diameter.  It  is  surrounded  by  a  dense  fibrous  ring,  covered  by  the  lining  mem- 
brane of  the  heart,  and  guarded  by  the  mitral  valve. 

The  aortic  opening  is  a  small  circular  aperture,  in  front  and  to  the  right  side 
of  the  auriculo-ventricular,  from  which  it  is  separated  by  one  of  the  segments  of 
the  mitral  valve.  Its  orifice  is  guarded  by  the  semilunar  valves.  Its  position 
corresponds  to  the  sternum,  on  a  line  with  the  lower  border  of  the  third 
costal  cartilage. 

The  mitral  valve  is  attached  to  the  circumference  of  the  auriculo-ventricular 
orifice  in  the  same  way  that  the  tricuspid  valve  is  on  the  opposite  side.  It  is 
formed  by  a  duplicate  of  the  lining  membrane,  strengthened  by  fibrous  tissue, 
and  contains  a  few  muscular  fibres.  It  is  larger  in  size,  thicker,  and  altogether 
stronger  than  the  tricuspid,  and  consists  of  two  segments  of  unequal  size.  The 
larger  segment  is  placed  in  front,  between  the  auriculo-ventricular  and  aortic 
orifices,  and  is  said  to  prevent  the  filling  of  the  aorta  during  the  distension  of 
the  ventricle.  Two  smaller  segments  are  usually  found  at  the  angle  of  junction 
of  the  larger.  The  mitral  valve-flaps  are  furnished  with  chordae  tendineae,  the 
mode  of  attachment  of  which  is  precisely  similar  to  those  on  the  right  side;  but 
they  are  thicker,  stronger,  and  less  numerous.  The  mitral  valve  lies  in  the 
third  intercostal  space,  about  an  inch  from  the  left  border  of  the  sternum. 

The  semilunar  valves  surround  the  orifice  of  the  aorta ;  they  are  similar  in 
structure,  and  in  their  mode  of  attachment,  to  those  of  the  pulmonary  artery. 
They  are,  however,  larger,  thicker,  and  stronger  than  those  of  the  right  side ; 
the  lunulsB  are  more  distinct,  and  the  corpora  Arantii  larger  and  more  promi- 
nent. Between  each  valve  and  the  cylinder  of  the  aorta  is  a  deep  depression, 
the  sinus  aortici  (sinuses  of  Valsalva) ;  they  are  larger  than  those  at  the  root  of 
the  pulmonary  artery.  The  aortic  valves  lie  close  behind  the  left  border  of  the 
sternum,  in  the  third  intercostal  space. 
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The  columnse  carneae  admit  of  a  subdivision  into  three  sets,  like  those  upon 
the  right  side ;  but  they  are  smaller,  more  numerous,  and  present  a  dense  inter- 
lacement, especially  at  the  apex,  and  upon  the  posterior  wall.  Those  attached 
by  one  extremity  only,  the  musculi  papillary  are  two  in  number,  being  con- 
nected one  to  the  anterior,  the  other  to  the  posterior  wall ;  they  are  of  large 
size,  and  terminate  by  free  rounded  extremities,  from  which  the  chord®  tendi- 
•  ne®  arise. 

The  Endocardium  is  the  serous  membrane  which  lines  the  internal  surface  of 
the  heart ;  it  assists  in  forming  the  valves  by  its  reduplications,  and  is  continu- 
ous with  the  lining  membrane  of  the  great  bloodvessels.  It  is  a  thin,  smooth, 
transparent  membrane,  giving  to  the  inner  surface  of  the  heart  its  glistening 
appearance.  It  is  more  opaque  on  the  left  than  on  the  right  side  of  the  heart, 
thicker  in  the  auricles  than  in  the  ventricles,  and  thickest  in  the  left  auricle. 
It  is  thin  on  the  musculi  pectinati,  and  on  the  column®  carne® ;  but  thicker  on 
the  smooth  part  of  the  auricular  and  ventricular  walls,  and  on  the  tips  of  the 
musculi  papillares. 

Structure.  The  heart  consists  of  muscular  fibres,  and  of  fibrous  rings  which 
serve  for  their  attachment. 

The  fibrous  rings  surround  the  auriculo-ventricular  and  arterial  orifices:  they 
are  stronger  upon  the  left  than  on  the  right  side  of  the  heart.  The  auriculo- 
ventricular  rings  serve  for  the  attachment  of  the  muscular  fibres  of  the  auricles 
and  ventricles,  and  also  for  the  mitral  and  tricuspid  valves ;  the  ring  on  the 
left  side  is  closely  .connected,  by  its  right  margin,  with  the  aortic  arterial  ring. 
Between  these  and  the  right  auriculo-ventricular  ring,  is  a  fibro-cartilaginous 
mass ;  and  in  some  of  the  larger  animals,  as  the  ox  and  elephant,  a  portion  of 
bone. 

The  fibrous  rings  surrounding  the  arterial  orifices  serve  for  the  attachment  of 
the  great  vessels  and  semilunar  valves.  Each  ring  receives,  by  its  ventricular 
margin,  the  attachment  of  the  muscular  fibres  of  the  ventricles ;  its  opposite 
margin  presents  three  deep  semicircular  notches,  within  which  the  middle  coat 
of  the  artery  (which  presents  three  convex  semicircular  segments)  is  firmly 
fixed ;  the  attachment  of  the  artery  to  its  fibrous  ring  being  strengthened  by 
the  thin  cellular  coat  and  serous  membrane  externally,  and  by  the  endocardium 
within.  It  is  opposite  the  margins  of  these  semicircular  notches,  in  the  arterial 
rings,  that  the  endocardium,  by  its  reduplication,  forms  the  semilunar  valves, 
the  fibrous  structure  of  the  ring  being  continued  into  each  of  the  segments  of 
the  valve  at  this  part.  The  middle  coat  of  the  artery  in  this  situation  is  thin, 
and  the  sides  of  trie  vessel  are  dilated  to  form  the  sinuses  of  Valsalva. 

The  muscular  structure  of  the  heart  consists  of  bands  of  fibres,  which  present 
an  exceedingly  intricate  interlacement.  They  are  of  a  deep  red  color,  and 
marked  with  transverse  stri®  (p.  58). 

The  muscular  fibres  of  the  heart  admit  of  a  subdivision  into  two  kinds:  those 
of  the  auricles,  and  those  of  the  ventricles ;  which  are  quite  independent  of  one 
another. 

Fibres  of  the  auricles.  These  are  disposed  in  two  layers:  a  superficial  layer 
common  to  both  cavities,  and  a  deep  layer  proper  to  each.  The  superficial 
fibres  are  most  distinct  on  the  anterior  surface  of  the  auricles,  across  the  bases  of 
which  they  run  in  a  transverse  direction,  forming  a  thin,  but  incomplete,  layer. 
Some  of  these  fibres  pass  into  the  septum  auricularum.  The  internal  or  deep 
fibres  proper  to  each  auricle  consist  of  two  sets,  looped  and  annular  fibres.  The 
looped  fibres  pass  upwards  over  each  auricle,  being  attached  by  two  extremities 
to  the  corresponding  auriculo-ventricular  rings,  in  front  and  behind.  The  annu- 
lar fibres  surround  the  whole  extent  of  the  appendices  auriculas,  and  are  contin- 
ued upon  the  walls  of  the  ven®  cav®  and  coronary  sinus  on  the  right  side,  and 
upon  the  pulmonary  veins  on  the  left  side,  at  their  connection  with  the  heart. 
In  the  appendices,  they  interlace  with  the  longitudinal  fibres. 
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The  fibres  of  the  ventricles  are  arranged  in  numerous  layers,  of  which  Petti- 
grew1  describes  seven.  Other  anatomists  have  regarded  them  differently,  and 
indeed  there  must  be  some  uncertainty  on  the  subject,  for  the  layers  are  not 
independent  of  each  other,  but  their  fibres  are  interlaced  to  a  considerable  ex- 
tent. And  it  has  been  observed  that  as  Pettigrew's  observations  were  made 
chiefly  on  the  hearts  of  the  lower  animals,  they  may  not  apply  exactly  to  man. 
Yet  as  this  description  has  been  received  by  some  of  the  best  anatomists,  and  is 
supported  by  a  large  series  of  preparations,  it  seems  best  to  adopt  it. 

The  general  result  of  these  investigations  may  be  very  briefly  stated  as  fol- 
lows. In  the  left  ventricle  the  fibres  of  the  first  or  most  external  layer  are 
continuous  with  those  of  the  seventh  or  most  internal,  those  of  the  second  with 
the  sixth,  and  those  of  the  third  with  the  fifth,  while  the  fourth  or  central  layer 
appears  to  be  single.  The  general  direction  of  the  fibres  of  the  external  layer 
is  nearly  vertical,  but  inclining  somewhat  from  left  to  right  as  they  run  down- 
wards ;  the  direction  of  the  fibres  of  the  internal  layer  is  just  the  reverse,  nearly 
vertical  but  running  upwards  from  left  to  right ;  those  of  the  second  layer  run 
more  obliquely  downwards,  from  left  to  right,  and  those  of  the  sixth  with  a 
corresponding  obliquity  in  the  reversed  directions.  The  obliquity  of  the  fibres 
of  the  third  layer  is  greater;  in  fact,  they  approach  the  horizontal,  as  do  those 
of  the  fifth  in  the  reversed  direction,  while  tne  fibres  of  the  fourth  layer  run 
pretty  nearly  horizontal.  The  thickness  of  the  layers  increases  from  without 
inwards,  so  that  the  fourth  layer,  which  is  the  middle  in  order  of  sequence,  lies 
nearer  the  outer  than  the  inner  surface  of  the  ventricular  wall.  The  fibres  of 
the  external  or  superficial  layer  arise,  as  a  rule,  from  the  auriculo-  ventricular 
rings  and  from  the  fibrous  ring  surrounding  the  aorta,  but  a  few  of  them  are 
continued  beneath  the  rings  into  the  column©  carnese.1  They  curve  round  at 
the  apex  in  a  spiral,  which  forms  the  whorl  or  vortex,  those  from  the  anterior 
surface  of  the  heart  curving  round  to  enter  the  apex  posteriorly,  and  vice  versfi. 
From  the  apex  they  are  traced  up  into  the  seventh  layer,  which  is  much  thicker, 
and  from  wnich  the  musculi  papillaris  and  column®  carnese  are  chiefly  formed. 
The  apex  of  the  heart  is  formea  exclusively  of  the  fibres  of  this  first  layer  (or 
first  and  seventh),  so  that,  when  it  is  removed,  the  ventricle  is  opened.  And 
the  successive  layers  terminate  further  and  further  from  the  apex,  an  arrange- 
ment which  has  led  to  their  fibres  being  described  as  shorter,  which  Pettigrew 
doubts,  attributing  the  shortness  of  the  layers  to  the  different  direction  of  the 
fibres,  not  to  any  difference  in  length  in  the  individual  fibres.  Since  the  deeper 
layers  do  not  descend  to  the  apex,  this  is  the  thinnest  part  of  the  ventricle, 
measuring  only  Jth  of  an  inch  in  thickness  even  in  the  heart  of  an  ox. 

The  fibres  of  the  deeper  layers  are  not  connected  with  the  auriculo- ventricu- 
lar rings,  but  pass  below  them,  each  layer  terminating  a  little  below  the  more 
superficial  layer  which  wraps  round  it,  though  the  difference  in  this  respect  is 
not  so  great  as  in  their  depth  towards  the  apex. 

The  fibres  of  the  first  layer  pass  across  tne  septum  from  one  ventricle  to  the 
other,  an  arrangement  particularly  well  seen  at  the  back  of  the  heart,  where 
there  is  a  set  of  transverse  fibres  described  by  Pettigrew  as  the  "hingelike 
fibres"  of  the  back  of  the  heart,  and  the  three  subjacent  layers  also  take  part  in 
the  formation  of  both  ventricles ;  but  when  the  fourth  layer  is  removed,  tne  two 
ventricles  are  entirely  severed  from  each  other  posteriorly.  The  septum  is 
formed  of  the  fibres  of  both  ventricles  applied  to  each  other. 

The  general  arrangement  of  the  fibres  of  the  right  ventricle  is  the  same  as 
that  of  the  left,  but  the  external  fibres  do  not  pass  in  to  be  continuous  with  the 
internal  at  a  single  point — the  apex — but  all  along  the  anterior  coronary  groove. 
Its  fibres  are  more  delicate  than  those  of  the  left,  and  it  is  regarded  by  Pettigrew 

1  Phil.  Trans.  1864. 

*  "  It  is  a  great  mistake  to  imagine  that  all  the  fibres  of  the  ventricles  arise  from  the  auricnlo- 
ventricular  tendinous  rings,  the  fact  being  that,  with  the  exception  of  the  fibres  of  the  first  and 
seventh  layers,  they  are  continuous  beneath  them." — Pettigrew,  op.  cit.  p.  456,  note. 
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as  formed  out  of  the  left  ventricle  by  a  kind  of  reflection  inwards  of  the  wall 
of  the  single  cavity  of  which  the  ventricles  consist  at  one  period  of  the  foetal 
life  (see  Introduction).  He  points  out  that  the  heart  at  that  period  may  be 
supposed  to  be  represented  by  an  open  tube  formed  of  spiral  fibres.  If,  now  a 
portion  of  this  tube  or  cylinder  were  pushed  down  to  meet  the  opposite  wall,  to 
which  the  fibres  of  the  reflected  portion  adhere,  and  with  which  they  coalesce, 
there  would  be  formed  an  offset  from  the  common  ventricular  cavity,  formed 
partly  of  common  and  partly  of  special  fibres,  as  is  the  case  in  the  heart.  At 
this  early  period  the  outer  layers  are  not  formed  and  the  apex  is  still  unclosed. 
Their  formation  closes  in  the  apex  and  completes  the  walls  of  the  ventricles. 
If  this  is  the  case  the  septum  must  be  formed  of  two  elements  or  sets  of  fibres, 
one  proper  to  the  original  single  ventricle,  and  therefore  in  after  life  proper  to 
the  left  ventricle,  the  other  set  formed  from  the  reflected  or  reduplicated  fibres 
which  now  form  the  right  ventricle.1  To  these  of  course  the  fibres  which  cross 
over  from  one  ventricle  to  the  other  may  be  added.  Pettigrew  regards  the  por- 
tion of  the  septum  which  belongs  to  the  left  ventricle  as  twice  that  which 
belongs  to  the  right.  For  many  interesting  particulars  with  regard  to  the 
arrangement  of  the  fibres  and  the  shape  of  the  cavities  the  reader  must  be  referred 
to  the  original  paper. 

Vessels  and  Nerves.  The  arteries  supplying  the  heart  are  the  left  or  anterior 
and  right  or  posterior  coronary  (p.  469). 

The  veins  accompany  the  arteries,  and  terminate  in  the  right  auricle.  They 
are  the  great  cardiac  vein,  the  small  or  anterior  cardiac  veins,  and  the  venae; 
cordis  minimaa  (vense  Thehesii)  (p.  587). 

The  lymphatics  terminate  in  the  thoracic  and  right  lymphatic  ducts. 

The  nerves  are  derived  from  the  cardiac  plexuses,  which  are  formed  partly 
from  the  cranial  nerves,  and  partly  from  the  sympathetic.  They  are  freely 
distributed  both  on  the  surface,  and  in  the  substance  of  the  heart;  the  separate 
filaments  being  furnished  with  small  ganglia.3 

Peculiarities  in  the  Vascular  System  of  the  Fcetus. 

The  chief  peculiarities  in  the  heart  of  the  fcetus  are  the  direct  communication 
between  the  two  auricles  through  the  foramen  ovale,  and  the  large  size  of  the 
Eustachian  valve.  There  are  also  several  minor  peculiarities.  Thus,  the  posi- 
tion of  the  heart  is  vertical  until  the  fourth  month,  when  it  commences  to 
assume  an  oblique  direction.  Its  size  is  also  very  considerable,  as  compared 
with  the  body,  the  proportion  at  the  second  month  being  as  1  to  50 :  at  birth 
it  is  as  1  to  120 :  whilst  in  the  adult,  the  average  is  about  1  to  160.  At  an 
early  period  of  fcetal  life,  the  auricular  portion  of  the  heart  is  larger  than  the 
ventricular,  the  right  auricle  being  more  capacious  than  the  left;  but  towards 
birth,  the  ventricular  portion  becomes  the  larger.  The  thickness  of  both  ventri- 
cles is,  at  first,  about  equal;  but,  towards  birth,  the  left  becomes  much  the 
thicker  of  the  two. 

The  foramen  ovale  is  situated  at  the  lower  and  back  part  of  the  septum  auricu- 
larum,  forming  a  communication  between  the  auricles.  It  attains  its  greatest 
size  at  the  sixth  month. 

The  Eustachian  valve  is  developed  from  the  anterior  border  of  the  inferior 

1  If  the  general  idea  of  thin  is  not  at  once  obvious,  it  will  become  so  by  taking  a  roll  of  paper, 
calling  one  side  of  it  the  posterior  and  the  other  the  anterior,  and  bending  it  at  the  right  side  of 
its  middle  till  the  anterior  touches  the  posterior  surface.  The  larger  part  to  the  left  of  the  middle 
line  represents  the  left  ventricle,  the  smaller  the  right,  and  the  double  fold  in  the  middle  the 
septum ;  then,  if  the  reflected  parts  where  they  touch  are  gummed  to  each  other,  this  will  repre- 
sent the  coalescence  of  the  septum  with  the  outer  wall,  whereby  the  right  ventricle  becomes  a 
separate  tube  from  the  left.  The  lower  openings  of  these  two  tubes  are  closed  in  by  the  growth 
of  the  external  layers. 

8  For  full  and  accurate  descriptions  of  the  nerves  and  ganglia  of  the  heart,  the  student  is 
referred  to  Dr.  R.  Lee's  papers  on  the  subject. 
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vena  cava  at  its  entrance  into  the  auricle.  It  is  directed  upwards  on  the  left  side 
of  the  opening  of  this  vein,  and  serves  to  direct  the  blood  from  the  inferior  vena 
cava  through  the  foramen  ovale  into  the  left  auricle. 

The  peculiarities  in  the  arterial  system  of  the  foetus  are  the  communication 
between  the  pulmonary  artery  and  descending  part  of  the  arch  of  the  aorta,  by 
means  of  the  ductus  arteriosus,  and  the  communication  between  the  internal 
iliac  arteries  and  the  placenta,  by  means  of  the  umbilical  arteries. 

Fig.  464.— Plan  of  the  Foetal  Circulation. 


In  this     .._ 

takes  in  the  vessels.     Thus — arterial  blood  is  figured?* 
nixed  (arterial  and  Tenons)  blood,  39^»— 
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The  ductus  arteriosus  is  a  short  tube,  about  half  an  inch  in  length  at  birth, 
and  of  thq  diameter  of  a  goose-quill.  In  the  early  condition,  it  forms  the  con- 
tinuation of  the  pulmonary  artery,  and  opens  into  the  arch  of  the  aorta,  just 
below  the  origin  of  the  left  subclavian  artery;  and  so  conducts  the  chief  part 
of  the  blood  from  the  right  ventricle  into  the  descending  aorta.  When  the 
branches  of  the  pulmonary  artery  have  become  larger  relatively  to  the  ductus 
arteriosus,  the  latter  is  chiefly  connected  to  the  left  pulmonary  artery;  and  the 
fibrous  cord,  which  is  all  that  remains  of  the  ductus  arteriosus  in  later  life,  will 
be  found  to  be  attached  to  the  root  of  that  vessel. 

The  umbilical,  or  hypogastric  arteries,  arise  from  the  internal  iliacs,  in  addition 
to  the  branches  riven  off  from  those  vessels  in  the  adult.  Ascending  along  the 
sides  of  the  bladder  to  its  fundus,  they  pass  out  of  the  abdomen  at  the  umbilicus, 
and  are  continued  along  the  umbilical  cord  to  the  placenta,  coiling  round  the 
umbilical  vein.  They  return  to  the  placenta  the  blood  which  has  circulated  in 
the  system  of  the  foetus. 

The  peculiarity  in  the  venous  system  of  the  foetus  is  the  communication 
established  between  the  placenta  ana  the  liver  and  portal  vein  through  the  um- 
bilical vein,  and  with  the  inferior  vena  cava  by  the  ductus  venosus. 

Fcbtal  Circulation. 

The  arterial  blood  destined  for  the  nutrition  of  the  foetus  is  carried  from  the 
placenta  to  the  foetus,  along  the  umbilical  cord,  by  the  umbilical  vein.  The 
umbilical  vein  enters  the  abdomen  at  the  umbilicus,  and  passes  upwards  along 
the  free  margin  of  the  suspensory  ligament  of  the  liver  to  the  unaer  surface  of 
that  organ,  where  it  gives  off  two  or  three  branches  to  the  left  lobe,  one  of  which 
is  of  large  size;  and  others  to  the  lobus  quadratusand  lobulus  Spigelii.  At  the 
transverse  fissure  it  divides  into  two  branches ;  of  these,  the  larger  is  joined  by 
the  portal  vein,  and  enters  the  right  lobe ;  the  smaller  branch  continues  onwards 
under  the  name  of  the  ductus  venosus,  and  joins  the  left  hepatic  vein  at  the 
point  of  junction  of  that  vessel  with  the  inferior  vena  cava.  The  blood,  there- 
fore, which  traverses  the  umbilical  vein,  reaches  the  inferior  cava  in  three  diff 
erent  ways.  The  greater  quantity  circulates  through  the  liver  with  the  portal 
venous  blood,  before  entering  the  vena  cava  by  the  hepatic  veins;  some  enters 
the  liver  directly,  and  is  also  returned  to  the  inferior  cava  by  the  hepatic  veins: 
the  smaller  quantity  passes  directly  into  the  vena  cava,  by  the  junction  of  the 
ductus  venosus  with  the  left  hepatic  vein. 

In  the  inferior  cava,  the  blood  carried  by  the  ductus  venosus  and  hepatic 
veins  becomes  mixed  with  that  returning  from  the  lower  extremities  and  viscera 
of  the  abdomen.  It  enters  the  right  auricle,  and,  guided  by  the  Eustachian 
valve,  passes  through  the  foramen  ovale  into  the  left  auricle,  where  it  becomes 
mixed  with  a  small  quantity  of  blood  returned  from  the  lungs  by  the  pulmonary 
veins.  From  the  left  auricle  it  passes  into  the  left  ventricle ;  and,  from  the  leu 
ventricle,  into  the  aorta,  from  whence  it  is  distributed  almost  entirely  to  the 
head  and  upper  extremities,  a  small  quantity  being  probably  carried  into  the 
descending  aorta.  From  the  head  and  upper  extremities  the  blood  is  returned 
by  the  branches  of  the  superior  vena  cava  to  the  right  auricle,  where  it  becomes^ 
mixed  with  a  small  portion  of  the  blood  from  the  inferior  cava.  From  the 
right  auricle  it  descends  over  the  Eustachian  valve  into  the  right  ventricle ;  and, 
from  the  right  ventricle,  passes  into  the  pulmonary  artery.  The  lungs  of  the 
foetus  being  solid,  and  almost  impervious,  only  a  small  quantity  of  the  blood  of 
the  pulmonary  artery  is  distributed  to  them,  by  the  right  and  left  pulmonary 
arteries,  which  is  returned  by  the  pulmonary  veins  to  the  left  auricle :  the  greater 
part  passes  through  the  ductus  arteriosus  into  the  commencement  of  the  de- 
scending aorta,  where  it  becomes  mixed  with  a  small  quantity"  of  blood  trans- 
mitted by  the  left  ventricle  into  the  aorta.    Along  this  vessel  it  descends  to 
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supply  the  lower  extremities  and  viscera  of  the  abdomen  and  pelvis,  the  chief 
portion  being,  however,  conveyed  by  the  umbilical  arteries  to  trie  placenta. 

From  the  preceding  account  of  the  circulation  of  the  blood  in  the  foetus,  it 
will  be  seen : — 

1.  That  the  placenta  serves  the  double  purpose  of  a  respiratory  and  nutritive 
organ,  receiving  the  venous  blood  from  the  foetus,  and  returning  it  again  reoxy- 
genated,  and  charged  with  additional  nutritive  material. 

2.  That  nearly  the  whole  of  the  blood  of  the  umbilical  vein  traverses  the  liver 
before  entering  the  inferior  cava;  hence  the  large  size  of  this  organ,  especially. at 
an  early  period  of  foetal  life. 

3.  That  the  right  auricle  is  the  point  of  meeting  of  a  double  current,  the  blood 
in  the  inferior  cava  being  guided  by  the  Eustachian  valve  into  the  left  auricle, 
whilst  that  in  the  superior  cava  descends  into  the  right  ventricle.  At  an  early 
period  of  foetal  life,  it  is  highly  probable  that  the  two  streams  are  quite  distinct : 
for  the  inferior  cava  opens  almost  directly  into  the  left  auricle,  and  the  Eusta- 
chian valve  would  exclude  the  current  along  the  vein  from  entering  the  right 
ventricle.  At  a  later  period,  as  the  separation  between  the  two  auricles  becomes 
more  distinct,  it  seems  probable  that  some  mixture  of  the  two  streams  must  take 
place. 

4.  The  blood  carried  from  the  placenta  to  the  foBtus  by  the  umbilical  vein, 
mixed  with  the  blood  from  the  interior  cava,  passes  almost  directly  to  the  arch 
of  the  aorta,  and  is  distributed  by  the  branches  of  that  vessel  to  the  head  and 
upper  extremities :  hence  the  large  size  and  perfect  development  of  those  parts 
at  birth. 

6.  The  blood  contained  in  the  descending  aorta,  chiefly  derived  from  that 
which  has  already  circulated  through  the  head  and  limbs,  together  with  a  small 

auantity  from  the  left  ventricle,  is  distributed  to  the  lower  extremities:  hence 
le  small  size  and  imperfect  development  of  these  parts  at  birth. 

Changes  in  the  Vascular  System  at  Birth. 

At  birth,  when  respiration  is  established,  an  increased  amount  of  blood  from 
the  pulmonary  artery  passes  through  the  lungs,  which  now  perform  their  office 
as  respiratory  organs,  and,  at  the  same  time,  the  placental  circulation  is  cut  off. 
The  foramen  ovale  becomes  gradually  closed  in  by  about  the  tenth  day  after 
birth ;  a  valvular  fold  rises  up  on  the  left  side  of  its  margin,  and  ultimately 
above  its  upper  part;  this  valve  becomes  adherent  to  the  margins  of  the  foramen 
for  the  greater  part  of  its  circumference,  but  above  a  valvular  opening  is  left 
between  the  two  auricles,  which  sometimes  remains  persistent. 

The  ductus  arteriosus  begins  to  contract  immediately  after  respiration  is  estab- 
lished, becomes  completely  closed  from  the  fourth  to  the  tenth  day,  and  ulti- 
mately degenerates  into  an  impervious  cord,  which  serves  to  connect  the  left 
pulmonary  artery  to  the  concavity  of  the  arch  of  the  aorta. 

Of  the  umbilical  or  hypogastric  arteries,  the  portion  continued  on  to  the  bladder 
from  the  trunk  of  the  corresponding  internal  iliac  remains  pervious,  as  the  supe- 
rior vesical  artery ;  and  the  part  between  the  fundus  of  the  bladder  and  the 
umbilicus  becomes  obliterated  between  the  second  and  fifth  days  after  birth,  and 
forms  the  anterior  true  ligament  of  the  bladder. 

The  umbilical  veins  and  ductus  venosus  become  completely  obliterated  between 
the  second  and  fifth  days  after  birth,  and  ultimately  dwindle  to  fibrous  cords ; 
the  former  becoming  the  round  ligament  of  the  liver,  the  latter,  the  fibrous  cord, 
which,  in  the  adult,  may  be  traced  along  the  fissure  of  the  ductus  venosus. 


Organs  of  Voice  and  Respiration. 


Thb  Larynx  is  the  organ  of  voice,  placed  at  the  upper  part  of  the  air- passage. 
It  is  situated  between  the  trachea  and  base  of  the  tongue,  at  the  upper  and  fore 
part  of  the  neck,  where  it  forms  a  considerable  projection  in  the  middle  line. 
On  either  side  of  it  lie  the  great  vessels  of  the  neck ;  behind,  it  forms  part  of 
the  boundary  of  the  pharynx,  and  is  covered  by  the  mucous  membrane  lining 
that  cavity. 

The  Larynx  is  narrow  and  cylindrical  below,  but  broad  above,  where  it  pre- 
sents the  form  of  a  triangular  box,  flattened  behind  and  at  the  sides,  whilst  in 
front  it  is  bounded  by  a  prominent  vertical  ridge.  It  is  composed  of  cartilages, 
which  are  connected  together  by  ligaments  and  moved  by  numerous  muscles: 
the  interior  is  lined  by  mucous  membrane,  and  supplied  with  vessels  and  nerves. 
The  Cartilages  of  the  larynx  are  nine  in  number,  three  single,  and  three 
pairs: — 

Thyroid.  Two  Arytenoid. 

Cricoid.  Two  Cornicula  Laryngis. 

Epiglottis.  Two  Cuneiform. 

The  Thyroid  (sipios,  a  shield)  is  the  largest  cartilage  of  the  larynx.    It  consists 
of  two  lateral  lamellae  or  alee,  united  at  an  acute  angle  in  front,  forming  a  vertical 
projection  in  the  middle  line  which  is  promi- 
Fig.  465— Side  View  of  (he  Thyroid    nent  above,  and  called  the  pomum  Adami.    This 
and  Cricoid  Cartilages.  projection  is  subcutaneous,  more  distinct  in  the 

male  than  in  the  female,  and  occasionally  sepa- 
rated from  the  integument  by  a  bursa  mucosa. 

Each  lamella  is  quadrilateral  in  form.  lis 
outer  surface  presents  an  oblique  ridge,  which 
passes  downwards  and  forwards  from  a  tubercle, 
Bituated  near  the  root  of  the  superior  cornu. 
This  ridge  gives  attachment  to  the  Sterno-tbv- 
roid  and  Thyro-hyoid  muscles;  the  portion  of 
cartilage  included  between  it  and  the  posterior 
border,  to  part  of  the  Inferior  constrictor  muscle. 
The  inner  surface  of  each  ala  is  smooth,  con- 
cave, and  covered  by  mucous  membrane  above 
and  behind;  but  in  front,  in  the  receding  angle 
formed  by  their  junction,  are  attached  the 
epiglottis,  the  true  and  false  chorda;  vocales, 
the  Thyro-arytenoid,  and  Thyro-epiglottidean 
muscles. 

The  upper  harder  of  the  thyroid  cartilage  is 
deeply  notched  in  the  middle  line,  immediately 
above  the  pomum  Adami,  whilst  on  either  side 
it  is  slightly  concave.    This  border  gives  attach- 
ment throughout  its  whole  extent  to  the  thyro- 
hyoid membrane. 
The  lower  horder  is  connected  to  the  cricoid  cartilage,  in  the  median  line,  by 
the  crico- thyroid  membrane;  and,  on  each  side,  by  the  Crico-thyroid  muscle. 
The  posterior  borders,  thick  and  rounded,  terminate,  above,  in  the  superior 
(814) 
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corona;  and,  below,  in  the  inferior  cornua.  The  two  superior  corona  are  long 
and  narrow,  directed  backwards,  upwards,  and  inwards;  and  terminate  in  a 
conical  extremity,  which  gives  attachment  to  the  thyrohyoid  ligament.  The 
two  inferior  cornua  are  short  and  thick;  they  pass  forwards  and  inwards,  and 
present,  on  their  inner  surfaces,  a 
small,  oval,  articular  facet  for  articu-  F'g-  466.- 

lation  with  the  side  of  the  cricoid 
cartilage.  The  posterior  border  re- 
ceives the  insertion  of  the  Stylo- 
pharyngeus  and  Palato-pharyngeus 
muscles  on  each  side. 

The  Cricoid  Cartilage  is  so  called  'f  ,CL 

from  its  resemblance  to  a  signet 
ring  (xpixm,  a  ring).  It  is  smaller 
but  thicker  and  stronger  than  the 
thyroid  cartilage,  and  forms  the 
lower  and  back  part  of  the  cavity 
of  the  larynx. 

Its  anterior  half  is  narrow,  con- 
vex, affording  attachment  in  front 
and  at  the  sides  to  the  Crico-thyroid 
muscles,  and,  behind  those,  to  part 
of  the  Inferior  constrictor. 

Its  posterior  half  is  very  broad, 
both  from  side  to  side  and  from        tvths 
above  downwards;    it  presents  in 
the  middle  line  a  vertical  ridge  for 
the  attachment  of  the  longitudinal 

fibres  of  the  oesophagus;  and  on  "Tv* 

either  side  a  broad  depression  for  *»*»—  <*-*"»*^p  »     ^ 

the     Crico-arytenoideus    posticus  a     J>        o      a 

muscle.  «*vr»o.»        l^^4J 

At  the  point  of  junction  of  the  R??1»^!T!^1Pt^- 

two  halves  of  the  cartilage  on  either  rmmi  /     /i™*"  *'  rl*'~  A 

side  is  a  small  round  elevation,  for  «.e.-..n«...."s^i«^ \S»!>J 

articulation  with  the  inferior  corou       N"*"'**"        ii^/m**  «•*■-.  u. 
of  the  thyroid  cartilage. 

The  lower  border  of  the  cricoid 
cartilage  is  horizontal,  and  con- 
nected to  the  upper  ring  of  the  tra- 
chea by  fibrous  membrane. 

Its  upper  border  is  directed  ob- 
liquely upwards  and  backwards, 
owing  to  the  great  depth  of  its 
posterior  surface.  It  gives  attach- 
ment, in  front,  to  the  crico-thyroid 

membrane ;  at  the  sides,  to  part  of  the  same  membrane  and  to  the  lateral  Crico- 
arytenoid muscle;  behind,  the  highest  point  of  the  upper  border  is  surmounted 
on  each  side  by  a  smooth  oval  surface,  for  articulation  with  the  arytenoid  carti- 
lage. Between  the  articular  surfaces  is  a  slight  notch,  for  the  attachment  of 
part  of  the  Arytenoideus  muscle. 

The  inner  surface  of  the  cricoid  cartilage  is  smooth,  and  lined  by  mucous 
membrane. 

The  Arytenoid  Cartilages  are  so  called  from  the  resemblance  they  bear,  when 
approximated,  to  the  mouth  of  a  pitcher  (ipvroiw,  a  pitcher).  They  are  two  in 
number,  and  situated  at  the  upper  border  of  the  cricoid  cartilage,  at  the  back  of 
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the  larynx.  Each  cartilage  is  pyramidal  in  form,  and  presents  for  examination 
three  surfaces,  a  base,  and  an  apex. 

The  posterior  surface  is  triangular,  smooth,  concave,  and  lodges  part  of  the 
Arytenoid  muscle. 

The  anterior  surface,  somewhat  convex  and  rough,  gives  attachment  to  the 
Thyro-arytenoid  muscle,  and  to  the  false  vocal  cord. 

The  internal  surface  is  narrow,  smooth,  and  flattened,  covered  by  mucous 
membrane,  and  lies  almost  in  apposition  with  the  cartilage  of  the  opposite  side. 

The  base  of  each  cartilage  is  broad,  and  presents  a  concave  smooth  surface, 
for  articulation  with  the  cricoid  cartilage.  Of  its  three  angles,  the  external  is 
short,  rounded,  and  prominent,  receiving  the  insertion  of  the  posterior  and 
lateral  Crico-arytenoid  muscles.  The  anterior  angle,  also  prominent,  but  more 
pointed,  gives  attachment  to  the  true  vocal  cord. 

The  apex  of  each  cartilage  is  pointed,  curved  backwards  and  inwards,  and 
surmounted  by  a  small  conical-shaped,  cartilaginous  nodule,  corniculum  laryngis 
(cartilage  of  Santorini).  This  cartilage  is  sometimes  united  to  the  arytenoid, 
and  serves  to  prolong  it  backwards  and  inwards.  To  it  is  attached  the  aryteno- 
epiglottidian  fold. 

The  cuneiform  cartilages  (cartilages  of  Wrisberg)  are  two  small,  elongated, 
cartilaginous  bodies,  placed  one  on  each  side,  in  the  fold  of  mucous  membrane 
which  extends  from  the  apex  of  the  arytenoid  cartilage  to  the  side  of  the  epi- 
glottis (aryteno-epiglottidean  fold);  they  give  rise  to  small  whitish  elevations  on 
the  inner  surface  of  the  mucous  membrane,  just  in  front  of  the  arytenoid  carti- 
lages. 

The  epiglottis  is  a  thin  lamella  of  fibro-cartilage,  of  a  yellowish  color,  shaped 
like  a  leaf,  and  placed  behind  the  tongue  in  front  of  the  superior  opening  of  the 
larynx.  During  respiration,  its  direction  is  vertically  upwards,  its  free  extremity 
curving  forwards  towards  the  base  of  the  tongue;  but  when  the  larynx  is  drawn 
up  beneath  the  base  of  the  tongue  during  deglutition  it  is  carried  downwards 
and  backwards,  so  as  to  completely  close  the  opening  of  the  larynx.  Its  free 
extremity  is  broad  and  rounded;  its  attached  end  is  long  arid  narrow,  and  con- 
nected to  the  receding  angle  between  the  two  alae  of  the  thyroid  cartilage,  just 
below  the  median  notch,  by  a  long,  narrow,  ligamentous  band,  the  thyro-epi- 
glottic  ligament.  It  is  also  connectea  to  the  posterior  surface  of  the  body  of  the 
hyoid  bone  by  an  elastic  ligamentpus  band,  the  hyo-epighttic  ligament. 

Its  anterior  or  lingual  surface  is  curved  forwards  towards  the  tongue,  and 
covered  by  mucous  membrane,  which  is  reflected  on  to  the  sides  and  base  of 
the  organ,  forming  a  median  and  two  lateral  folds,  the  glosso-epiglottidean  liga- 
ments. 

Its  posterior  or  laryngeal  surface  is  smooth,  concave  from  side  to  side,  convex 
from  above  downwards,  and  covered  by  mucous  membrane;  when  this  is 
removed,  the  surface  of  the  cartilage  is  seen  to  be  studded  with  a  number  of 
small  mucous  glands,  which  are  lodged  in  little  pits  upon  its  surface.  To  its 
sides  the  aryteno-epiglottidean  folds  are  attached. 

Structure.  The  epiglottis,  cuneiform  cartilages,  and  cornicula  laryngis  are 
composed  of  yellow  cartilage,  which  shows  little  tendency  to  ossification ;  but 
the  other  cartilages  resemble  in  structure  the  costal  cartilages,  becoming  more 
or  less  ossified  in  old  age. 

Ligaments.  The  ligaments  of  the  larynx  are  extrinsic,  i.  e.,  those  connecting 
the  thyroid  cartilage  with  the  os  hyoides;  and  intrinsic,  those  which  connect 
the  several  cartilaginous  segments  to  each  other. 

The  ligaments  connecting  the  thyroid  cartilage  with  the  os  hyoides  are  three 
in  number:  the  thyro-hyoid  membrane,  ana  the  two  lateral  thyro-hyoid 
ligaments. 

The  thyro-hyoid  membrane  is  a  broad,  fibro-elastic,  membranous  layer,  attached 
below  to  the  upper  border  of  the  thyroid  cartilage,  and  above  to  the  upper 
border  of  the  inner  surface  of  the  hyoid  bone :  being  separated  from  the  poste- 
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rior  surface  of  the  hyoid  bone  by  a  synovial  bursa.  It  is  thicker  in  the  middle 
line  than  at  either  side,  in  which  situation  it  is  pierced  by  the  superior  laryngeal 
vessels  and  nerve. 

The  two  lateral  thyrohyoid  ligaments  are  rounded,  elastic  cords,  which  pass 
between  the  superior  cornua  of  the  thyroid  cartilage  and  the  extremities  of  the 
greater  cornua  of  the  hyoid  bone.  A  small  cartilaginous  nodule  {cartilayo 
triticea).  sometimes  bony,  is  found  in  each. 

The  ligaments  connecting  the  thyroid  cartilage  to  the  cricoid  are  also  three 
in  number:  the  crico-thyroid  membrane,  and  the  capsular  ligaments  and  syno- 
vial membrane. 

The  crico-thyroid  mrmhrane  is  composed  mainly  of  yellow  elastic  tissue.  It 
is  of  triangular  shape ;  thick  in  front,  where  it  connects  together  the  contiguous 
margins  of  the  thyroid  and  cricoid  cartilages;  thinner  at  each  side,  where  it 
extends  from  the  superior  border  of  the  cricoid  cartilage  to  the  inferior  margin 
of  the  true  vocal  cords,  with  which  it  is  closely  united  in  front. 

The  anterior  portion  of  the  crico-thyroid  membrane  is  convex,  concealed  on 
each  side  by  the  Crico-thyroid  muscle,  subcutaneous  in  the  middle  line,  and 
crossed  horizontally  by  a  small  anastomotic  arterial  arch,  formed  by  the  junction 
of  the  two  crico-thyroid  arteries. 

The  lateral  portions  are  lined  internally  by  mucous  membrane,  and  covered 
by  the  lateral  Crico-arytenoid  and  Thyro-arytenoid  muscles. 

A  capsular  liyament  incloses  the  articulation  of  the  inferior  coruu  of  the 
thyroid  with  the  cricoid  cartilage  on  each  side.  The  articulation  is  lined  by 
synovial  membrane. 

The  ligaments  connecting  the  arytenoid  cartilages  to  the  cricoid  are  two  thin 
and  loose  capsular  ligaments  connecting  together  the  articulating  surfaces, 
lined  internally  by  synovial  membrane,  and  strengthened  behind  by  a  strong 
posterior  crico-arytenoid  ligament,  which  extends  from  the  cricoid  to  the  inner 
and  back  part  of  the  base  of  the  arytenoid  cartilage. 

The  ligaments  of  the  epiglottis  are  the  hyo-epiglottic,  the  thyroepiglottic, 
and  the  three  glosso-epi glottic  folds  of  mucous  membrane  which  connect  the 
epiglottis  to  the  sides  and  base 

of    the    tongue.       Tue     latter  Fig.  467.— The  Laryni  and  adjacent  parts, 

have  been  already  described.  seen  from  above. 

The  hyo-epiglottic  Uyament  is 
an  elastic  fibrous  band,  which 
extends  from  the  anterior  sur- 
face of  the  epiglottis,  near  its 
apex,  to  the  posterior  surface 
of  the  body  of  the  hyoid  bone. 

The  thyroepiglottic  liyament 
is  a  long,  slender,  elastic  cord,  ■ 
which  connects  the  apex  of  the 
epiglottis  with  the  receding 
angle  of  the  thyroid  cartilage, 
immediately  beneath  the  me- 
dian notch,  above  the  attach- 
ment of  the  vocal  cords. 

Interior  of  the  Larynx.     The 
superior  aperture  of  the  larynx 
(Fig.  467)  is  a  triangular  or 
cordiform     opening,    wide     in 
front,  narrow  behind,  and  slop- 
ing obliquely  downwards  and  backwards.      It  is   bounded    in   front   by   the 
epiglottis ;  behind,  by  the  apices  of  the  arytenoid  cartilages,  and  the  cornicula 
laryngis;  and  laterally,  by  a  fold  of  mucous  membrane,  inclosing  ligamentous 
and  muscular  fibres,  stretched  between  the  sides  of  the  epiglottis  and  the  apex 
52 


818  ORGANS  OF  VOICE  AND   RESPIRATION. 

of  the  arytenoid  cartilages:  these  are  the  aryteoo-epiglottidean  folds,  on  the 
margins  of  which  the  cuneiform  cartilages  form  a  more  or  less  distinct  whitish 
prominence. 

The  cavity  of  the  larynx  extends  from  the  aperture  behind  the  epiglottis  to 
the  lower  border  of  the  cricoid  cartilage.  It  is  divided  into  two  parts  by  the 
projection  inwards  of  the  vocal  cords  and  the  Thyroarytenoid  muscles;  between 
the  two  cords  is  a  long  and  narrow  triangular  fissure  or  chink,  the  glottis  or  rima 
ylottidis.  The  portion  of  the  cavity  of  the  larynx  above  the  glottis  is  broad  and 
triangular  in  shape  above,  and  corresponds  to  the  interval  between  the  alse  of 
the  thyroid  cartilage ;  the  portion  below  the  glottis  is  at  first  of  an  elliptical, 
and  lower  down  of  a  circular  form. 

The  glottis  (rima  glottidis)  is  the  interval  between  the  inferior  or  true  vocal 
cords.     The  two  superior  or  false  vocal  cords  are  placed  above  the  latter,  and 
are  formed  almost  entirely  by  a  folding  in- 
Fig.  468.— Vertical  Section   of  the    wards  of  the  mucous  membrane ;  whilst  the 
Lucj.ixaud  Upper  Part  of  the  Trathtfc.     two  inferior  or  true  vocal  cords  aTe  thick, 
strong,  and  formed  partly  by  mucous  mem- 
brane,  and    partly   by   ligamentous   fibres. 
Between  the  true  ana  false  vocal  cords,  on 
each  side,  is  an  oval  depression,  the  sinus,  or 
ventricle  of  the  larynx,  which  leads  upwards 
on  the  outer  side  of  the  superior  vocal  cord, 
into   a  csecal   pouch   of  variable   size,   the 
saccuhis  laryngis. 

The  rima  glottidis  is  a  narrow  fissure  or 
chink  between  the  inferior  or  true  vocal 
cords.  It  is  the  narrowest  part  of  the 
cavity  of  the  laryDX,  and  corresponds  to  the 
lower  level  of  the  arytenoid  cartilages.  It* 
leDgth,  in  the  male,  measures  rather  less 
than  an  inch,  its  breadth,  when  dilated. 
Varying  at  its  widest  part  from  a  third  to 
half  an  inch.  In  the  female,  these  measure- 
ments are  less  by  two  or  three  lines.  The 
form  of  the  glottis  varies.  In  its  half  closed 
condition  it  is  a  narrow  fissure,  a  little 
enlarged  and  rounded  behind.  In  quiet 
breathing  it  is  widely  open,  somewhat  tri- 
angular, the  base  of  the  triangle  directed 
backwards,  and  corresponding  to  the  space 
between  the  separated  arytenoid  cartilages. 
In  forcible  expiration  it  is  smaller  than 
during  inspiration.  When  sound  is  produced,  it  is  more  narrowed,  the  margin* 
of  the  arytenoid  cartilages  being  brought  into  contact,  and  the  edges  of  the  vocal 
cords  approximated  and  made  parallel,  the  degree  of  approximation  and  tension 
corresponding  to  the  height  of  the  note  produced.1 

The  superior  or  false  vocal  cords,  so  called  because  they  are  not  directlv  con- 
cerned in  the  production  of  the  voice,  are  two  folds  of  mucous  membrane, 
inclosing  a  delicate  narrow  fibrous  band,  the  superior  thyro-arytenoul  ligament. 
This  ligament  consists  of  a  thin  band  of  clastic  tissue,  attached  in  front  to  the 
angle  of  the  thyroid  cartilage  below  the  epiglottis,  and  behind  to  the  anterior 
surface  of  the  arytenoid  cartilage.  The  lower  border  of  this  ligament,  inclosed 
in  mucous  membrane,  forms  a  free  crescentic  margin,  which  constitutes  the 
upper  boundary  of  the  ventricle  of  the  larynx. 

1  On  the  shape  of  the  pint t is,  in  the  various  conditions  of  breathing  and  speak ing.  see  "  Ciir- 
mak  on  the  Laryngoscope."  translated  for  the  New  Sydenham  Society. 
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The  inferior  or  true  vocal  cords,  so  called  from  their  being  concerned  in  the 
production  of  sound,  are  two  strong  fibrous  bands  {inferior  thyroarytenoid  liga- 
ments), covered  on  their  surface  by  a  thin  layer  of  mucous  membrane.  Each 
ligament  consists  of  a  band  of  yellow  elastic  tissue,  attached  in  front  to  the  de- 
pression between  the  two  al»  of  the  thyroid  cartilage,  and  behind  to  the  anterior 
angle  of  the  base  of  the  arytenoid.  Its  lower  border  is  continuous  with  the  thin 
lateral  part  of  the  crico-  thyroid  membrane.  Its  upper  border  forms  the  lower 
boundary  of  the  ventricle  of  the  larynx.  Externally,  the  Thyro-arytsenoideus 
muscle  lies  parallel  with  it.  It  is  covered  internally  by  mucous  membrane,  which 
is  extremely  thin,  and  closely  adherent  to  its  surface. 

The  ventricle  of  the  larynx  is  an  oblong  fossa,  situated  between  the  superior 
and  inferior  vocal  cords  on  each  side,  and  extending  nearly  their  entire  length. 
This  fossa  is  bounded  above  by  the  free  crescentic  edge  of  the  superior  vocal 
cord;  below  by  the  straight  margin  of  the  true  vocal  cord;  externally,  by  the 
corresponding  Thyro-arytasnoideus  muscle.  The  anterior  part  of  the  ventricle 
leads  up  by  a  narrow  opening  into  a  caecal  pouch  of  mucous  membrane  of  vari- 
able size,  called  the  laryngeal  pouch. 

The  sacculus  laryngis,  or  laryngeal  pouch,  is  a  membranous  sac  placed  between 
the  superior  vocal  cord  and  the  inner  surface  of  the  thyroid  cartilage,  occasion- 
ally extending  as  far  as  its  upper  border ;  it  is  conical  in  form,  and  curved 
slightly  backwards,  like  a  Phrygian  cap.  On  the  surface  of  its  mucous  mem- 
brane are  the  openings  of  sixty  or  seventy  small  follicular  glands,  which  are 
lodged  in  the  submucous  areolar  tissue.  This  sac  is  inclosed  in  a  fibrous  capsule 
continuous  below  with  the  superior  thyro-arytenoid  ligament:  its  laryngeal 
surface  is  covered  by  the  Arytaeno-epiglottideus  inferior  muscle  {Compressor 
sacculi  laryngis,  Hilton) ;  whilst  its  exterior  is  covered  by  the  Thyro-epiglotti- 
deus  muscle.  These  muscles  compress  the  sacculus  laryngis,  and  discharge  the 
secretion  it  contains  upon  the  chorda  vocales,  the  surface  of  which  it  is  intended 
to  lubricate. 

Muscles.  The  intrinsic  muscles  of  the  larynx  are  eight  in  number;  five  of 
which  are  the  muscles  of  the  chordae  vocales  and  rima  glottidis ;  three  are  con- 
nected with  the  epiglottis. 

The  five  muscles  of  the  chordae  vocales  and  rima  glottidis  are  the 

Crico-thyroid.  Arytaenoideus. 

Crico-ary  taenoideus  posticus.  Thyro-arytenoideus. 

Crico-arytaenoideus  lateralis. 

The  Crico-thyroid  is  triangular  in  form,  and  situated  at  the  fore  part  and  side 
of  the  cricoid  cartilage.  It  arises  from  the  front  and  lateral  part  of  the  cricoid 
cartilage;  its  fibres  diverge,  passing  obliquely  upwards  and  outwards,  to  be  in- 
serted into  the  lower  and  inner  borders  of  the  thyroid  cartilage,  from  near  the 
median  line  in  front,  as  far  back  as  the  inferior  cornu. 

The  inner  borders  of  these  two  muscles  are  separated  in  the  middle  line  by  a 
triangular  interval,  occupied  by  the  crico-thyroia  membrane. 

The  Crico-arytsenoideus  posticus  arises  from  the  broad  depression  occupying 
each  lateral  half  of  the  posterior  surface  of  the  cricoid  cartilage ;  its  fibres  pass 
upwards  and  outwards,  converging  to  be  inserted  into  the  outer  angle  of  the 
base  of  the  arytenoid  cartilage.  The  upper  fibres  are  nearly  horizontal,  the 
middle  oblique,  and  the  lower  almost  vertical.1 

1  Dr.  Merkel  of  Liepsic  has  described  a  muscular  slip  which  occasionally  extends  between  the 
outer  border  of  the  posterior  surface  of  the  cricoid  cartilage  and  the  posterior  margin  of  the  infe- 
rior cornu  of  the  thyroid ;  this  he  calls  the  "  Musculus  kerato-cricoideus."  It  is  not  found  in 
every  larynx,  and  when  present  exists  usually  only  on  one  side,  but  is  occasionally  found  on  both 
sides.  Mr.  Turner  (Edinburgh  Medical  Journal,  Feb.  1860)  states  that  it  is*  found  in  about 
one  case  in  five.  Its  action  is  to  fix  the  lower  horn  of  the  thyroid  cartilage  backwards  and  down- 
wards, opposing  in  some  measure  the  part  of  the  Crico-thyroid  muscle  which  is  connected  to  the 
anterior  margin  of  the  horn. 
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Fifr.  169.-Monclen  of  Laryns.  Side  View.  The    Crico  -  arytmioideus     lateralis    is 

Kight  Ala  of  Thyroid  Cartilage  removed  Bmaller  than  the  preced!ng,  and  of  an 
oblong  form.  It  arises  from  the  upper 
border  of  the  side  of  the  cricoid  cartilage, 
and,  passing  obliquely  upwards  and 
backwards,  is  inserted  into  the  outer  an- 
gle of  the  base  of  the  arytenoid  cartilage, 
in  front  of  the  preceding  muscle.     * 

The  Thyro-arytsrnoidetts  is  a  broad, 
flat  muscle,  which  lies  parallel  with  the 
outer  side  of  the  true  vocal  cord.  It 
arises  in  front  from  the  lower  half  of  the 
receding  angle  of  the  thyroid  cartilage, 
and  from  the  cricothyroid  membrane. 
Its  fibres  pass  horizontally  backwards 
and  outwardB,  to  be  inserted  into  the 
base  and  anterior  surface  of  the  aryte- 
noid cartilage.  This  muscle  consists  of 
two  fasciculi.  The  inferior,  the  thicker, 
is  inserted  into  the  anterior  angle  of  the 
base  of  the  arytenoid  cartilage,  and  into 
'  the  adjacent  portion  of  its  anterior  sur- 

*  face;  it  lies  parallel  with  the  true  vocal 

cord,  to  which  it  is  occasionally  adherent. 
The  superior  fasciculus,  the  thinner,  is 
inserted  into  the  anterior  surface  and 
outer  border  of  the  arytenoid  cartilage 
above  the  preceding  fibres;  it  lies  on  the 
outer  side  of  the  sacculus  laryngis,  imme- 
Fig.  470.— Interior  of  the  Larynx,  seen  diately  beneath  its  mucous  lining. 

from  above.    (Enlarged.)  The  Aryttenoidevs  is  a  single  muscle, 

filling  up  the  posterior  concave  surface 
of  the  arytenoid  cartilages.  It  arises 
from  the  posterior  surface  and  outer  bor- 
der of  one  arytenoid  cartilage,  and  is 
inserted  into  the  corresponding  parts  of 
the  opposite  cartilage.  It  consists  of 
three  planes  of  fibres:  two  oblique  and 
one  transverse.  The  oblique  fihrea,  the 
most  superficial,  form  two  fasciculi,  which 
pass  from  the  base  of  one  cartilage  to 
the  apex  of  the  opposite  one.  The  trans- 
verse fibres,  the  deepest  and  most  nume- 
rous, pass  transversely  acrosB  between 
the  two  cartilages  ;  hence  the  Arylernoi- 
detis  was  formerly  considered  as  several 
muscles,  under  the  name  of  transversa  and 
ohliqui,  A  few  of  the  oblique  fibres  are 
occasionally  continued  round  the  outer 
margin  of  the  cartilage,  and  blend  with 
the  Thyro- arytenoid  or  the  Arytasno- 
epiglottideus  muscle. 
The  muscles  of  the  epiglottis  are,  the 

Thyro-epiglottideus. 
Arytseno-epiglottideus  superior. 
Arytffino-epiglottideus  interior. 
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The  Thyro-epiylottideus  is  a  delicate  fasciculus,  which  arises  from  the  inner 
surface  of  the  thyroid  cartilage,  just  external  to  the  origin  of  the  Thyro-aryte- 
noid  muscle,  and  spreading  out  upon  the  outer  surface  of  the  sacculus  laryngis, 
some  of  its  fibres  are  lost  in  the  aryteno-epiglottidean  fold,  whilst  others  are 
continued  forwards  to  the  margin  of  the  epiglottis  {Depressor  epiglottidis). 

The  Arytaeno-epighttideus  superior  consists  of  a  few  delicate  muscular  fasciculi, 
which  arise  from  the  apex  of  the  arytenoid  cartilage,  and  become  lost  in  the 
fold  of  mucous  membrane  extending  between  the  arytenoid  cartilage  and  side 
of  the  epiglottis  (aryteno-glottidean  folds). 

The  Arytseno-epiglottideus  inferior  (Compressor  sacculi  laryngis,  Hilton)  arises 
from  the  arytenoid  cartilage,  just  above  the  attachment  of  the  superior  vocal 
cord ;  passing  forwards  and  upwards,  it  spreads  out  upon  the  inner  and  upper 
part  of  the  sacculus  laryngis,  aud  is  inserted,  by  a  broad  attachment,  into  the 
margin  of  the  epiglottis.  This  muscle  is  separated  from  the  preceding  by  an 
indistinct  areolar  interval.1 

Actions.  In  considering  the  action  of  the  muscles  of  the  larynx,  they  may  be 
conveniently  divided  into  two  groups,  viz.:  1.  Those  which  open  and  close  the 
glottis.    2.  Those  which  regulate  the  degree  of  tension  of  the  vocal  cords. 

1.  The  muscles  which  open  the  glottis  are  the  Crico-aryteenoidei  postici ;  and 
those  which  close  it  are  the  Arytaenoideus  and  the  Crico-aryt®noiaei  laterales. 
2.  The  muscles  which  regulate  the  tension  of  the  vocal  cords  are,  the  Crico-thy- 
roidei,  which  tense  and  elongate  them ;  and  the  Thyro-arytaenoidei,  which  relax 
and  shorten  them*  The  Thyro-epiglottideus  is  a  depressor  of  the  epiglottis,  and 
the  Ary teno-epiglottidei  constrict  the  superior  aperture  of  the  larynx,  compress 
the  sacculi  laryngis,  and  empty  them  of  their  contents. 

The  Crico-arytotnotdei  postici  separate  the  chords  vocales,  and,  consequently,  open  the 
glottis,  by  rotating  the  base  of  the  arytenoid  cartilages  outwards  and  backwards;  so  that  their 
anterior  angles  and  the  ligaments  attached  to  them  become  widely  separated,  the  vocal  cords,  at 
the  same  time,  being  made  tense. 

The  Crico-arytaenoidei  laterales  close  the  glottis,  bv  rotating  the  base  of  the  arytenoid  carti- 
lages inwards,  so  as  to  approximate  their  anterior  angles. 

The  Arytcenoideus  muscle  approximates  the  arytenoid  cartilages,  and  thus  closes  the  opening 
of  the  glottis,  especially  at  its  back  part. 

The  Crico-thyroid  muscles  produce  tension  and  elongation  of  the  vocal  cords,  by  drawing 
down  the  thyroid  cartilage  over  the  cricoid. 

The  Thyrcharytoenoidei  mmclts  draw  the  arytenoid  cartilages,  together  with  the  part  of  the 
cricoid  to  which  they  are  connected,  forwards  towards  the  thyroid,  and  thus  shorten  aud  relax  the 
vocal  cords. 

The  Thyro-epiglottidei  depress  the  epiglottis,  and  assist  in  compressing  the  sacculi  laryngis. 
The  Aryteno-epiglottideus  superior  constricts  the  superior  aperture  of  the  larynx,  when  it  is 
drawn  upwards,  during  deglutition,  and  the  opening  closed  by  tne  epiglottis.  The  Arytasno-epi- 
glottideus  inferior,  together  with  some  fibres  of  the  Thyro-arytaenoidei,  compress  the  sacculus 
laryngis. 

The  Mucous  Membrane  of  the  larynx  is  continuous  above  with  that  lining  the 
mouth  and  pharynx,  and  is  prolonged  through  the  trachea  and  bronchi  into  the 
lungs.  It  lines  both  surfaces  of  the  epiglottis,  to  which  it  is  closely  adherent, 
and  forms  the  aryteno-epiglottidean  folds  which  encircle  the  superior  aperture 
of  the  larynx.  It  lines  the  whole  of  the  cavity  of  the  larynx ;  forms,  by  its 
reduplication,  the  chief  part  of  the  superior,  or  false,  vocal  cord ;  and,  from  the 
ventricle,  is  continued  into  the  sacculus  laryngis.  It  is  then  reflected  over  the 
true  vocal  cords,  where  it  is  thin,  and  very  intimately  adherent;  covers  the 
inner  surface  of  the  crico-thyroid  membrane  and  cricoid  cartilage;  and  is  ulti- 
mately continuous  with  the  lining  membrane  of  the  trachea.  It  is  covered  with 
columnar  ciliated  epithelium,  below  the  superior  vocal  cord ;  but  above  this 

1  Museums  TRITTC1ZO-GL088U8.  Bochdalek  junr.  (Prager  Vierteljahrsckrift,  2d  Part,  1866) 
describes  a  muscle  hitherto  entirely  overlooked,  except  a  brief  statement  in  Henle's  '*  Anatomy," 
which  arises  from  the  nodule  of  cartilage  (corpus  triticeum)  in  the  posterior  thyro-hyoid  ligament, 
and  passes  forwards  and  upwards  to  enter  the  tongue  along  with  tne  Kerato-glossus  muscle.  He 
met  with  this  muscle  eight  times  in  twenty-two  subjects.  It  occurred  in  both  sexes,  sometimes  on 
both  sides,  at  others  on  one  only. 
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Joint,  the  cilia  are  found  only  in  front,  as  high  as  the  middle  of  the  epiglottis, 
n  the  rest  of  its  extent,  the  epithelium  is  of  the  squamous  variety. 
Olands.  The  mucous  membrane  of  the  larynx  is  furnished  with  numerous 
muciparous  glands,  the  orifices  of  which  are  found  in  nearly  every  part ;  they 
are  very  numerous  upon  the  epiglottis,  being  lodged  in  little  pits  in  its  substance ; 
they  are  also  found  in  large  numbers  along  the  posterior  margin  of  the  aryteno- 
epiglottidcan  fold,  in  front  of  the  arytenoid  cartilages,  where  they  are  termed  the 
arytenoid  (/lands.  They  exist  also  in  large  numbers  upon  the  inner  surface  of 
the  sacculus  laryngis.     None  are  found  on  the  vocal  coras. 

Vessels  and  Nerves.    The  arteries  of  the  larynx  are  the  laryngeal  branches 
derived  from  the  superior  and  inferior  thyroid.     The  veins  empty  themselves 

Fig.  471.— Front  View  of  Cartilages  of  Larynx :  the  Trachea  and  Bronchial. 


nto  the  superior  middle  and  inferior  thyroid  veins.  The  lymphatics  terminate 
n  the  deep  cervical  glands.  The  nerves  are  the  superior  laryngeal,  and  the 
nferior  or  recurrent  laryngeal  branches  of  the  pneumogastric  nerves,  joined  by 
filaments  from  the  sympathetic.  The  superior  laryngeal  nerves  supply  the 
mucous  membrane  of  the  larynx  and  the  Crico-thyroid  muscles.     The  inferior 


laryngeal  nerves  supply  the  remaining  muscles.  The  Arytenoid  muscle  is 
supplied  by  both  nerves. 

The  Trachea.    (Fig.  471.) 

The  Trachea,  or  air-tube,  is  a  cartilaginous  and  membranous  cylindrical  tube 
flattened  posteriorly,  which  extends  from  the  lower  part  of  the  larynx,  on  a  level 
with  the  fifth  cervical  vertebra,  to  opposite  the  third  dorsal,  where  it  divides 
into  the  two  bronchi,  one  for  each  lung.  The  trachea  measures  about  four 
inches  and  a  half  in  length;  its  diameter,  from  side  to  side,  is  from  three- 
quarters  of  an  moli  to  an  inch,  being  always  greater  in  the  male  than  in  the 
female. 

Relations.  The  anterior  surface  of  the  trachea  is  convex,  and  covered  in  the 
neck,  from  above  downwards,  by  the  isthmus  of  the  thyroid  gland,  the  inferior 
thyroid  veins,  the  arteria  thyroidea  ima  (when  that  vessel  exists),  the  Sterno- 
hyoid and  Sterno- thyroid  muscles,  the  cervical  fascia  (in  the  interval  between 
those  muscles),  and,  more  superficially,  by  the  anastomosing  branches  between 
the  anterior  jugular  veins;  in  the  thorax,  it  is  covered  from  before  backwards  by 
the  first  piece  of  the  sternum,  the  remains  of  the  thymus  gland,  the  arch  of  the 
aorta,  the  innominate  and  left  carotid  arteries,  and  the  deep  cardiac  plexus.  It 
lies  upon  the  oesophagus,  which  is  directed  to  the  left  near  the  arch  of  the  aorta; 
laterally,  in  the  neck,  it  is  in  relation  with  the  common  carotid  arteries,  the  lateral 
lobes  of  the  thyroid  gland,  the  inferior  thyroid  arteries,  and  recurrent  laryngeal 
nerves:  and,  t»  the  thorax,  it  lies  in  the  interspace  between  the  pleura?,  having 
the  pneumogastric  nerve  on  each  side  of  it. 

The  Right  Bronchia,  wider,  shorter,  and  more  horizontal  in  direction  than  the 
left,  is  about  an  inch  in  length,  and  enters  the  right  lung,  opposite  the  fourth 
dorsal    vertebra.       The    vena    azygoa 

arches  Over  it,  from  behind  ;  and  the  Fi|T-  *'12- — Transverse  Section  of  the  Trachea, 
right  pulmonary  artery  lies  below,  and  J°8t  ■*•"  «■  Bifurcation,  with  a  bird's  eye 
then  in  front  of  it.         _  ™w  o(  the  mtmor- 

The  Left  Bronchus  is  smaller,  more 
oblique,  and  longer  than  the  right,  being 
nearly  two  inches  in  length.  It  enters 
the  root  of  the  left  lung,  opposite  the 
fifth  dorsal  vertebra,  about  an  inch 
lower  than  the  right  bronchus.  It 
crosses,  in  front  of  the  cesophagus,  the 
thoracic  duct,  and  the  descending  aorta ; 
passes  beneath  the  arch  of  the  aorta, 

and  has  the  left  pulmonary  artery  lying  at  first  above,  and  then  in  front  of  it. 
If  a  transverse  section  is  made  across  the  trachea,  a  short  distance  above  its 
point  of  bifurcation,  and  a  bird's  eye  view  taken  of  its  interior  (Fig.  472),  the 
septum  placed  at  the  bottom  of  the  trachea  and  separating  the  two  bronchi  will 
be  seen  to  occupy  the  left  of  the  median  line,  as  was  first  shown  by  Mr.  Goodall, 
of  Dublin,  so  that  any  solid  body  dropping  into  the  trachea  would,  naturally  be 
directed  towards  the  right  bronchus,  and  this  tendency  is  undoubtedly  aided  by 
the  larger  size  of  this  tubo,  as  compared  with  its  fellow.  This  fact  serves  to 
explain  why  a  foreign  substance  in  the  trachea  generally  falls  into  the  right 
bronchus. 

The  trachea  is  composed  of  imperfect  cartilaginous  rings,  fibrous  membrane, 
muscular  fibres,  longitudinal  yellow  elastic  fibres,  mucous  membrane,  and  glands. 

The  Cartilages  vary  from  sixteen  to  twenty  in  number:  each  forms  an  im- 

Eerfect  ring,  which  surrounds  about  two-thirds  of  the  cylinder  of  the  trachea, 
eing  imperfect  behind,  where  the  tube  is  completed  by  fibrous  membrane.  The 
cartilages  are  placed  horizontally  above  each  other,  separated  bv  narrow  mem- 
branous intervals.     They  measure  about  two  lines  in  depth,  and  half  a  line  in 
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thickness.  Their  outer  surfaces  ate  flattened,  but,  internally,  they  are  convex, 
from  being  thicker  in  the  middle  than  at  the  margins.  The  cartilages  are  con- 
nected together,  at  their  margins,  by  an  elastic  fibrous  membrane,  which  covers 
both  their  surfaces;  and  in  the  space  between  their  extremities,  behind,  forms 
a  distinct  layer.    The  peculiar  cartilages  are  the  first  and  the  last. 

The  first  cartilage  is  broader  than  the  rest,  and  sometimes  divided  at  one  end; 
it  is  connected  by  fibrous  membrane  with  the  lower  border  of  the  cricoid  carti- 
lage, with  which,  or  with  the  succeeding  cartilage,  it  is  sometimes  blended. 

The  last  cartilage  is  thick  and  broad  in  the  middle,  in  consequence  of  its  lower 
border  being  prolonged  downwards,  and,  at  the  same  time,  curved  backwards, 
at  the  point  of  bifurcation  of  the  trachea.  It  terminates  on  each  side  in  an 
imperfect  ring,  which  incloses  the  commencement  of  the  bronchi.  The  cartilage 
above  the  last  is  somewhat  broader  than  the  rest  at  its  centre.  Two  or  more 
of  the  cartilages  often  unite,  partially  or  completely,  and  are  sometimes  bifur- 
cated at  their  extremities.  They  are  highly  elastic,  and  seldom  ossify,  even  in 
advanced  life.  In  the  right  bronchus  the  cartilages  vary  in  number  from  six 
to  eight;  in  the  left,  from  nine  to  twelve.  They  are  shorter  and  narrower  than 
those  of  the  trachea. 

The  Muscular  Fibres  are  disposed  in  two  layers,  longitudinal  and  transverse. 
The  longitudinal  fibres  are  the  most  external,  and  arise  by  minute  tendons  from 
the  termination  of  the  tracheal  cartilages,  and  from  the  fibrous  membrane. 

The  Transverse  Fibres  (Trachealis  muscle,  Todd  and  Bowman),  the  most 
internal,  form  a  thin  layer,  which  extends  transversely  between  the  ends  of  the 
cartilages  at  the  posterior  part  of  the  trachea.  The  muscular  fibres  are  of  the 
unstriped  variety. 

The  Elastic  Fibres  are  situated  beneath  the  mucous  membrane,  inclosing  the 
entire  cylinder  of  the  trachea ;  they  are  most  abundant  at  its  posterior  part, 
where  tney  are  collected  into  longitudinal  bundles. 

The  Mucous  Membrane  lining  the  tube  is  covered  with  columnar  ciliated  epi- 
thelium. It  is  continuous  above  with  that  of  the  larynx,  and  below  with  that 
of  the  lungs. 

The  Tracheal  Glands  are  found  in  great  abundance  at  the  posterior  part  of 
the  trachea.  They  are  small,  flattened,  ovoid  bodies,  placed  between  the  fibrous 
and  muscular  coats,  each  furnished  with  an  excretory  duct,  which  opens  on  the 
surface  of  the  mucous  membrane.  Some  glands  of  smaller  size  are  also  found 
at  the  sides  of  the  trachea,  between  the  layers  of  fibrous  tissue  connecting  the 
rings,  and  others  immediately  beneath  the  mucous  coat.  The  secretion  from 
these  glands  serves  to  lubricate  the  inner  surface  of  the  trachea. 

Vessels  and  Nerves.  The  trachea  is  supplied  with  blood  by  the  inferior  thyroid 
arteries.  The  veins  terminate  in  the  thyroid  venous  plexus.  The  nerves  are 
derived  from  the  pneumogastric  and  its  recurrent  branches,  and  from  the  sym- 
pathetic. 

Surgical  Anatomy.  The  air-passages  may  be  opened  in  three  different  situations :  through 
the  cricothyroid  membrane  (laryngotomy),  through  the  cricoid  cartilage  and  upper  ring  of  the 
trachea  (laryngo4racheotomy),  or  through  the  trachea  below  the  isthmus  of  the  thyroid  gland 
(tracheotomy).  The  student  should,  therefore,  carefully  consider  the  relative  anatomy  of  the 
air-tube  in  each  of  these  situations. 

Beneath  the  integument  of  the  laryngo  tracheal  region,  on  either  side  of  the  median  line,  are 
the  two  anterior  jugular  veins.  Their  size  and  position  vary ;  there  is  nearly  always  one,  and 
frequently  two;  at  the  lower  part  of  the  neck  they  diverge,  passing  beneath  the  Sterno-mastoid 
muscles,  and  are  frequently  connected  by  a  transverse  communicating  branch.'  These  veins 
should,  if  possible,  always  be  avoided  in  any  operation  on  the  larynx  or  trachea.  If  cut  through, 
considerable  hemorrhage  occurs. 

Beneath  the  cervical  fascia  are  the  Sterno-hyoid  and  Sterno-thyroid  muscles,  the  contiguous 
edges  of  the  former  being  near  the  median  line  ;  and  beneath  these  muscles  the  following  parts 
are  met  with,  from  above  downwards :  the  thyroid  cartilage,  the  cricothyroid  membrane,  the 
cricoid  cartilage,  the  trachea,  and  the  isthmus  of  the  thyroid  gland. 

The  crico-thyroid  space  is  very  superficial,  and  may  be  easily  felt  beneath  the  skin  as  a  depres- 
sion about  an  inch  below  the  pom  urn  Adami :  it  is  crossed  transversely  by  a  small  artery,  the 
crico-thyroid,  the  division  of  which  is  seldom  accompanied  by  any  troublesome  hemorrhage. 
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The  isthtnus  of  the  thyroid  gland  usually  crosses  the  second  and  third  rings  of  the  trachea; 
above  it  is  found  a  large  transverse  communicating  branch  between  the  superior  thyroid  veins, 
and  the  isthmus  is  covered  by  a  venous  plexus,  formed  between  the  thyroid  veins  of  opposite  aides. 
On  the  sides  of  the  thyroid  gland,  and  below  it,  the  veins  converge  to  a  single  median  vessel,  or 
to  two  trunks  which  descend  along  the  median  line  of  the  front  of  the  trachea,  to  open  into  the 
innominate  veins  by  valved  orifices.  In  the  infant,  the  thymus  glund  ascends  a  variable  distance 
along  the  front  or  the  trachea ;  and  the  innominate  artery  crosses  the  tube  obliquely  at  the  root 
of  the  neck,  from  left  to  right.  The  arteria  thyroidea  ima,  when  that  vessel  exists,  passes  from 
below  upwards  along  the  front  of  the  trachea.  The  upper  part  of  the  trachea  lies  comparatively 
superficial;  but  the  lower  part  passes  obliquely  downwards  and  backwards,  so  as  to  oe  deeply 
placed  between  the  converging  oterno-inastoid  muscles.  In  the  child,  the  trachea  is  smaller, 
more  deeply  placed,  and  more  movable  than  in  the  adult  In  fat  or  short-necked  people,  or  in 
those  in  whom  the  muscles  of  the  neck  are  prominently  developed,  the  trachea  is  more  deeply 
placed  than  in  the  opposite  conditions. 


From  tliese  observations,  it  mnst  be  evident  that  laryngotomy  is  anatomically  the  most  simple 
operation,  can  most  readily  be  performed,  and  should  always  be  preferred,  when  particular  circum- 
stances do  not  render  the  operation  of  tracheotomy  absolutely  tiecessury.  The  operation  is  per- 
formed thus:  The  head  being  thrown  back  and  steadied  hy  an  assistant,  the  finger  is  passed  over 
the  front  of  the  neck,  and  the  crico-thyroid  depression  felt  for.  A  vertical  incision  is  then  made 
through  the  skin,  in  the  middle  line  over  this  spot,  and  the  cricothyroid  membrane  is  divided  to 
a  sufficient  extent  to  allow  of  the  introduction  of  a  large  curved  tube.  The  crico  thyroid  artery 
is  the  only  vessel  of  importance  crossing  this  space.  If  it  should  be  of  large  size,  its  division  might 
produce  troublesome  hemorrhage. 

Lari/ngoUrachentomy.  anatomically  considered,  is  more  dangerous  than  tracheotomy,  on 
account  of  the  small  interspace  between  the  cricoid  cartilage  and  the  isthmns  of  the  thyroid  gland  : 
the  communicating  branches  between  the  superior  thyroid  veins,  which  cover  this  spot,  can  hardly 
fail  to  be  divided ;  and  the  greatest  care  will  not.  in  some  cases,  prevent  the  division  of  part  of 
the  thyroid  isthmus.     IT  either  of  these  strnc.tures  is  divided,  the  hemorrhage  may  bo  considerable. 

Tracheotomy  below  the  isthmns  of  the  thyroid  gland  is  performed  thus  :  The  bead  being  thrown 
back  and  steadied  by  an  assistant,  an  incision,  an  inch  and  a  half  or  two  inches  in  length,  is  made 
through  the  skin  in  the  median  line  of  the  neck,  from  a  little  below  the  cricoid  cartilage  to  the 
top  of  the  sternum.  The  anterior  jugular  veins  should  be  avoided,  by  keening  exactly  in  the 
median  line ;  the  deep  fascia  should  then  be  divided,  and  the  contiguous  borders  of  the  Sterno- 
hyoid muscles  separated  from  each  other.  A  quantity  of  loose  areolar  tissue,  containing  the  infe- 
rior thyroid  veins,  must  then  be  separated  from  the  front  of  the  trachea,  with  the  handle  of  the 
scalpel ;  and  when  the  trachea  is  well  exposed,  it  should  be  opened  by  inserting  the  knilb  into  it, 
dividing  two  or  three  or  its  rings  from  below  upwards.  It  is  a  mutter  of  the  greatest  importance 
to  restrain,  if  possible,  all  hemorrhage  before  the  tube  is  opened  ;  otherwise,  blood  may  pass  into 
the  trachea,  and  snffoc&te  the  patient 
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The  pLEUK.fi. 

Each  lung  is  invested,  upon  its  external  surface,  by  an  exceedingly  delicate 
serous  membrane,  the  Pleura,  which  incloses  the  organ  as  far  as  ite  root,  and  is 
then  reflected  upon  the  inner  surface  of  the  thorax.  The  portion  of  the  serous 
membrane  investing  the  surface  of  the  lung  is  called  the  pleura  pulmonalis 
(visceral  layer  of  pleura),  while  that  which  lines  the  inner  surface  of  the  chest 
is  called  the  pleura  costalis  (parietal  layer  of  pleura).  The  interspace  or  cavity 
between  these  two  layers  is  called  the  cavity  of  the  pleura.  Each  pleura  is  there- 
fore a  shut  sac,  one  occupying  the  right,  the  other  the  left  half  of  the  thorax; 
and  they  are  perfectly  separate,  not  communicating  with  each  other.     The  two 

Fig.  474.— A  Transverse  Section  of  ihe  Thorax,  showing  the  relative  Position  of  the  Viscera, 
aud  the  Reflection  of  the  Pleura. 


pleurae  do  not  meet  in  the  middle  line  of  the  chest,  excepting  at  one  point  in 
front;  an  interspace  being  left  between  them,  which  contains  all  the  viscera  of 
the  thorax,  excepting  the  lungs:  this  is  the  mediastinum. 

Reflections  of  the  pleura  (Fig.  474).  Commencing  at  the  sternum,  the  pleura 
passes  outwards,  covers  the  costal  cartilages,  the  inner  surface  of  the  ribs  and 
intercostal  muscles,  and  at  the  back  part  of  the  thorax  passes  over  the  thoracic 
ganglia  and  their  branches,  and  is  reflected  upon  the  sides  of  the  bodies  of  the 
vertebrae,  where  it  is  separated  by  a  narrow  interspace  the  posterior  mediastinum 
from  the  opposite  pleura.  From  the  vertebral  column  the  pleura  pusses  to  the 
side  of  the  pericardium,  which  it  covers  to  a  slight  extent;  it  then  covers  the 
back  part  of  the  root  of  the  lung,  from  the  lower  border  of  which  a  triangular 
fold  descends  vertically  by  the  side  of  the  posterior  mediastinum  to  the  Dia- 
phragm. This  fold  is  the  broad  ligament  of  the  lung,  the  litjamenium  latum 
pulmonis,  and  serves  to  retain  the  lower  part  of  that  organ  in  position.  From 
the  root,  the  pleura  may  be  traced  over  the  convex  surface  of  the  lung,  the 
summit  and  base,  and  also  over  the  sides  of  the  fissures  between  the  lobes.  It 
covers  its  anterior  surface,  and  the  front  part  of  its  root,  and  is  reflected  upon 
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the  side  of  the  pericardium  to  the  inner  surface  of  the  sternum.  Below,  it 
covers  the  under  surface  of  the  Diaphragm.  Above,  its  apex  projects,  in  the 
form  of  a  cul-de-sac,  through  the  superior  opening  of  the  thorax  into  the  neck, 
extending  about  an  inch  above  the  margin  of  the  first  rib,  and  receives  the 
summit  of  the  corresponding  lung ;  this  sac  is  strengthened,  according  to  Dr. 
Sibson,  by  a  dome-like  expansion  of  fascia,  derived  from  the  lower  part  of  the 
Scaleni  muscles. 

A  little  above  the  middle  of  the  sternum,  the  contiguous  surfaces  of  the  two 
pleurae  are  sometimes  in  contact  for  a  slight  extent ;  but  above  and  below  this 
point,  the  interval  left  between  them  forms  the  anterior  mediastinum. 

The  inner  surface  of  the  pleura  is  smooth,  polished,  and  moistened  by  a  serous 
fluid;  its  outer  surface  is  intimately  adherent  to  the  surface  of  the  lung,  and  to 
the  pulmonary  vessels  as  they  emerge  from  the  pericardium ;  it  is  also  adherent 
to  tne  upper  surface  of  the  Diaphragm :  throughout  the  rest  of  its  extent  it  is 
somewhat  thicker,  and  may  be  separated  from  the  adjacent  parts  with  extreme 
facility. 

The  right  pleural  sac  is  shorter,  wider,  and  reaches  higher  in  the  neck  than 
the  left. 

Vessels  and  Nerves.  The  arteries  of  the  pleura  are  derived  from  the  inter- 
costal, the  internal  mammary,  the  phrenic,  inferior  thyroid,  thymic,  pericardiac, 
and  bronchial.  The  veins  correspond  to  the  arteries.  The  lymphatics  are  very 
numerous.  The  nerves  are  derived  from  the  phrenic  and  sympathetic  (Luschka). 
Kdlliker  states  that  nerves  accompany  the  ramifications  of  the  bronchial  arteries 
in  the  pleura  pulmonalis. 

Mediastinum. 
The  Mediastinum  is  the  space  left  in  the  median  line  of  the  chest  by  the  non-  I 


approximation  of  the  two  pleur®.  It  extends  from  the  sternum  in  front  to  the 
spine  behind,  and  contains  all  the  viscera  in  the  thorax,  excepting  the  lungs. 
The  mediastinum  is  subdivided,  for  convenience  of  description,  into  the  anterior, 
middle,  and  posterior. 

The  anterior  mediastinum  is  bounded  in  front  by  the  sternum,  on  each  side  by 
the  pleura,  and  behind  by  the  pericardium.  Owing  to  the  oblique  position  of 
the  heart  towards  t\ie  left  side,  this  space  is  not  parallel  with  the  sternum,  but 
directed  obliquely  from  above  downwards,  and  to  the  left  of  the  median  line ;  it 
is  broad  below,  narrow  above,  very  narrow  opposite  the  second  piece  of  the 
sternum,  the  contiguous  surfaces  of  the  two  pleurae  being  occasionally  united 
over  a  small  space.  The  anterior  mediastinum  contains  the  origins  of  the  Sterno-  [ 
hyoid  and  Sterno-thyroid  muscles,  the  Triangularis  sterni,  the  internal  mammary 
vessels  of  the  left  side,  the  remains  of  the  thymus  gland,  and  a  quantity  of  loose 
areolar  tissue,  in  which  some  lymphatic  vessels  are  found  ascending  from  the 
convex  surface  of  the  liver. 

The  middle  mediastinum  is  the  broadest  part  of  the  interpleural  space.  It  con- 
tains the  heart  inclosed  in  the  pericardium,  the  ascending  aorta,  the  superior 
vena  cava,  the  bifurcation  of  the  trachea,  the  pulmonary  arteries  and  veins,  and 
the  phrenic  nerves. 

The  posterior  mediastinum  is  an  irregular  triangular  space,  running  parallel 
with  the  vertebral  column ;  it  is  bounded  in  front  by  the  pericardium  and  roots 
of  the  lungs,  behind  by  the  vertebral  column,  and  on  either  side  by  the  pleura. 
It  contains  the  descending  aorta,  the  greater  and  lesser  azygos  veins  and  left 
superior  intercostal  vein,  the  pneumogastric  and  splanchnic  nerves,  the  oesopha- 
gus, thoracic  duct,  and  some  lymphatic  glands. 

The  Lungs. 

The  Lungs  are  the  essential  organs  of  respiration ;  they  are  two  in  number, 
placed  one  in  each  of  the  lateral  cavities  of  the  chest,  separated  from  each  other 
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by  the  heart  and  other  contents  of  the  mediastinum.  Each  lung  is  conical  in 
shape,  and  presents  for  examination  an  apex,  a  base,  two  borders,  and  two  sur- 
faces (see  Fig.  477). 

Fig.  475. — The  Posterior  Mediae  tin  urn.    Auteriur  View. 


The  apex  forms  a  tappering  cone,  which  extends  into  the  root  of  the  neck, 
about  an  inch  to  an  inch  and  a  half  above  the  level  of  the  first  rib. 
The  base  is  broad,  concave,  and  rests  upon  the  convex  surface  of  the  Dia- 
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phragm ;  its  circumference  is  thin,  and  fits  into  the  space  between  the  lower 
ribs  and  the  costal  attachment  of  the  Diaphragm,  extending  lower  down  exter- 
nally and  behind  than  in  front. 

Fig.  476. — The  Posterior  Mediastinum  and  Boot  of  the  Neck.    Posterior  View. 


The  external  or  thoracic  surface  is  smooth,  convex,  of  considerable  extent,  and 
corresponds  to  tbe  form  of  the  cavity  of  the  chest,  being  deeper  behind  than  in 
front. 

The  inner  surface  is  concave.  It  presents,  in  front,  a  depression  correspond- 
ing to  the  convex  surface  of  the  pericardium,  and  behind,  a  deep  fissure  (the 
hilum  pulmonis)  which  gives  attachment  to  the  root  of  the  lung. 

The  posterior  border  ia  rounded  and  broad,  and  is  received  in  the  deep  con- 
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cavity  on  either  side  of  the  spinal  column.  It  is  much  longer  than  the  anterior 
border,  and  projects  below  between  the  ribs  and  the  Diaphragm. 

The  anterior  border  is  thin  and  sharp,  and  overlaps  the  front  of  the  pericar- 
dium. 

The  auterior  border  of  the  right  lung  corresponds  to  the  median  line  of  the 
sternum,  and  is  in  contact  with  its  fellow,  the  pleurae  being  interposed,  as  low  afl 
the  fourth  costal  cartilage ;  below  this,  the  contiguous  borders  are  separated 
by  an  irregularly  shaped  interval,  formed  at  the  expense  of  the  anterior  border 
of  the  left  lung,  and  in  which  the  pericardium  is  exposed. 

Each  lung  is  divided  into  two  lobes,  an  upper  and  lower,  by  a  long  and  deep 
fissure,  which  extends  from  the  upper  part  of  the  posterior  border  of  the  organ, 

Fig.  477.— Front  View  of  the  Heart  and  Langs. 


about  three  inches  from  its  apex,  downwards  and  forwards  to  the  lower  part  of 
its  anterior  border.  This  fissure  penetrates  nearly  to  the  root.  In  the  right 
lung  the  upper  lobe  is  partially  divided  by  a  second  and  shorter  fissure,  which 
extends  from  the  middle  of  the  preceding,  forwards  and  upwards,  to  the  anterior 
margin  of  the  organ,  marking  oflf  a  small  triangular  portion,  the  middle  lobe. 

The  rvjkt  lun>/  is  the  larger ;  it  is  broader  than  the  left,  owing  to  the  inclina- 
tion of  the  heart  to  the  left  side ;  it  is  also  shorter  by  an  inch,  in  consequence 
of  the  Diaphragm  rising  higher  on  the  right  side  to  accommodate  the  liver. 
The  right  lung  has  three  lobes. 

The  left  lung  is  smaller,  narrower,  and  longer  than  the  right,  and  has  only 
two  lobes. 

A  little  above  the  middle  of  the  inner  Burface  of  each  lung,  and  nearer  iw 
pasterior  than  its  anterior  border,  is  its  root,  by  which  the  lung  is  connected  to 
the  heart  and  the  trachea.     The  root  is  formed  by  the  bronchial  tube,  the  put- 
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monary  artery,  the  pulmonary  veins,  the  bronchial  arteries  and  veins,  the  pul- 
monary plexus  of  nerves,  lymphatics,  bronchial  glands,  and  areolar  tissue,  all  of 
which  are  inclosed  by  a  reflection  of  the  pleura.  The  root  of  the  right  lung 
lies  behind  the  superior  vena  cava  and  upper  part  of  the  right  auricle,  and  below 
the  vena  azygos.  That  of  the  left  lung  passes  beneath  the  arch  of  the  aorta, 
and  in  front  of  the  descending  aorta ;  the  phrenic  nerve  and  the  anterior  pul- 
monary plexus  lie  in  front  of  each,  and  the  pneumogastric  and  posterior  pulmo- 
nary plexus  behind  each. 

The  chief  structures  composing  the  root  of  each  lung  are  arranged  in  a 
similar  manner  from  before  backwards  on  both  sides,  viz.:  the  pulmonary  veins 
most  anterior;  the  pulmonary  artery  in  the  middle;  and  the  bronchus,  together 
with  the  bronchial  vessels,  behind.  From  above  downwards,  on  the  two  sides, 
their  arrangement  differs,  thus : — 

On  the  right  side,  their  position  is,  bronchus,  pulmonary  artery,  pulmonary 
veins ;  but  on  the  left  side  their  position  is,  pulmonary  artery,  bronchus,  pul- 
monary veins ;  which  is  accounted  for  by  the  bronchus  being  placed  on  a  lower 
level  on  the  left  than  on  the  right  side. 

The  weight  of  both  lungs  together  is  about  forty -two  ounces,  the  right  lung 
being  two  ounces  heavier  than  the  left ;  but  much  variation  is  met  with  accord- 
ing to  the  amount  of  blood  or  serous  fluid  they  may  contain.  The  lungs  are 
heavier  in  the  male  than  in  the  female,  their  proportion  to  the  body  being,  in 
the  former,  as  1  to  37,  in  the  latter  as  1  to  43.  The  specific  gravity  of  the  lung- 
tissue  varies  from  345  to  746,  water  being  1000. 

The  color  of  the  lungs  at  birth  is  a  pinkish- white;  in  adult  life,  a  dark  slate- 
color,  mottled  in  patches ;  and  as  age  advances,  this  mottling  assumes  a  black 
color.  The  coloring  matter  consists  of  granules  of  a  carbonaceous  substance 
deposited  in  the  areolar  tissue  near  the  surface  of  the  organ.  It  increases  in 
quantity  as  age  advances,  and  is  more  abundant  in  males  than  in  females.  The 
posterior  border  of  the  lung  is  usually  darker  than  the  anterior.  The  surface  of 
the  lung  is  smooth,  shining,  and  marked  out  into  numerous  polyhedral  spaces, 
indicating  the  lobules  of  the  organ :  the  area  of  each  of  these  spaces  is  crossed 
by  numerous  lighter  lines. 

The  substance  of  the  lung  is  of  a  light,  porous,  spongy  texture;  it  floats  in 
water,  and  crepitates  when  handled,  owing  to  the  presence  of  air  in  the  tissue ; 
it  is  also  highly  elastic ;  hence  the  collapsed  state  of  these  organs  when  they  are 
removed  from  the  closed  cavity  of  the  thorax. 

Structure.  The  lungs  are  composed  of  an  external  serous  coat,  a  subserous 
areolar  tissue,  and  the  pulmonary  substance  or  parenchyma. 

The  serous  coat  is  derived  from  the  pleura ;  it  is  thin,  transparent,  and  invests 
the  entire  organ  as  far  as  the  root. 

The  subserous  areolar  tissue  contains  a  large  proportion  of  elastic  fibres ;  it 
invests  the  entire  surface  of  the  lung,  and  extends  inwards  between  the  lobules. 

The  parenchyma  is  composed  of  lobules,  which,  although  closely  connected 
together  by  an  interlobular  areolar  tissue,  are  quite  distinct  from  one  another,        • 
and  are  easily  separable  in  the  foetus.     The  lobules  vary  in  size ;  those  on  the     A 
surface  are  large,  of  a  pyramidal  form,  the  base  turned  towards  the  surface;  S^,ju+fJ? 
those  in  the  interior  smaller,  and  of  various  forms.     Each  lobule  is  composed  of  /  Y 

one  of  the  ramifications  of  the  bronchial  tube  and  its  terminal  air-cells,  and  of      d£v/£  / 
the  ramifications   of  the   pulmonary  and   bronchial  vessels,  lymphatics,  and  *~ 

nerves:  all  of  these  structures  being  connected  together  by  areolar  fibrous 
tissue. 

The  bronchus,  upon  entering  the  substance  of  the  lung,  divides  and  subdivides 
dichotomously  throughout  the  entire  organ.  Sometimes  three  branches  arise 
together,  and  occasionally  small  lateral  branches  are  given  off  from  the  sides  of 
a  main  trunk.  Each  of  the  smaller  subdivisions  of  the  bronchi  enters  a  pulmo- 
nary lobule  (lobular  bronchial  tube),  and,  again  subdividing,  ultimately  termi- 
nates in  the  intercellular  passages  and  air-cells  of  which  the  lobule  is  composed. 
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Within  the  lungs  the  bronchial  tubes  are  circular,  not  flattened,  and  their  con- 
stituent elements  present  the  following  peculiarities  of  structure. 

Fig.  478.— The  Roota  of  the  Longs  »wi  Posterior  Pulmonary  Plexus,  seen  from  Behind. 


The  cartilages  are  not  imperfect  rings,  but  consist  of  thin  lamina?,  of  varied 
form  and  size,  scattered  irregularly  along  the  sides  of  the  tube,  being  most  dis- 
tinct at  the  points  of  division  of  the  bronchi.  Tbey  may  be  traced  into  tubes, 
the  diameter  of  which  is  only  one-fourth  of  a  line.  Beyond  this  point,  the  tubes 
are  wholly  membranous.  The  fibrous  coat  and  the  longitudinal  elastic  fibres 
are  continued  into  the  smallest  ramifications  of  the  bronchi.  The  muscular  coat 
is  dispased  in  the  form  of  a  continuous  layer  of  annular  fibres,  which  may  be 
traced  upon  the  smallest  bronchial  tubes :  they  consist  of  the  unstriped  varietv 
of  muscular  fibre.  The  mucous  membrane  tines  the  bronchi  and  its  ramifica- 
tions throughout,  and  is  covered  with  columnar  ciliated  epithelium. 
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According  to  the  observations  of  Mr.  Rainey,1  the  lobular  bronchial  tubes,  on 
entering  the  substance  of  the  lobules,  divide  and  subdivide  from  four  to  nine 
times,  according  to  the  size  of  the  lobule,  continuing  to  diminish  in  size  until 
they  attain  a  diameter  of  ^  to  ,^th  of  an  inch.  They  then  become  changed  in 
structure,  losing  their  cylindrical  form,  and  are  continued  onwards  as  irregular 
passages  (intercellular  passages,  Rainey — air-sacs,  Waters),  through  the  sub- 
stance of  the  lobule,  their  sides  and  extremities  being  closely  covered  by  nume- 
rous saccular  dilatations,  the  air-cells.  This  arrangement  resembles  most  closely 
the  naked-eye  appearances  observed  in  the  reticulated  structure  of  the  lung  of 
the  tortoise,  and  other  reptilia.  Opinions  have  differed  as  to  the  existence  of 
communications  or  anastomoses  between  the  intercellular  passages,  or  air-sacs. 
According  to  Dr.  Waters,2  these  air-sacs,  as  he  terms  them,  are  arranged  in 
groups,  or  "lobulettes,"  of  five  or  six,  which  spring  from  the  terminal  dilatation 
of  a  single  bronchial  tube,  but  have  no  other  communication  with  each  other, 
or  with  neighboring  lobulettes,  than  that  which  is  afforded  by  their  common 
connection  with  the  bronchial  tubes. 

The  air-cells,  or  alveoli  (Waters),  are  small,  polyhedral,  alveolar  recesses, 
separated  from  each  other  by  thin  septa,  and  communicating  freely  with  the 
intercellular  passages  or  air-sacs.  They  are  well  seen  on  the  surface  of  the  lung, 
and  vary  from  5J0th  to  ^th  of  an  inch  in  diameter;  being  largest  on  the 
surface,  at  the  thin  borders,  and  at  the  apex ;  and  smallest  in  the  interior. 

At  the  termination  of  the  bronchial  tubes,  in  the  intercellular  passages,  their 
constituent  elements  become  changed :  their  walls  are  formed  by  an  interlacing 
of  the  longitudinal  elastic  bundles  with  fibrous  tissue;  the  muscular  fibres 
disappear,  and  the  mucous  membrane  becomes  thin  and  delicate,  and  lined  with 
a  layer  of  squamous  epithelium.  The  latter  membrane  lines  the  air-cells,  and 
forms  by  its  reduplications  the  septa  intervening  between  them. 

The  Pulmonary  Artery  conveys  the  venous  blood  to  the  lungs :  it  divides  into 
branches  which  accompany  the  bronchial  tubes,  and  terminates  in  a  dense  capil- 
lary network,  upon  the  walls  of  the  intercellular  passages  and  air-cells.  From 
this  network,  the  radicles  of  the  pulmonary  veins  arise ;  coalescing  into  large 
branches,  they  accompany  the  arteries,  and  return  the  blood,  purified  by  its 
passage  through  the  capillaries,  to  the  left  auricle  of  the  heart.  In  the  lung, 
the  branches  of  the  pulmonary  artery  are  usually  above  and  in  front  of  a 
bronchial  tube,  the  vein  below. 

The  Pulmonary  Capillaries  form  plexuses  which  lie  immediately  beneath  the 
mucous  membrane,  on  the  walls  ana  septa  of  the  air-cells,  and  upon  the  walls 
of  the  intercellular  passages.  In  the  septa  between  the  cells,  the  capillary 
network  forms  a  single  layer.  The  capillaries  form  a  very  minute  network,  the 
meshes  of  which  are  smaller  than  the  vessels  themselves  ;s  their  walls  are  also 
exceedingly  thin.  The  vessels  of  neighboring  lobules  are  distinct  from  each 
other,  and  do  not  anastomose;  and,  according  to  Dr.  Waters,  those  of  the 
separate  groups  of  intercellular  passages,  or  air-sacs  (which  groups  he  denomi- 
nates lobulettes),  are  also  independent;  so  that  in  the  septa  between  two  ad- 
joining lobulettes,  there  would  be  a  double  layer  of  capillaries,  one  layer 
belonging  to  each  of  the  adjacent  air-sacs,  or  intercellular  passages.  If  this  is 
really  the  arrangement  of  the  vessels,  it  would  follow  that,  in  the  septa  between 
the  air-cells  (or  alveoli),  the  blood  in  the  capillaries  would  be  exposed  on  all 
sides  to  the  action  of  the  air,  since  it  is  circulating  in  a  single  layer  of  vessels, 
which  is  in  contact  with  the  membrane  of  the  air- passages  on  both  sides:  but 
that,  in  the  septa  between  the  intercellular  passages  (or  air-sacs)  the  blood  in 
the  double  layer  of  capillaries  will  be  in  contact  with  the  air  on  one  side  only. 

1  Medico- Chirurgical  Transactions,  vol.  xxviii.,  1845. 
f  "The  Anatomy  of  the  Human  Lung."  1860,  pp.  136-150. 

•  The  meshes  are  only  0.002'"  to  0.0'08"'  in  width,  While  the  vessels  are  0.003'"  to  0.005 
Kftlliker,  Human  Microscopic  Anatomy. 
53 
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The  Bronchial  Arteries  supply  blood  for  the  nutrition  of  the  lung :  they  are 
derived  from  the  thoracic  aorta,  and  accompanying  the  bronchial  tubes,  are 
distributed  to  the  bronchial  glands,  and  upon  the  walls  of  the  larger  bronchial 
tubes  and  pulmonary  vessels,  and  terminate  in  the  deep  bronchial  veins.  Others 
are  distributed  in  the  interlobular  areolar  tissue,  and  terminate  partly  in  the 
deep,  partly  in  the  superficial,  bronchial  veins.  Lastly,  some  ramify  upon  the 
walls  of  the  smallest  bronchial  tubes,  and  terminate  in  the  pulmonary  veins. 

The  Superficial  and  Deep  Bronchial  Veins  unite  at  the  root  of  the  lung,  and 
terminate  on  the  right  side  in  the  vena  azygos;  on  the  left  side,  in  the  superior 
intercostal  vein. 

According  to  Dr.  Waters,  the  bronchial  veins  do  not  exist  within  the  proper 
substance  of  the  lung,  but  commence  at  or  near  the  root  of  the  lung,  bv  branches 
which  lie  on  the  large  bronchial  tubes.  He  also  denies  that  the  bronchial  arteries 
contribute  to  the  formation  of  the  pulmonary  plexus,  believing  that  the  com- 
munication between  the  bronchial  and  pulmonary  system  of  vessels  takes  place 
in  the  pulmonary  veins.  If  this  view  be  correct,  almost  the  whole  of  the  blood 
carried  by  the  bronchial  arteries  must  be  returned  to  the  heart  by  the  pulmo- 
nary veins,  and  thus  the  great  mass  of  pure,  or  arterial,  blood  which  is  carried 
by  the  pulmonary  veins  would  be  adulterated  by  a  small  quantity  of  carbonized 
or  venous  blood  which  has  passed  through  the  bronchial  circulation. 

The  Lymphatics  consist  of  a  superficial  and  deep  set :  they  terminate  at  the 
root  of  the  lung,  in  the  bronchial  glands. 

Nerves.  The  lungs  are  supplied  from  the  anterior  and  posterior  pulmonary 
plexuses,  formed  chiefly  by  branches  from  the  sympathetic  and  pneumogastric. 
The  filaments  from  these  plexuses  accompany  the  bronchial  tubes,  upon  which 
they  are  lost.    Small  ganglia  are  found  upon  these  nerves. 

Thyroid  Gland. 

The  Thyroid  Gland  bears  much  resemblance  in  structure  to  other  glandular 
organs,  and  is  usually  classified  together  with  the  thymus,  supra-renal  capsules, 
and  spleen,  under  the  head  of  ductless  glands,  since  it  has  no  excretory  duct. 
Its  function  is  unknown,  but,  from  its  situation  in  connection  with  the  trachea 
and  larynx,  the  thyroid  body  is  usually  described  with  those  organs,  although 
it  takes  no  part  in  the  function  of  respiration.  It  is  situated  at  the  upper  part 
of  the  trachea,  and  consists  of  two  lateral  lobes,  placed  one  on  each  side  of  that 
tube,  and  connected  together  by  a  narrow  transverse  portion,  the  isthmus. 

Its  anterior  surface  is  convex,  and  covered  by  the  Sterno-hyoid,  Sterno-thyroid, 
and  Omo-hyoid  muscles. 

Its  lateral  surfaces,  also  convex,  lie  in  contact  with  the  sheath  of  the  common 
carotid  arterv. 

Its  posterior  surface  is  concave,  and  embraces  the  trachea  and  larynx.  The 
posterior  borders  of  the  gland  extend  as  far  back  as  the  lower  part  of  the 
pharynx. 

The  thyroid  is  of  a  brownish-red  color.  Its  weight  varies  from  one  to  two 
ounces.  It  is  larger  in  females  than  in  males,  and  becomes  slightly  increased 
in  size  during  menstruation.  It  occasionally  becomes  enormously  hypertrophied, 
constituting  the  disease  called  bronchocele,  or  goitre.  Each  lobe  is  somewhat 
conical  in  shape,  about  two  inches  in  length,  and  three-quarters  of  an  inch  in 
breadth,  the  right  lobe  being  the  larger  of  the  two. 

The  isthmus  connects  the  lower  third  of  the  two  lateral  lobes;  it  measures 
about  half  an  inch  in  breadth,  and  the  same  in  depth,  and  usually  covers  the 
second  and  third  rings  of  the  trachea.  Its  situation  presents,  however,  many 
variations,  a  point  of  importance  in  the  operation  of  tracheotomy.  Sometimes 
the  isthmus  is  altogether  wanting. 

A  third  lobe,  of  conical  shape,  called  the  pyramid,  occasionally  arises  from 
the  left  side  of  the  upper  part  of  the  isthmus,  or  from  the  left  lobe,  and  ascends 
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as  high  as  the  hyoid  bone.  It  is  occasionally  quite  detached,  or  divided  into 
two  parts,  or  altogether  wanting. 

A  few  muscular  bands  are  occasionally  found  attached,  above,  to  the  body  of 
the  hyoid  bone,  and  below,  to  the  iBthmus  of  the  gland,  or  its  pyramidal  process. 
These  form  a  muscle,  which  was  named  by  Sotnmerring  the  Levator  glanduhe 
thyroidew. 

Structure,  The  thyroid  consists  of  numerous  minute  closed  vesicles,  com- 
posed of  a  homogeneous  membrane,  inclosed  in  a  dense  capillary  plexus,  and 
connected  together  into  imperfect  lobules,  by  areolar  tissue.  These  vesicles 
are  spherical  or  oblong,  perfectly  distinct,  and  contain  a  yellowish  fluid,  in 
which  are  found  floating  numerous  "dotted  corpuscles"  and  cells.  The  fluid 
coagulates  by  heat  or  alcohol,  but  preserves  its  transparency.  In  the  fcetus,  and 
in  young  subjects,  the  corpuscles  lie  in  a  single  layer,  in  contact  with  the  inner 
surface  of  the3e  cavities,  and  become  detached  during  the  process  of  growth. 
The  individual  vesicles  are  inclosed  in  a  vascular  connective  tissue  by  means  of 
which  they  are  packed  together  into  lobules,  the  aggregation  of  which  forms  the 
lobes  of  the  gland.  In  the  fcetal  state,  these  vesicles  are  lined  by  a  layer  of 
small  cylindrical  epithelial  cells,  the  cavity  being  filled  with  a  finely  granular 
substance.  Early  in  life  commences,  according  to  Frey,  a  colloid  transformation 
by  which  the  cells  of  the  epithelium  are  separated  from  the  lining  of  the  vesicle, 
their  nuclei  become  free  and  their  contents  are  converted  into  a  colloid,  or  gluey 
matter.  It  is  the  excessive  increase  of  this  colloid  matter  which,  according  to 
this  author,  constitutes  the  essential  phenomenon  in  the  disease  above  alluded 
to  as  bronchocele  or  goitre,  but  its  occur- 
rence to  some  extent  he  regards  as  normal. 
The  epithelial  cells  of  the  vesicles  are 
supported  on  a  basement  membrane,  and  in 
the  cellular  tissue  external  to  this  are  found 
the  terminations  of  the  small  vessels,  and 
the  commencement  of  the  lymphatic  chan- 
nels. 

Vessels  and  Nerves.  The  arteries  supply- 
ing the  thyroid  are  the  superior  and  inferior 
thyroid,  and  sometimes  an  additional  branch 
(thyroidca  media,  t.  ima)  from  the  arteria 
innominata,  or  the  arch  of  the  aorta,  which 
ascends  upon  the  front  of  the  trachea.  The 
arteries  are  remarkable  for  their  large  size 
and  frequent  anastomoses.  The  veins  form 
a  plexu9  on  the  surface  of  the  gland,  and  on 
the  front  of  the  trachea,  from  which  arise 

the  superior,  middle,  and  inferior  thyroid       n,eiu»ii(t!*ndniMT*«ioif«wiiiitheir<»iii;». 
veins;   the  two  former  terminating  in  the     th«  «m.  »nh  Jneipum  wiioid  meimmorphoiii, 
internal  jugular,  the  latter  in  the  vena  in-     "XVTn^"^/!^'^^"1/'.^"^^ 
nominata.     The   lymphatics   are   numerous,     ™ritfriiUmw.ii».' "°"''  '"* 
of  large  size,  and  terminate  in  the  thoracic 

and  right  lymphatic  ducts.  They  are  thus  described  by  Frey:  "The  whole 
envelope  of  the  organ  is  covered  by  knotted  trunks,  which  take  their  origin 
from  a  network  of  very  complicated  canals,  situated  in  a  deeper  layer  of  the 
former.  This  latter  network  is  formed  around  the  secondary  lobules  of  the 
gland  by  the  reticular  intercommunications  of  these  canals  (Fig.  479,  /).  From 
the  peripheral  network  formed  of  canals  burrowing  through  the  connective 
tissue  of  the  capsule,  lateral  ramifications  are  given  off  which  penetrate  into  the 
interior,  and  gradually  inclose  the  primary  lobes  in  complete  rings,  or  more  or 
les3  perfect  arches  (rf,  d).  From  these  a  few  fine  terminal  passages  with  blind 
ends  (e)  are  seen  sinking  in  between  the  different  vesicles."     The  nerves  are 
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derived  from  the  pneumogastric,1  and'  from  the  middle  and  inferior  cervical 
ganglia  of  the  sympathetic. 

Chemical  Composition.  The  thyroid  gland  consists  of  albumen,  traces  of 
gelatine,  stearine,  oleine,  extractive  matter,  alkaline  and  earthy  salts,  and  water. 
The  salts  are  chloride  of  sodium,  alkaline  sulphates,  phosphate  of  potash,  lime, 
magnesia,  and  a  trace  of  oxide  of  iron. 

Thymus  Gland. 

The  Thymus  Gland  presents  much  resemblance  in  structure  to  other  glandular 
organs,  and  is  another  of  the  organs  denominated  ductless  glands. 

The  thymus  gland  is  a  temporary  organ,  attaining  its  full  size  at  the  end  of 
the  second  year,  when  it  ceases  to  grow,  and  gradually  dwindles,  until,  at 
puberty,  it  has  almost  diappeared.  If  examined,  when  its  growth  is  most  active, 
it  will  be  found  to  consist  of  two  lateral  lobes,  placed  in  close  contact  along  the 
middle  line,  situated  partly  in  the  anterior  mediastinum,  partly  in  the  neck,  and 
extending  from  the  fourth  costal  cartilage  upwards,  as  high  as  the  lower  border 
of  the  thyroid  gland.  It  is  covered  by  the  sternum,  and  by  the  origins  of  the 
Sterno-hyoid  and  Sterno-thyroid  muscles.  In  the  mediastinum,  it  rests  upon 
the  pericardium,  being  separated  from  the  arch  of  the  aorta  and  great  vessels  by 
the  thoracic  fascia.  In  the  neck,  it  lies  on  the  front  and  sides  of  the  trachea, 
behind  the  Sterno-hyoid  and  Sterno-thyroid  muscles.  The  two  lobes  generally 
differ  in  size;  they  are  occasionally  united,  so  as  to  form  a  single  mass;  and 
sometimes  separated  by  an  intermediate  lobe.  The  thymus  is  of  a  pinkish-gray 
color,  soft  and  lobulated  on  its  surfaces.  It  is  about  two  inches  in  length,  one 
and  a  half  in  breadth,  below,  and  about  three  or  four  lines  in  thickness.  At 
birth  it  weighs  about  half  an  ounce. 

Structure.  Each  lateral  lobe  is  composed  of  numerous  lobules,  held  together 
by  delicate  areolar  tissue;  the  entire  gland  being  inclosed  in  an  investing  capsule 
of  a  similar,  but  denser  structure.  The  primary  lobules  vary  in  size  from  a 
pin's  head  to  a  small  pea.  Each  lobule  contains,  in  its  interior,  a  small  cavity, 
which  is  surrounded  with  smaller  or  secondary  lobules  also  hollow.  The 
cavities  of  the  secondary  and  primary  lobules  communicate ;  those  of  the  latter 
opening  into  the  great  central  cavity,  or  reservoir  of  the  thymus,  which  extends 
through  the  entire  length  of  each  lateral  half  of  the  gland.  The  central  cavity 
is  lined  by  a  vascular  membrane,  which  is  prolonged  into  all  the  subordinate 
cavities,  and  contains  a  milk-white  fluid  resembling  chyle. 

If  the  investing  capsule  and  vessels,  as  well  as  the  areolar  tissue  connecting 
the  lobules,  are  removed  from  the  surface  of  either  lateral  lobe,  it  will  be  seen 
that  the  central  cavity  is  folded  upon  itself,  and  admits  of  being  drawn  out  into 
a  lengthened  tubular  cord,  around  which  the  primary  lobules  are  attached  in  a 
spiral  manner,  like  knots  upon  a  rope.  Such  is  the  condition  of  the  organ  at  au 
early  period  of  its  development ;  for  Mr.  Simon  has  shown,  that  the  primitive 
form  of  the  thymus  is  a  linear  tube,  from  which  as  its  development  proceeds, 
lateral  diverticula  lead  outwards^  the  tube  ultimately  becoming  obscure,  from  its 
surface  being  covered  with  numerous  lobules. 

According  to  Oesterlen  and  Mr.  Simon,  the  cavities  in  the  secondary  lobules 
are  surrounded  by  rounded  saccular  dilatations  or  vesicles,  which  open  into  it. 
These  vesicles  are  formed  by  a  homogeneous  membrane,  inclosed  in  a  dense 
capillary  plexus. 

The  primary  lobules  are  made  up  of  numerous  small  polyhedral  granules,  or 
acini,  which  bear  a  considerable  resemblance  to  the  lymphoid  follicles  of  the 
tonsils,  intestine,  and  other  parts,  except  that  they  are  usually  described  as 
containing  a  central  cavity,  which  is,  in  fact,  a  diverticulum  from  the  general 
cavity  of  the  gland.  By  many  observers,  however,  both  the  cavity  of  the  acini 
and  the  general  cavity  are  regarded  as  the  effect  of  post-mortem  changes.    Ex- 

1  Frey  denies  that  the  vagus  supplies  any  of  these  nerves,  deriving  them  entirely  from  the 
sympathetic. 
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ternal  to  this  central  cavity  with  its  cbylelike  con-  Fig.  * 

tents  lie  the  capillary  vessels  of  the  acinus,  em- 
bedded in  a  large  quantity  of  lymphoid  tissue. 
The  elements  which  are  found  in  the  acini  are 
chiefly  granular  free  nuclei  (a),  lymphoid  cells 
(6),  larger  cells,  some  of  them  many-nucleated,  and 
often  undergoing  fatty  degeneration  (d,  e,/),  and 
peculiar  encapsulated  bodies,  some  of  them  merely 
the  foregoing  cells  surrounded  by  concentric  layers 
(;/),  others  consisting  of  an  assemblage  of  the  for- 
mer inclosed  in  a  kind  of  nest,  like  the  "bird-nest 
cells"  found  in  epithelioma. 

Vessels  and  Nerves.  The  arteries  supplying  the 
thymus  are  derived  from  the  internal  mammary, 
and  from  the  superior  and  inferior  thyroid.  The 
veins  terminate  in  the  left  vena  innominata,  and  in 
the  thyroid  veins.  The  lymphatics  are  of  large  size, 
arise  in  the  substance  of  the  gland,  and  are  said  to 
terminate  in  the  internal  jugular  vein.  Sir  A. 
Cooper  believed  that  these  vessels  carried  into  the 
blood  the  secretion  formed  in  the  substance  of  the      ,  p  tt.    o 

thymus.  The  nerves  are  exceedingly  minute ;  they  tompigor  j"mi» 
are  derived  from  the  pneumogastric  and  sympa-  fcnd-iikeiobniimndg 
thetic.  Branches  from  the  descendens  noni  and  *"  ^""?  (^lb*rl,^!' 
phrenic  reach  the  investing  capsule,  but  do  not  larger  /  <i,  Utf»r 
penetrate  into  the  substance  of  the  gland.  from  th«  01 ;  »,  /, 

Chemical  Composition.    The  solid  animal  consti-    'Ul^,wi'hf*,,,*1LJ'!l, 
tuents  of  the  thymus  are  albumen  nnd  fibrine  in    fi[Bj™B„7i««wj  «i 
large  quantites,  gelatine  and  other  animal  matters.    •iraetnrBofnimi.. 
The  salts  are  alkaline  and  earthy  phosphates,  with 
chloride  of  potassium.     It  contains  about  80  per  cent,  of  water. 
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The  Kidneys.1 

Definition  and  General  Description.  The  kidneys  are  the  two  largest 
tubular  glands  of  the  body,  and  are  intended  for  the  secretion  of  urine.  They 
are  found  at  the  back  part  of  the  abdomen,  behind  the  peritoneum,  situated  in 
the  lumbar  regions ;  each  kidney  extending  from  the  eleventh  rib  nearly  to  the 
crest  of  the  ilium,  but  the  right  a  little  lower  than  the  left,  in  consequence  of 
the  large  space  occupied  by  the  liver.  They  are  usually  embedded  in  a  con- 
siderable quantity  of  fat,  which  principally  holds  them  in  position,  though  they 
are  also  to  some  extent  sustained  by  the  large  bloodvessels  with  which  they  are 
connected. 

Each  kidney  is  about  four  inches  in  length,  two  in  breadth,,  and  one  in  thick- 
ness, the  left  being  somewhat  larger,  though   thinner,  than  the  right.     The 
weight  of  the  kidney  in  the  adult  male  varies  from  4 J  oz.'to  6  oz.,  in  the  adult 
female  from  4  oz.  to  5|  oz.,  the  left  being  nearly  always  heavier  than  the  right 
by  about  two  drachms.    The  combined  weight  of  the  two  kidneys  in  proportion 
to  the  body  is  about  1  to  240.    The  renal  sub- 
Fig.481.-Vertical8ecti0D0fKidney.    8(ance  j8  0f  a   dark  red  color,   and  dense  in 
texture ;    but    it    is    easily   lacerable    under 
mechanical  force. 

Relations.    Each  kidney  presents  for  exami- 
f  nation  two  surfaces,  two  borders,  an  upper  and 

a  lower  extremity. 
."■   ■  The  anterior  surface  is  convex  and  entirely 

y  covered  by  peritoneum.     It  is  in  relation,  on 

£-**  the  right  side  of  the  body,  with  the  back  part 

*  of  the  right  lobe  of  the  liver,  the  descending 

portion  of  the  duodenum,  and  the  ascending 
colon ;  and  on  the  left,  with  the  great  end  of 
the  stomach,  the  lower  end  of  the  spleen,  the 
tail  of  the  pancreas,  and  the  descending  colon. 
,  The  posterior  surface,  flatter  than  the  ante- 

rior, rests  upon  the  corresponding  crus  of  the 
diaphragm  in  front  of  the  eleventh  and  twelfth 
ribs,  the  anterior  lamella  of  the  aponeurosis  of 
the  trnnsvcrsalis  abdominis  which  separates  it 
from  the  quadratus  lumborum,  and  on  the 
psoas  ma  gnus. 

The  external  lioriler  is  convex,  and  directed 
outwards  and  slightly  forwards,  towards  the 
parietes  of  the  abdomen. 

The  internal  horder,  concave,  is  interrupted 
at  its  central  portion  by  a  notch  or  fissure  of 
about  an  inch  in  length,  called  the  kilum  of  the  kidney.  This  fissure  opens 
into  a  hollow  cavity  called  the  sinus,  and  through  it  pass  the  vessels,  duet 
(ureter),  nerves,  and  lymphatics  of  the  kidney  enveloped  in  fat  and  cellular 
tissue.    Let  the  vessels,  nerves,  duct,  and  fat  be  removed  so  as  to  leave  only  the 

1  The  description  is  from  the  pen  of  my  friend  Mr.  E.  J.  Spitta,  late  Demonstrator  of  Anitomy 
at  St.  George's  Hospital. 
838) 
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kidney  proper ;  the  hilum  will  be  seen  opening  into  the  sinus  just  as,  in  oste- 
ology, a  fissure  opens  into  a  fossa.  The  relation  of  the  hilum  to  the  sinus  will 
be  understood  by  comparing  Fig.  481,  482.  In  the  former  the  hilum  and  sinus 
are  seen  in  section,  the  hilum  occupied  by  the  commencement  of  the  ureter 
proper,  the  sinus  filled  by  the  pelvis.  In  the  latter  figure,  the  pelvis  has  been 
separated  from  the  greater  part  of  the  sinus  of  the  kidney,  and  partially  lifted 
out  of  it.  The  relative  position  of  the  vessels  and  ureter  to  each  other  is  usually, 
although  not  always,  as  follows :  from  above  downwards ;  artery,  vein,  ureter : 
from  before  backwards ;  vein,  artery,  ureter. 

Fig.  482.— Diagram  of  the  Hilum,  Sinus,  and  Pelvis  of  the  Kidney. 


a.  The  hilum  eat  open,  leading  into  (o)  the  etnus.  c.  The  pelvis  of  the  ureter  partly  separated  from  the  walla  of  the 
sinus,  and  lifted  out :  the  ureter  is  seen  continuous  with  it,  and  emerging  from  the  hilum  below,  d,  e.  The  renal  artery 
and  vein  passing  through  the  sinus. 

The  superior  extremity,  directed  slightly  inwards  as  well  as  upwards,  is  thick 
and  rounded,  and  embraced  by  the  suprarenal  capsule.  It  corresponds  on  the 
left  side  with  the  upper,  and  on  the  right  with  the  lower  border  of  the  eleventh 
rib. 

The  inferior  extremity,  directed  a  little  outwards  as  well  as  downwards,  is 
smaller  than  the  superior  and  more  flattened ;  it  extends  nearly  as  low  as  the 
crest  of  the  ilium. 

General  structure  of  the  Kidney.  The  structure  of  the  kidnev,  as  seen 
by  the  naked  eye  on  making  a  Section  from  its  convex  to  its  concave  border, 
will  be  found  to  consist  of  two  parts ;  the  glandular  portion,  or  kidney  proper, 
and  its  excretory  duct  or  ureter,1  which  latter  will  be  described  separately. 

The  kidney  proper  presents  two  distinct  parts :  the  outer  or  cortical  portion, 
surrounded  by  the  capsule,  and  the  inner  or  medullary,  which  latter  is  arranged 
in  large  conical  masses  called  the  pyramids  of  Malpighi. 

1  In  this  section  the  two  first  portions  of  the  dact  are  alone  seen.  These  are  usually  called  the 
calices  and  pelvis  of  the  kidney  ;  bat  inasmuch  as  they  are  really  part  of  the  ureter,  they  will  be 
described  under  that  head. 
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The  capsule  is  a  fibrous  coat  formed  of  dense  areolar  tissue.  It  is  thin  and 
smooth  and  easily  removed  from  the  cortical  structure,  to  which  it  is  connected 
only  by  small  bloodvessels  and  by  numerous  fine  fibrous  processes  continuous 
with  the  connective  tissue  of  the  kidney.  At  the  hilum  it  is  reflected  inwards  so 
as  to  line  the  sides  of  the  sinus;  and  at  the  floor  of  that  cavity  becomes  continu- 
ous with  the  fibrous  sheaths  of  the  vessels  and  nerves,  and  with  the  cup-like 
commencements  of  the  ureter  above  mentioned,  called  the  calices. 

The  cortical  structure  is  of  a  reddish-brown  color,  soft,  granular,  and  easily 
lacerable.  It  is  found  everywhere  immediately  beneath  the  capsule,  and  is  seen 
to  extend  itself  in  an  arched  form  over  each  medullary  pyramid.  The  part 
separating  the  sides  of  any  two  pyramids,  through  which  the  arteries  and  nerves 
enter  and  the  veins  and  lymphatics  emerge  from  the  kidney,  is  called  a  cortical 

Fig.  483— Minute  Structure  of  Kidney.  Fig.  484. — Diagrammatic  Representation  of  the 

Bloodvessels  in  the  Substance  of  the  Cortex  of  the 
Kidney. 
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column,  or  column  of  Bertini  (a,  a',  Fig.  481);  whilst  that  portion  which 
stretches  from  one  cortical  column  to  the  next,  and  intervenes  between  the 
base  of  the  pyramid  and  the  capsule,  which  is  marked  by  the  dotted  line,  ex- 
tending from  A  to  a'  (Fig.  481),  is  called  a  cortical  arch,  the  depth  of  which 
varies  from  a  third  to  half  an  inch.  The  cortical  structure  is  composed  of  con- 
voluted and  straight  tubes  called  tubuli  urinifcri;  of  bloodvessels,  nerves,  and 
lymphatics  ;  and  also  of  numerous  little  red  masses  disseminated  throughout  its 
substance  known  as  the  Malpighian  bodies.  These  bodies,  with  the  interstitial 
tissue  connecting  them,  will  be  described  under  the  head  of  the  "Minute  Struc- 
ture of  the  Kidney." 

The  medullary  structure,  as  before  said,  is  seen  to  consist  of  palish-red  colored 
striated  conical  masses,  the  pyramids  of  Malpiyhi ;  the  number  of  which,  vary- 
ing from  eight  to  eighteen,  corresponds  to  the  number  of  lobes  of  which  the 
organ  in  the  foetal  state  is  composed.  The  base  of  each  pyramid  is  surrounded 
by  a  cortical  arch  and  directed  towards  the  circumference  of  the  kidney;  the 
sides  are  contiguous  with  the  cortical  columns;  whilst  the  apex,  known  as  the 
papilla  or  mamilla  of  the  kidney,  is  covered  by  mucous  membrane  and  is  seen 
projecting  into  one  of  the  calicos  of  the  ureter. 

In  addition  to  the  arteries  and  veins  and  the  "  looped  tubes  of  Henle,"  here- 
after to  be  described,  each  pyramid  is  composed  of  a  large  number  of  straight 
uriniferous  tubes  passing  from  base  to  apex,  and  which,  by  repeated  inosoula- 
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tions  at  very  acute  angles,  are  reduced  to  a  comparatively  small  number,  and 
terminate  in  open  mouths  on  the  mucous  surface  of  the  mamilla. 

Minute  structure  of  the  Kidney.  Under  this  head  the  Malpighian  bodies 
will  be  first  described ;  then  the  course  and  structure  of  the  tubuliuriniferi;  and 
lastly,  the  bloodvessels,  nerves,  lymphatics,  and  connective  tissue  or  intertubular 
stroma. 

The  Malpighian  bodies  are  small  rounded  masses  averaging  yi^th  of  an  inch 
in  diameter,  of  a  deep  red  color,  found  only  in  the  cortical  structure  of  the  kid- 
ney ;  being  scattered  throughout  the  columns  of  Bertini,  but  regularly  disposed 
in  double  rows  in  the  cortical  arches.  Each  of  these  little  bodies  is  composed 
of  two  parts :  a  central  glomerulus  of  vessels  called  a  Malpighian  tuft,  and  a 
membranous  envelope,  the  Malpighian  capsule,  which  latter  is  a  small  pouch- 
like commencement  of  a  uriniferous  tubule.1 

The  Malpighian  tuft,  or  vascular  glomerulus,  consists  of  the  ramifications  of 
certain  small  vessels  termed  afferent  and  efferent  renals,  the  latter  being  usually 
smaller  than  the  former.  Each  renal  afferent  in  the  cortical  arches  is  derived 
from  an  interlobular  artery  (Fig.  484),  but  iu  the  cortical  columns  it  Bprings 
from  one  of  the  arterise  proprUe  renales  (Fig.  491).  Having  pierced  the  capsule, 
usually  at  a  point  opposite  to  the  commencing  tubule  (Figs.  483,  484),  it  divides 
in  a  radiating  or  tuft-like  manner  into  several  terminal  branches,  which  ulti- 
mately inosculate  so  as  to  form  a  network  of  capillaries,  from  which  the  efferent 
arises  (gt,  Fig.  484).  This  latter  vessel  makes  its  egress  from  the  capsule  near 
to  the  point  where  the  afferent  enters ;  and  then,  anastomosing  with  other  effe- 
rents  from  other  tufts,  contributes  to  form  a  dense  venous  plexus  around  the 
urinary  tubes  adjacent  (shown  at  m  in  Fig.  484). 

The  Malpighian  capsule,  which  surrounds  the  glomerulus,  is  formed  of  homo- 
geneous membrane,  thicker  here  than  at  any  other  part  of  the  tube.  It  is 
pierced  at  a  point  usually  opposite  the  centre  of  the  tubule,  with  which  it  is 
continuous,  by  the  afferent  and  efferent  renals,  and  is  lined  upon  its  inner  sur- 
face by  a  delicate  layer  of  either  cubical  or  squamous  epithelium ;  but  as  regards 
this  layer,  whether  it  is  prolonged  over  the  tuft  either  in  whole  or  in  part,  there 
is  a  diversity  of  opinion  among  many  of  the  most  eminent  observers.  Accord- 
ing to  Henie,  Ecker,  and  Bowman,  it  is  not  reflected  upon  the  tuft  at  all,  so  that 

Fig.  485. 


the  latter  hangs  free  and  uncovered  in  the  interior  of  the  capsule  (Fig.  485  a)  ; 
on  the  other  hand,  Gerlach,  Isaachs,  Moleschott,  and  Chrzonszczewsky  assert 
that  it  can  be  traced  upon  the  whole  of  the  tuft,  and  that  the  cells  are  even 
larger  and  better  marked  than  those  upon  the  internal  surface  of  the  capsule 

1  In  former  editions  of  this  work,  the  Malpiphian  cnpsnle  was  said  tn  be  found  at  the  tide  u 
well  as  Ihe  commencement  of  a  tubule  (Oerlneh) ;  only  the  latter  position,  however,  is  now  recog. 
uizt-d  iu  the  human  subject. 
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S?ig.  485  B) ;  whilst  yet  a  third  arrangement  has  been 
escribed  by  Kolliker,  who  says  that  the  tuft  has  no 
epithelial  lining  on  the  greater  part  of  its  extent,  but 
upon  that  portion  which  looks  towards  the  commenc- 
ing tubule  a  special  layer  of  cubical  cells  can  always 
be  seen  (Fig.  485  c).  In  the  frog,  the  cells  lining  the 
interior  of  the  capsule,  near  its  junction  with  the 
tube,  are  provided  with  cilia;  but  in  the  human  sub- 
ject their  presence  has  not  been  satisfactorily  demon- 
strated. 

Course  of  the  Tttbuli  Uriniferi.  The  tubuli  uriniferi 
commence  as  Malpighian  capsules,  and  soon  after  their 
origin  have  an  average  diameter  of  ifoth  of  an  inch. 
ThuB  arising,  they  pass  in  so  convoluted  a  manner 
throughout  the  cortical  substance  as  to  merit  the 
name  of  tuhuli  contorti.  Many  of  them,  according 
to  Henle,  soon  after  their  commencement,  suddenly 
become  smaller  and  straighter,  and,  dipping  down  to 
a  variable  depth  in  the  medullary  structure,  aud 
returning  from  thence  somewhat  larger,  re-enter  the 
cortical.  The  portion  of  the  tube  between  the  loop 
and  the  straight  tube  is  sometimes  called  (he  inter- 
calated convoluted  tube  (b',  Fig.  473).  The  tubes 
taking  the  course  above  described  form  a  kind  of- 
loop,  and  are  known  as  the  looped  or  recurrent  tubes 
of  llenle,  the  descending  and  ascending  limbs  of  which 
have  the  diameter  of  5555th  and  -fD'nDth  of  an  inch 
respectively.  The  ascending  limbs,  having  arrived 
at  the  cortical  structure,  become  again  convoluted, 
and,  together  with  those  of  the  tubuli  contorti  which 
have  not  entered  into  the  loops,  end  in  the  straight 
tubes,  or  tubuli  recti,  next  to  be  described. 

Kach  straight,  otherwise  called  a  collecting  or  re- 
ceiving tube,  commences  at  about  one  line  from  the 
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surface  of  the  kidney  by  the  coalescence  of  two  or  more  of  the  convoluted  tubes 
above  mentioned.  Passing  towards  the  medullary  substance,  it-  continues  to 
receive  on  either  side  more  convoluted  tubes,  until  at  length  it  enters  a  pyramid 
of  Malpighi,  where  it  joins  at  very  acute  angles  with  receiving  tubes  similarly 
formed,  and  finally  terminates  by  an  opening  at  the  mamillary  apex,  emptying 
its  contents  into  the  calyx  adjacent.  According  to  Huschke  there  are  about 
a  thousand  Btraight  tubes  opening  upon  the  apex  of  each  pyramid,  but  their 
number  is  estimated  by  Kolhker  at  about  five  hundred. 

It  will  be  seen  from  the  above  description,  that  each  of  the  Btraight  tubes 
whilst  in  the  cortical  structure  is  surrounded  by  numerous  tubuli  contorti ;  and 
hence,  that  a  kind  of  pyramid  is  formed;  the  apex  of  which  consists  of  the 
tubulus  rectus  as  it  enters  the  Malpighian  pyramid,  whilst  the  bate,  composed 
of  the  commencing  straight  tube  with  the  tubuli  contorti  from  which  it  origi- 
nates, looks  towards  the  circumference  of  the  kidney.  Pyramids  so  formed  are 
called  the  pyramids  of  Ferrein.  They  have  also  been  named  "  lobules  of  the 
kidney,"  and  the  vessels  which  run  between  them  "interlobular."  The  student 
must  not  confound  these  with  the  lobes  mentioned  on  p.  840,  of  which  the  fcetal 
kidney  is  composed.  The  pyramids  of  Ferrein  are  found  in  the  cortical  arches 
only,  and  were  considered  by  Ferrein  as  quite  distinct;  but  although  they  are 
for  the  most  part  separated  ny  interlobular  vessels  and  two  rows  of  Malpighian 
bodies,  yet  it  is  no.w  generally  admitted  that  certain  tubes  of  adjacent  lobules 
intercommunicate.  In  the  columns  of  Bertini  no  definite  lobular  arrangement 
is  said  to  exist,  on  account  of  the  absence  of  straight  tubes ;  the  tubuli  contorti 
of  those  parts  meeting  the  tubuli  recti  at  the  base  of  the  Malpighian  pyramids, 
and  not  at  the  tides  adjacent. 

Fig.  488. ' — Transverse  Section  of  Pyramidal  Substance  of  Kidney  of  Pig,  the  bloodvessels 
of  which  are  injected. 


ilnt  tub.,  cat  uro«, 


Structure  of  the  Tubuli  Uriniferi.  The  tubuli  uriniferi  consist  of  basement 
membrane  lined  with  epithelium.  In  the  tubuli  contorti  it  is  more  or  less 
spheroidal ;  in  the  straight  tubes  and  the  ascending  or  larger  limb  of  Henle's 
loop  large  and  cloudy,  being  of  the  cubical  variety ;  whilst  in  the  descending 
limb  it  is  smaller  and  transparent,  closely  resembling  the  endothelium  of  blood- 
vessels. Hence,  although  the  two  limbs  of  Henle's  loops  differ  much  in  size, 
their  bore  is  almost  similar,  owing  to  the  different  thickness  of  their  epithelial 
lining. 

The  Renal  Bloodvessels;  their  origin,  course,  and  distribution.  The  kidney  is 
plentifully  supplied  with  blood  by  the  renal  artery,  a  large  offset  of  the  abdomi- 

1  From  the  "  Handbook  for  the  Physiological  Laboratory." 
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nal  aorta,  which  enters  the  sinus  through  the  hilum,  dividing  in  its  passage 
through  the  latter  into  four  or  five  branches.     These,  whilst  in  the  sinus,  give 

Fig.  490.'— Longitudinal  Section  or  Rente's 
Descending  Limb. 
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"ow  twigs  for  the  nutrition  of  the  surrounding  tissues,  and  terminate  in  the 
if  propria  renales,  which  enter  the  kidney  proper  in  the  columns  of  Bertini. 
of  those  pass  to  each  pyramid  of  Malpighi  and  run  along  its  sides  for  its 
length,  giving  off  as  they  advance  the  afferent  vessels  of  the  Malpighiau 


I.  491,—  Dinernmmntical  Sketch  of 


Fig.  492.— A  portio 
(The  referoiiu 


of  Fig.  431  enlarged 


n  tin-  imUiiiiiis.     I Invinp  arrived  at  the  bases  of  the  pyramids,  they  make 
ii  tlu'ir  i-i'His*',  sn  us  to  lie  between  the  bases  of  the  pyramids  and  the 

1  From  the  "  Handbook  for  the  Physiological  Laboratory." 


^  a 


THE   KIDNEYS.  845 

cortical  arches,  where  they  break  up  into  two  distinct  sets  of  branches  devoted 
to  the  supply  of  the  remaining  portions  of  the  kidney. 

The  first  set,  the  interlobular  arteries  (Figs.  491,  492,  b),  are  given  off  at 
right  angles  from  the  side  of  the  arteriae  propriae  renales  looking  towards  the 
cortical  substance,  and  passing  directly  outwards  between  the  pyramids  of 
Ferrein,  supply  the  capsule,  terminating  in  the  stellate  plexus  of  veins  beneath 
that  structure.  In  their  outward  course  they  support  the  Malpighian  bodies  by 
supplying  them  with  afferent  vessels,  which,  having  pierced  the  capsule,  end  in 
the  Malpighian  tufts.  From  each  tuft  the  corresponding  renal  efferent  arises, 
which,  having  made  its  egress  from  the  capsule  near  to  the  point  where  the 
afferent  entered,  anastomoses  with  other  efferents  from  other  tufts,  and  contri- 
butes to  form  a  dense  venous  plexus  around  the  urinary  tubes  adjacent. 

The  second  set  from  the  arteriae  propriae  renales  are  for  the  supply  of  the 
medullary  pyramids,  which  they  enter  at  their  bases;  and  passing  through  their 
substance  straight  to  their  apices,  terminate  in  the  venous  plexuses  found  in  that 
situation.     They  are  called  the  arteriole  rectae  (Figs.  491,  492,  f). 

The  Renal  Veins  arise  from  three  sources :  the  veins  beneath  the  capsule,  the 
plexuses  around  the  tubuli  contorti  in  the  cortical  arches,  and  the  plexus  situ- 
ated at  the  apices  of  the  pyramids  of  Malpighi.  The  veins  beneath  the  capsule 
are  stellate  in  arrangement,  being  found  around  the  bases  of  the  pyramids  of 
Ferrein,  and  are  derived  from  the  terminations  of  the  interlobular  arteries. 
These  join  to  form  the  venae  interlobulares,  which  pass  inwards  between  the  pyra- 
mids of  Ferrein,  receive  branches  from  the  plexuses  around  the  tubuli  contorti, 
and,  having  arrived  at  the  bases  of  the  Malpighian  pyramids,  join  with  the 
venaB  rectae,  next  to  be  described  (Figs.  491,  492,  b). 

The  Venae  rectse  are  branches  from  the  plexuses  at  the  apices  of  the  medullary 
pyramids,  formed  by  the  terminations  of  the  arteriolse  rectae.  They  pass  out- 
wards in  a  straight  course  between  the  tubes  of  the  medullary  structure,  and 
joining,  as  above  stated,  the  venae  interlobulares,  form  the  proper  renal  veins 
(Figs.  490,  491,/). 

These  vessels,  venae  propriae  renales,  accompany  the  arteries  of  the  same 
name,  running  along  the  entire  length  of  the  sides  of  the  pyramids;  and,  having 
received  in  their  course  the  efferents  from  the  Malpighian  bodies  in  the  cortical 
structure  adjacent,  quit  the  kidney  proper  to  enter  the  sinus.  In  this  cavity 
they  inosculate  with  the  corresponding  veins  from  the  other  pyramids  to  form 

The  Renal  Vein,  which,  passing  through  the  hilum,  opens  into  the  vena  cava 
inferior;  the  left  being  longer  than  the  right,  from  having  to  cross  in  front  of 
the  abdominal  aorta. 

Nerves  of  the  Ifcidnry.  The  nerves  of  the  kidney,  although  small,  are  about 
fifteen  in  number.  They  have  small  ganglia  developed  upon  them,  and  are 
derived  from  the  solar  plexus,  the  lower  and  outer  part  of  the  semilunar  gan- 
glion, and  from  the  lesser  and  smallest  splanchnic  nerves.  They  communicate 
with  the  spermatic  plexus,  a  circumstance  which  may  explain  the  sympathy 
that  exists  between  the  kidney  and  testicle.  So  far  as  they  have  been  traced, 
they  seem  to  accompany  the  renal  artery  and  its  branches,  but  their  exact  mode 
of  termination  is  not  known. 

The  lymphatics  consist  of  a  superficial  and  deep  set  which  terminate  in  the 
lumbar  glands. 

Connective  tissue,  or  intertubular  stroma.  Although  the  tubules  and  vessels 
are  closely  packed,  a  certain  small  amount  of  connective  tissue,  continuous  with 
the  capsule,  binds  them  firmly  together.  This  tissue  was  first  described  by 
Qoodsir  and  subsequently  by  Bowman.  Ludwig  and  Zawarykin  have  observed 
distinct  fibres  passing  around  the  Malpighian  bodies;  and  flenle  has  seen  them 
between  the  straight  tubes  composing  the  medullary  structure. 
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rial  aorta,  which  enters  the  sinus  through  the  hilum,  dividing  in  its  passage 
through  the  latter  into  four  or  five  branches.     These,  whilst  in  the  sinus,  give 

Fig.  490.'— Longitudinal  Section  or  Henle's 
Descending  Limb. 


off  a  few  twigs  for  the  nutrition  of  the  surrounding  tissues,  and  terminate  in  the 
nrterim  proprise  renaks,  which  enter  the  kidney  proper  in  the  columns  of  Bertini. 
Two  of  these  pass  to  each  pyramid  of  Malpigni  and  run  along  its  sides  for  its 
entire  length,  giving  off  as  they  advance  the  afferent  vessels  of  the  Malpighian 

Fig.  492.— A  portion  of  Pig.  491  enlarged 


Fig.  491.— Diagrammatical  Sketch  of 
Kidney. 
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bodies  in  the  columns.     Having  arrived  at  the  bases  of  the  pyramids,  they  make 
a  bend  in  their  course,  so  as  lo  lie  between  the  bases  of  the  pyramids  and  the 

1  From  the  "  Handbook  for  the  Physiological  Laboratory." 
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cortical  arches,  where  they  break  up  into  two  distinct  sets  of  branches  devoted 
to  the  supply  of  the  remaining  portions  of  the  kidney. 

The  first  set,  the  interlobular  arteries  (Figs.  491,  492,  b),  are  given  off  at 
right  angles  from  the  side  of  the  arteriae  proprise  renales  looking  towards  the 
cortical  substance,  and  passing  directly  outwards  between  the  pyramids  of 
Ferrein,  supply  the  capsule,  terminating  in  the  stellate  plexus  of  veins  beneath 
that  structure.  In  their  outward  course  they  support  the  Malpighian  bodies  by 
supplying  them  with  afferent  vessels,  which,  having  pierced  the  capsule,  end  in 
the  Malpighian  tufts.  From  each  tuft  the  corresponding  renal  efferent  arises, 
which,  having  made  its  egress  from  the  capsule  near  to  the  point  where  the 
afferent  entered,  anastomoses  with  other  efferents  from  other  tufts,  and  contri- 
butes to  form  a  dense  venous  plexus  around  the  urinary  tubes  adjacent. 

The  second  set  from  the  arteriae  propriae  renales  are  for  the  supply  of  the 
medullary  pyramids,  which  they  enter  at  their  bases;  and  passing  through  their 
substance  straight  to  their  apices,  terminate  in  the  venous  plexuses  found  in  that 
situation.     They  are  called  the  arteriole  rectae  (Figs.  491,  492,  f). 

The  Renal  veins  arise  from  three  sources :  the  veins  beneath  the  capsule,  the 
plexuses  around  the  tubuli  contorti  in  the  cortical  arches,  and  the  plexus  situ- 
ated at  the  apices  of  the  pyramids  of  Malpighi.  The  veins  beneath  the  capsule 
are  stellate  in  arrangement,  being  found  around  the  bases  of  the  pyramids  of 
Ferrein,  and  are  derived  from  the  terminations  of  the  interlobular  arteries. 
These  join  to  form  the  venae  interlobulares,  which  pass  inwards  between  the  pyra- 
mids of  Ferrein,  receive  branches  from  the  plexuses  around  the  tubuli  contorti, 
and,  having  arrived  at  the  bases  of  the  Malpighian  pyramids,  join  with  the 
venae  rectae,  next  to  be  described  (Figs.  491,  492,  b). 

The  Venae  rectae  are  branches  from  the  plexuses  at  the  apices  of  the  medullary 
pyramids,  formed  by  the  terminations  of  the  arteriolae  rectae.  They  pass  out- 
wards in  a  straight  course  between  the  tubes  of  the  medullary  structure,  and 
joining,  as  above  stated,  the  venae  interlobulares,  form  the  proper  renal  veins 
(Figs.  490,  491,/). 

These  vessels,  venae  propriee  renales,  accompany  the  arteries  of  the  same 
name,  running  along  the  entire  length  of  the  sides  of  the  pyramids;  and,  having 
received  in  their  course  the  efferents  from  the  Malpighian  bodies  in  the  cortical 
structure  adjacent,  quit  the  kidney  proper  to  enter  the  sinus.  In  this  cavity 
they  inosculate  with  the  corresponding  veins  from  the  other  pyramids  to  form 

The  Renal  Vein,  which,  passing  through  the  hilum,  opens  into  the  vena  cava 
inferior;  the  left  being  longer  than  the  right,  from  having  to  cross  in  front  of 
the  abdominal  aorta. 

Nerves  of  the  Ifidnei/.  The  nerves  of  the  kidney,  although  small,  are  about 
fifteen  in  number.  They  have  small  ganglia  developed  upon  them,  and  are 
derived  from  the  solar  plexus,  the  lower  and  outer  part  of  the  semilunar  gan- 
glion, and  from  the  lesser  and  smallest  splanchnic  nerves.  They  communicate 
with  the  spermatic  plexus,  a  circumstance  which  may  explain  the  sympathy 
that  exists  between  the  kidney  and  testicle.  So  far  as  they  have  been  traced, 
they  seem  to  accompany  the  renal  artery  and  its  branches,  but  their  exact  mode 
of  termination  is  not  known. 

The  lymphatics  consist  of  a  superficial  and  deep  set  which  terminate  in  the 
lumbar  glands. 

Connective  tissue,  or  intertubular  stroma.  Although  the  tubules  and  vessels 
are  closely  packed,  a  certain  small  amount  of  connective  tissue,  continuous  with 
the  capsule,  binds  them  firmly  together.  This  tissue  was  first  described  by 
Goodsir  and  subsequently  by  Bowman.  Ludwig  and  Zawarykin  have  observed 
distinct  fibres  passing  around  the  Malpighian  bodies ;  and  tienle  has  seen  them 
between  the  straight  tubes  composing  the  medullary  structure. 
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The  Ureters. 

The  term  Ureter  is  generally  restricted  to  that  portion  of  the  renal  duct  which 
is  between  the  pelvis  of  the  kidney  and  the  bladder,  but  in  this  description  the 
calices  and  pelvis  of  the  kidney  will  be  included  in  its  composition.  So  that  the 
ureter,  or  excretory  duct,  of  the  kidney  will  be  said  to  consist  of  three  portions ; 
its  cuplike  commencements,  the  calices,  including  the  infundibula;  its  dilated 
portion,  the  pelvis;  and  its  tubular  portion,  the  ureter  proper. 

The  calices  are  cup-like  tubes  encircling  the  apices  of  the  Malpighian  pyra- 
mids; but  inasmuch  as  one  calyx  may  include  two  or  even  more  papillae,  tneir 
number  is  generally  less  than  the  pyramids  themselves,  the  former  being  from 
seven  to  thirteen,  whilst  the  latter  vary  from  eight  to  eighteen.  These  calices 
converge  into  the  three  infundibula,  an  upper,  middle,  and  lower,  which  by 
their  junction  form  the  pelvis,  or  dilated  portion  of  the  ureter;  which  latter, 
gradually  narrowing,  becomes  continuous  with  the  ureter  proper.  The  portion 
last  mentioned,  where  the  pelvis  merges  into  the  ureter  proper,  is  found  opposite 
the  transverse  process  of  the  third  lumbar  vertebra  on  the  left,  and  the  fourth 
on  the  right  side;  at  either  of  which  situations  it  is  accessible  behind  the  perito- 
neum. 

The  ureter  proper  is  a  cylindrical  membranous  tube,  from  sixteen  to  eighteen 
inches  in  length,  and  of  the  diameter  of  a  goose-quill,  extending  from  the  pelvis 
of  the  kidney  to  the  bladder.  Its  course  is  obliquely  downwards  and  inwards 
through  the  lumbar  region  into  the  cavity  of  the  pelvis,  where  it  passes  down- 
wards, forwards,  and  inwards  across  that  cavity  to  the  base  of  the  bladder,  into 
which  it  then  opens  by  a  constricted  orifice,  after  having  passed  obliquely  for 
nearly  an  inch  between  its  muscular  and  mucous  coats. 

Relations  of  the  ureter  proper.  In  its  course  it  rests  upon  the  psoas  muscle, 
being  covered  by  the  peritoneum,  and  crossed  obliqxiely,  from  witliin  outwards, 
by  the  spermatic  vessels;  the  right  ureter  lying  close  to  the  outer  side  of  the 
inferior  vena  cava.  Opposite  the  first  piece  of  the  sacrum  it  crosses  the  common 
iliac  artery,  lying  behind  the  ileum  on  the  right  side  and  the  sigmoid  flexure  of 
the  colon  on  the  left.  In  the  pelvis  it  enters  the  posterior  false  ligament  of  the 
bladder,  below  the  obliterated  hypogastric  artery,  the  vas  deferens  in  the  male 
passing  between  it  and  the  bladder.  In  the  female  the  ureter  passes  along  the 
sides  and  cervix  uteri  and  upper  part  of  the  vagina.  At  the  base  of  the  bladder, 
it  is  situated  about  two  inches  from  its  fellow;  lying,  in  the  male,  about  an  inch 
and  a  half  behind  the  base  of  the  prostate,  at  the  posterior  angle  of  the  trigone. 

Structure.     The  ureter  is  composed  of  three  coats,  a  fibrous,  muscular,  and 

mucous.  « 

The  fibrous  coat  is  the  same  throughout  the  entire  length  of  the  duct,  being 
continuous  at  one  end  with  the  capsule  of  the  kidney  at  the  floor  of  the  sinus; 
whilst  at  the  other  it  is  lost  in  the  fibrous  structure  of  the  bladder. 

The  muscular  coat  consists  of  two  layers  in  the  calices  and  pelvis,  but  of  three 
in  the  ureter  proper. 

The  external  or  longitudinal  fibres  of  the  calices  are  lost  upon  the  sides  of 
the  mamillae,  whilst  the  internal  or  circular  serve  to  grasp  the  medullary  struc- 
ture in  the  same  situation. 

The  three  layers  found  in  the  ureter  proper  (two  longitudinal  with  an  inter- 
vening circular  layer)  are  all  continuous  with  the  muscular  fibres  of  the  bladder. 
The  mucous  coat  is  smooth  and  presents  a  few  longitudinal  folds  which  become 
effaced  by  distension.  It  is  continuous  with  the  mucous  membrane  of  the 
bladder  below,  whilst  it  is  prolonged  over  the  mamill®  of  the  kidney  above. 
Its  epithelium  consists  principally  of  the  spheroidal  variety,  but  at  that  portion 
of  the  ureter  near  the  bladder  it  is  said  to  be  divided  into  three  lavers.  The 
inner  layer,  that  in  contact  with  the  urine,  is  irregular  or  quadrilateral  in  shape ; 
the  second  or  intermediate  layer  more  or  less  resembles  columnar  epithelium 
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with  irregular  extremities;  whilst  the  external  or  third  layer  is  more  or  less 
spheroidal. 

The  arteries  supplying  the  ureter  are  branches  from  the  renal,  spermatic, 
internal  iliac,  and  inferior  vesical. 

The  nerves  are  derived  from  the  inferior  mesenteric,  spermatic,  and  hypo- 
gastric plexuses. 

Suprarenal  Capsules. 

The  Suprarenal  Capsules  are  usually  classified  together  with  the  spleen, 
thymus  and  thyroid,  under  the  head  of  "ductless  glands,"  as  they  have  no 
excretory  duct. "  They  are  two  small  flattened  glandular  bodies,  of  a  yellowish 
color,  situated  at  the  back  part  of  the  abdomen,  behind  the  peritoneum,  and 
immediately  in  front  of  the  upper  part  of  either  kidney;  hence  their  name. 
The  right  one  is  somewhat  triangular  in  shape,  bearing  a  resemblance  to  a 
cocked  hat ;  the  left  is  more  semilunar,  and  usuallv  larger  and  higher  than  the 
right.  They  vary  in  size  in  different  individuals,  Wng  sometimes  so  small  as 
to  bo  scarcely  detected ;  their  usual  size  is  from  an  inch  and  a  quarter  to  nearly 
two  inches  in  length,  rather  less  in  width,  and  from  two  to  three  lines  in  thick- 
ness.   In  weight,  they  vary  from  one  to  two  drachms. 

Relations.  The  anterior  surface  is  in  relation,  on  the  right  side,  with  the  under 
surface  of  the  liver ;  and  on  the  left  with  the  pancreas  and  spleen.  The  posterior 
surface  rests  upon  the  crus  of  the  Diaphragm,  opposite  the  tenth  dorsal  vertebra. 
The  upper  thin  convex  border  is  directed  upwards  and  inwards.  The  lower  thick 
concave  border  rests  upon  the  upper  end  of  the  kidney,  to  which  it  is  connected 
by  areolar  tissue.  The  inner  border  is  in  relation  with  the  great  splanchnic 
nerves  and  semilunar  ganglion,  and  lies  in  contact  on  the  right  side  with  the 
inferior  vena  cava,  and  on  the  left  side  with  the  aorta.  The  surface  of  the  supra- 
renal gland  is  surrounded  by  areolar  tissue  containing  much  fat,  and  closely 
invested  by  a  thin  fibrous  coat,  which  is  difficult  to  remove,  on  account  of  the 
numerous  fibrous  processes  and  vessels  which  enter  the  organ  through  the  furrows 
on  its  anterior  surface  and  base. 

Structure.  On  making  a  perpendicular  section,  the  gland  is  seen  to  consist  of 
two  substances :   external  or  cortical,  and  internal  or  medullary. 

The  intimate  structure  of  the  suprarenal  gland  may  be  described  as  consisting 
of  three  elements:  the  capsule  and  its  processes,  the  cells,  and  the  bloodvessels. 
On  section  the  gland  is  seen  to  consist  of  two  parts,  a  cortical  external,  and  a 
medullary  internal.  The  former,  which  constitutes  the  chief  part  of  the  organ,  is 
of  a  deep  yellow  color,  and  consists  chiefly  of  narrow  columnar  masses  placed  per- 
pendicularly to  the  surface.  The  medullary  substance  is  soft,  pulpy,  and  of  a 
dark  brown  or  black  color,  whence  the  name  atrabiliary  capsules,  formerly  given 
to  these  organs.  In  the  centre  is  often  seen  a  space,  not  natural,  but  formed  by 
the  breaking-down  after  death  of  the  medullary  substance. 

The  cortical  portion  owes  its  arrangement  to  the  disposition  of  the  capsule, 
which  sends  into  the  interior  of  the  gland  processes  passing  in  vertically  and 
communicating  with  each  other  by  transverse  bands,  so  as  to  form  cells  which 
open  into  each  other.  These  cells  are  of  slight  depth  near  the  surface  of  the 
organ,  so  that  there  the  section  somewhat  resembles  a  net,  but  they  become 
much  deeper  or  longer  further  in,  so  as  to  resemble  pipes  or  tubes  place  endwise- 
Still  deeper  down,  near  the  medullary  part,  the  cells  become  again  of  small 
extent.  The  interior  of  these  cells  contains  the  ramifications  of  the  capillaries, 
but  the  greater  part  of  them  is  filled  with  a  mass  of  nucleated  cells  containing 
large  nuclei  and  many  fat  granules,  with  numerous  pigment  granules  in  the  parts 
where  color  is  most  conspicuous. 

In  the  medullary  portion,  the  fibrous  stroma  seems  to  be  collected  together 
into  a  much  closer  arrangement,  and  forms  bundles  of  stout  connective  tissue 
which  are  loosely  applied  to  the  large  plexus  of  veins  of  which  this  part  of  the 
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organ  mainly  consists.  In  the  interstices  lie  a  number  of  cells  compared  by 
Frey  to  those  of  columnar  epithelium.  But  the  tissue  of  the  medullary  suli- 
stance  is  less  easy  to  make  out  than  that  of  the  cortical,  owing  to  its  rapid  de- 
composition. 

Fig.  493.  Fig.  494 


■  high  magnifying  power,    a,  Oliad  cylinders;  human  suprarenal  b:dj.    a,  Franmrork  oltnatMn  liuae  , 

b,  Intentltlal  cjonoeLlvo  ti«aao.  b,  capf tlariu  ;  e,  nuclei ;  rf,  gland-cBlli. 

Thus  we  see  that  the  numerous  arteries  which  enter  the  suprarenal  bodies 
from  the  sources  mentioned  below  penetrate  the  cortical  part  of  the  gland,  where 
they  break  up  into  capillaries  in  the  fibrous  septa,  and  these  converge  to  the 
very  numerous  veins  of  the  medullary  portion,  which  arc  collected  together  into 
the  suprarenal  vein,  which  usually  emerges  as  a  single  vessel  from  the  centre 
of  the  gland. 

The  medulla  also  contains  a  very  large  quantity  of  nerve-fibres. 

The  arteries  supplying  the  suprarenal  capsules  are  numerous  and  of  large  size: 
they  are  derived  from  the  aorta,  the  phrenic,  and  the  renal ;  they  subdivide  into 
numerous  minute  branches  previous  to  entering  the  substance  of  the  gland. 

The  suprarenal  vein  returns  the  blood  from  the  medullary  venous  plexus,  and 
receives  several  branches  from  the  cortical  substance ;  it  opens  on  the  right  side 
into  the  inferior  vena  cava,  on  the  left  side  into  the  renal  vein. 

The  lymphatics  terminate  in  the  lumbar  glands. 

The  nerves  are  exceedingly  numerous;  they  are  found  chiefly  if  not  entirely 
in  the  medulla,  and  are  derived  from  the  solar  and  renal  plexuses,  and,  according 
to  Bergmann,  from  the  phrenic  and  pneumogastric  nerves.  They  have  numerous 
small  ganglia  developed  upon  them,  from  which  circumstance  the  organ  has  been 
conjectured  to  have  some  function  in  connection  with  the  sympathetic  nervous 
system. 

THE  PELVIS. 

The  cavity  of  the  Pelvis  is  that  part  of  the  general  abdominal  cavity  which 
is  below  the  level  of  the  lraea  ilio-pectinea  and  the  promontory  of  the  sacrum. 

Boundaries.  It  is  bounded,  behiiid,  by  the  sacrum,  the  coccyx,  and  the  great 
sacro-sciatic  ligaments ;  in  front  and  at  the  sides  by  the  pubes  and  ischia,  covered 
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by  the  Obturator  muscles ;  above,  it  communicates  with  the  cavity  of  the  abdo- 
men ;  and  below,  it  is  limited  by  the  Levatores  ani  and  Coccygei  muscles ;  and 
the  visceral  layer  of  the  pelvic  fascia,  which  is  reflected  from  the  wall  of  the 
pelvis  on  to  the  viscera. 

Contents.  The  viscera  contained  in  thiB  cavity  are  the  urinary  bladder,  the 
rectum,  and  some  of  the  generative  organs  peculiar  to  each  sex ;  they  are 
partially  covered  by  the  peritoneum,  and  supplied  with  blood  and  lymphatic 
vessels  and  nerves. 

The  Bladder. 

The  Bladder  is  the  reservoir  for  the  urine.  It  is  a  musculo-membranous  sac, 
situated  in  the  pelvis,  behind  the  pubes,  and  in  front  of  the  rectum  in  the  male, 
the  uterus  and  vagina  intervening  between  it  and  that  intestine  in  the  female. 
The  shape,  position,  and  relations  of  the  bladder  are  greatly  influenced  by  age, 
sex,  and  the  degree  of  distension  of  the  organ.  During  infancy,  it  is  conical  in 
shape,  and  projects  above  the  upper  border  of  the  pubes  into  the  hypogastric 
region.  In  the  adult,  when  quite  empty  and  contracted,  it  is  a  small  triangular 
sac,  placed  deeply  in  the  pelvis,  flattened  from  before  backwards,  its  apex  reach- 
ing as  high  as  the  upper  border  of  the  symphysis  pubis.  When  slightly  dis- 
tended, it  has  a  rounded  form,  and  partially  fills  the  pelvic  artery  ;  and  when 
greatly  distended,  it  is  ovoid  in  shape,  rising  into  the  abdominal  cavity,  and 
often  extending  nearly  as  high  as  the  umbilicus.    It  is  larger  in  its  vertical 

Fig.  495.— Vertical  Section  of  Bladder,  Penis,  and  Urethra. 


diameter  tLan  from  side  to  side,  and  its  long  axis  is  directed  from  above  obliquely 
downwards  and  backwards,  in  a  line  directed  from  some  point  between  the  pubes 
and  umbilicus  (according  to  its  distension)  to  the  end  of  the  coccyx.  The  bladder, 
when  distended,  is  slightly  curved  forwards  towards  the  anterior  wall  of  the 
abdomen,  bo  as  to  be  more  convex  behind  than  in  front.     In  the  female,  it  is 
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larger  in  the  transverse  than  in  the  vertical  diameter,  and  its  capacity  is  said  to 
be  greater  than  in  the  male.  When  moderately  distended,  it  measures  about 
five  inches  in  length,  and  three  inches  across,  and  the  ordinary  amount  which 
it  contains  is  about  a  pint. 

The  bladder  is  divided  into  a  summit,  body,  base,  and  neck. 

The  summit,  or  apex,  of  the  bladder  is  rounded  and  directed  forwards  and 
upwards ;  it  is  connected  to  the  umbilicus  by  a  fibro-muscular  cord,  the  urachus, 
and  also  by  means  of  two  rounded  fibrous  cord,  the  obliterated  portions  of  the 
hypogastric  arteries,  which  are  placed  one  on  each  side  of  the  urachus.  The 
summit  of  the  bladder  behind  the  urachus  is  covered  by  peritoneum,  whilst  the 
portion  in  front  of  the  urachus  has  no  peritoneal  covering,  but  rests  upon  the 
abdominal  wall. 

The  urachus  is  the  obliterated  remains  of  a  tubular  canal  which  exists  in  the 
embryo,  and  connects  the  cavity  of  the  bladder  with  a  membranous  sac  placed 
external  to  the  abdomen,  opposite  the  umbilicus,  called  the  allantois.  In  the 
infant,  at  birth,  it  is  occasionally  found  pervious,  so  that  the  urine  escapes  at  the 
umbilicus,  and  calculi  have  been  found  in  its  canal. 

The  body  of  the  bladder  in  front  is  not  covered  by  peritoneum,  and  is  in 
relation  with  the  triangular  ligament  of  the  urethra,  the  posterior  surface  of  the 
symphysis  pubis,  the  Internal  obturator  muscles,  and,  when  distended,  with  the 
abdominal  parietes. 

The  posterior  surface  is  covered  by  peritoneum  throughout.  It  corresponds, 
in  the  male,  with  the  rectum ;  in  the  female,  with  the  uterus,  some  convolutions 
of  the  small  intestine  being  interposed. 

The  side  of  the  bladder  is  crossed  obliquely  from  below,  upwards  and  for- 
wards, by  the  obliterated  hypogastric  artery ;  above  and  behind  this  cord,  the 
bladder  is  covered  by  peritoneum ;  but  below  and  in  front  of  it  the  serous  cover- 
ing is  wanting,  and  it  is  connected  to  the  pelvic  fascia.  The  vas  deferens  passes, 
in  an  arched  direction,  from  before  backwards,  along  the  side  of  the  bladder, 
towards  its  base,  crossing  in  its  course  the  obliterated  hypogastric  artery,  and 
passing  along  the  inner  side  of  the  ureter. 

The  base  {fundus)  of  the  bladder  is  directed  downwards  and  backwards.  It 
varies  in  extent  according  to  the  state  of  distension  of  the  organ,  being  very 
broad  when  full,  but  much  narrower  when  empty.  In  the  mafe,  it  rests  upon 
the  second  portion  .of  the  rectum,  from  which  it  is  separated  by  a  reflection  of 
the  recto- vesical  fascia.  It  is  covered  posteriorly,  for  a  slight  extent,  by  the 
peritoneum,  which  is  reflected  from  it  upon  the  rectum,  forming  the  recto- vesical 
fold.  The  portion  of  the  bladder  in  relation  with  the  rectum  corresponds  to  a 
triangular  space,  bounded  behind  by  the  recto- vesical  fold ;  on  either  side,  by 
the  vesicula  seminalis  and  vas  deferens ;  and  touching  the  prostate  gland  in  front. 
When  the  bladder  is  very  full,  the  peritoneal  fold  is  raised  with  it,  and  the 
distance  between  its  reflection  and  the  anus  is  about  four  inches ;  but  this  dis- 
tance is  much  diminished  when  the  bladder  is  empty  and  contracted.  In  thr 
female,  the  base  of  the  bladder  lies  in  contact  with  the  lower  part  of  the  cervix 
uteri,  is  adherent  to  the  anterior  wall  of  the  vagina,  and  separated  from  the 
upper  part  of  the  anterior  surface  of  the  cervix  uteri  by  a  fold  of  the  peritoneum. 

The  neck  {cervix)  of  the  bladder  is  the  constricted  portion  continuous  with  the 
urethra.  In  the  male,  its  direction  is  oblique  in  the  erect  posture,  and  it  is  sur- 
rounded by  the  prostate  gland.  In  the  female  its  direction  is  obliquely  down- 
wards and  forwards. 

Lif/aments.  The  bladder  is  retained  in  its  place  by  ligaments  which  arc 
divided  into  true  and  false.  The  true  ligaments  are  five  in  number,  two  anterior, 
and  two  lateral,  formed  by  the  recto- vesical  fascia,  and  the  urachus.  The  false 
ligaments,  also  five  in  number,  are  formed  by  folds  of  the  peritoneum. 

The  anterior  lif/aments  {pubo-prostatic)  extend  from  the  back  of  the  pubes,  one 
on  each  side  of  the  symphysis,  to  the  front  of  the  neck  of  the  bladder,  and  upper 


BLADDER.  851 

surface  of  the  prostate  gland.  These  ligaments  contain  a  few  muscular  fibres 
prolonged  from  the  bladder. 

The  lateral  ligaments,  broader  and  thinner  than  the  preceding,  are  attached  to 
the  lateral  parts  of  the  prostate,  and  to  the  sides  of  the  base  of  the  bladder. 

The  urachus  is  the  fibro- muscular  cord  already  mentioned,  extending  between 
the  summit  of  the  bladder  and  the  umbilicus.  It  is  broad  below,  at  its  attach- 
ment to  the  bladder,  and  becomes  narrower  as  its  ascends. 

The  false  ligaments  of  the  bladder  are,  two  posterior,  two  lateral,  and  one 
superior. 

The  two  posterior  pass  forwards,  in  the  male,  from  the  sides  of  the  rectum ;  in 
the  female,  from  the  sides  of  the  uterus,  to  the  posterior  and  lateral  aspect  of  the 
bladder :  they  form  the  lateral  boundaries  of  the  recto- vesical  fold  of  the  peri- 
toneum, and  contain  the  obliterated  hypogastric  arteries,  and  the  ureters,  together 
with  vessels  and  nerves. 

The  two  lateral  ligaments  are  reflections  of  the  peritoneum,  from  the  iliac  fossas 
to  the  sides  of  the  bladder. 

The  superior  ligament  is  the  prominent  fold  of  peritoneum  extending  from  the 
summit  of  the  bladder  to  the  umbilicus.  It  covers  the  urachus,  and  the  oblite- 
rated hypogastric  arteries. 

Structure.  The  bladder  is  composed  of  four  coats :  a  serous,  a  muscular,  a 
cellular,  and  a  mucous  coat. 

The  serous  coat  is*  partial,  and  derived  from  the  peritoneum.  It  invests  the 
posterior  surface,  from  opposite  the  termination  of  the  two  ureters,  to  its 
summit,  and  is  reflected  from  this  point  and  from  the  sides,  oil  to  the  abdominal 
and  pelvic  walls. 

The  muscular  coat  consists  of  two  layers  of  unstriped  muscular  fibre,  an 
external  layer,  composed  of  longitudinal  fibres,  and  an  internal  layer  of  circular 
fibres. 

The  longitudinal  fibres  are  most  distinct  on  the  anterior  and  posterior  surfaces 
of  the  organ.  They  arise  in  front,  from  the  anterior  ligaments  of  the  bladder, 
from  the  neck  of  the  bladder,  and,  in  the  male,  from  the  adjacent  portion  of  the 
prostate  gland.  They  spread  out,  and  form  a  plexiform  mesh,  on  the  anterior 
surface  of  the  bladder,  being  continued  over  the  posterior  surface,  and  base  of 
the  organ  of  the  neck,  where  they  are  inserted  into  the  prostate  in  the  male,  and 
into  the  vagina  in  the  female. 

Other  longitudinal  fibres  arise  in  the  male  from  the  sides  of  the  prostate,  and 
spread  out  upon  the  sides  of  the  bladder,  intersecting  with  one  another. 

The  circular  fibres  are  very  thinly  and  irregularly  scattered  on  the  body  of 
the  organ ;  but,  towards  its  lower  part,  round  the  cervix  and  commencement  of 
the  urethra,  they  are  disposed  as  a  thick  circular  layer,  forming  the  sphincter 
vesicae,  which  is  continuous  with  the  muscular  fibres  of  the  prostate  gland. 

Two  bands  of  oblique  fibres,  originating  behind  the  orifices  of  the  ureters, 
converge  to  the  back  part  of  the  prostate  gland,  and  are  inserted,  by  means  of 
a  fibrous  process,  into  the  middle  lobe  of  that  organ.  They  are  the  muscles  of 
the  ureters,  described  by  Sir  C.  Bell,  who  supposed  that,  during  the  contraction 
of  the  bladder,  they  served  to  retain  the  oblique  direction  of  the  ureters,  and  so 
prevent  the  reflux  of  the  urine  into  them. 

J.  B.  Pettigrew  gives  the  following  results  at  which  he  has  arrived  by  his  exquisite  dissections 
of  the  muscular  fibres  of  the  bladder  and  prostate  (Phila.  Trans.  1867).  The  muscular  fibres  of 
the  bladder  are  arranged  spirally,  forming  figure-of-8  loops,  the  superficial  more  longitudinal  or 
drawn  out,  the  deeper  more  circular  or  flattened.  This  arrangement  has  been  aptly  compared 
to  that  of  india-rubber  rings  through  which  a  stick  has  been  passed  and  which  are  then  wound 
twice  round  the  stick  and  drawn  out  into  figures-of-8,  some  (the  exterior)  in  very  elongated  loops, 
so  as  to  approach  the  longitudinal  direction,  others  (the  central)  in  very  flattened  loops,  so  as  to 
be  nearly  circular.  The  external  fibres,  which  are  nearly  longitudinal,  are  in  four  sets— an  ante- 
rior and  posterior,  and  a  right  and  left  lateral ;  the  latter  accessory  and  less  fully  developed. 
The  fibres  are  arranged  in  seven  strata,  three  external,  three  internal,  and  a  middle,  pursuing 
well-marked  directions  in  each.  These  layers,  however,  are  very  imperfect,  "  the  fibres  rarely,  if 
ever,  occupying  precisely  the  same  plane  and  running  exactly  parallel.    They,  moreover,  split  up, 
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and  become  fused  with  each  other,  with  corresponding  or  homologous  fibres,  and  with  fibre* 
which  are  either  superimposed  or  underlie  them."  The  fibres  of  the  first  and  seventh  layers  are 
the  most  feebly  developed.  The  crossings  or  decussations  of  the  loops  occur  at  different  distances 
in  proceeding  from  before  backwards,  this  crossing  forming  a  kind  of  spiral  line.  The  loops  are 
directed  towards  and  embrace  the  nracbns  and  urethra  respectively.  The  terminal  expansion! 
of  the  loops  in  the  other  layers  contribute  to  the  formation  of  the  fourth  layer,  particularly 
towards  the  base  and  apex,  which  are.  therefore,  thicker  than  the  other  parts.  The  aggrega- 
tion of  the  loops  towards  the  apex  forms  the  sphincter.  The  longitudinal,  slightly  oblique,  truly 
oblique,  and  nearly  circular  fibres  or  the  successive  layers  are  all  continued  into  the  prostatic 
urethra,  which  therefore  may  be  regarded  as  a  continuation  of  the  bladder  anteriorly.  '1  he  fibres 
of  the  cervix  are  traceable  into  the  vera  mon  tan  urn,  which  Pettigrew  believes  to  act  as  a  valve 
to  the  urethra,  falling  down  into  the  lube  and  obstructing  it  when  the  muscle  of  the  bladder 
is  not  acting,  and  raised  up,  bo  as  to  stand  erect  in  the  middle  line,  and  thus  to  allow  the  flow  of 
urine,  when  the  fibres  contract.  The  varying  obliquity  and  spiral  arrangement  of  the  seven 
layers  establishes  a  close  analogy  between  the  disposition  of  the  muscular  fibres  of  the  bladder 
and  those  of  the  heart,  as  described  by  Pettigrew,  in  Phil.  Trans.  1864 ;  and  be  hints  at  similar 
Structure  in  the  stomach  and  uterus. 

The  cellular  coat  consists  of  a  layer  of  areolar  tissue,  connecting  together  the 

muscular  and  mucous  coats,  and  intimately  united  to  the  latter. 

The  mucous  coat  is  thin,  smooth,  and  of  a  pale  rose  color.     It  is  continuous 
through  the  ureters  with  the  lining  membrane 

Fig.  496.— The  Bladder  and  Urethra     0f  the  uriniferous  tubes,  and  below  with  that 
laid  open.    Seen  from  above.  of  (he  urethra.     It  la  connected  loosely  to  the 

muscular  coat,  by  a  layer  of  areolar  tissue, 
excepting  at  the  trigone,  where  its  adhesion  is 
more  close.  It  is  provided  with  a  few  mucous 
follicles;  and  numerous  small  racemose  glands, 
lined  with  columnar  epithelium,  exist  near  the 
neck  of  the  organ.  The  epithelium  covering 
it  is  intermediate  in  form  between  the  columnar 
and  squamous  varieties. 

Interior  of  the  bladder.  Upon  the  inner  sur- 
face of  the  base  of  the  bladder,  immediately 
behind  the  urethral  orifice,  is  a  triangular, 
smooth  surface,  the  apex  of  which  is  directed 
forwards ;  this  is  the  trigonvm  vesica  or  trigone 
vesical.  It  is  paler  in  color  than  the  rest  of  the 
mucous  membrane,  and  never  presents  any 
rugse,  even  in  the  collapsed  condition  of  the 
organ,  owing  to  its  intimate  adhesion  to  the 
subjacent  tissues.  It  is  bounded  on  each  side 
by  two  slight  ridges,  which  pass  backwards 
and  outwards  to  the  orifices  of  the  ureters, 
and  correspond  witb  the  muscles  of  these  tubes ; 
and  at  each  posterior  angle,  by  the  orifices  of 
the  ureters,  which  are  placed  nearly  two  inches 
from  each  other,  and  about  an  inch  and  a  half 
behind  the  orifice  of  the  urethra.  The  trigone 
corresponds  with  the  interval  at  the  base  of 
the  bladder,  bounded  by  the  prostate  in  front, 
and  the  vesiculae  and  vasa  defcrentia  on  the 
sides.  Projecting  from  the  lower  and  anterior 
part  of  the  bladder,  into  the  orifice  of  the 
urethra,  is  a  slight  elevation  of  mucous  mem- 
brane, called  the  uvula,  vesica.  It  is  formed  by 
a  thickening  of  the  prostate. 

The  arteries  supplying  the  bladder  are  the 
superior,  middle,  and  inferior  vesical,  in  the 
male,  with  additional  branches  from  the  uterine, 

in  the  female.    They  arc  all  derived  from  the  anterior  trunk  of  the  internal 

iliac. 
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The  veins  form  a  complicated  plexus  round  the  neck,  sides,  and  base  of  the 
bladder,  and  terminate  in  the  internal  iliac  vein. 

The  lymphatics  accompany  the  bloodvessels,  passing  through  the  glands 
surrounding  them. 

The  nerves  are  derived  from  the  hypogastric  and  sacral  plexuses ;  the  former 
supplying  the  upper  part  of  the  organ,  the  latter  its  base  and  neck. 

Male  Urethra. 

The  Urethra  extends  from  the  neck  of  the  bladder  to  the  meatus  urinarius. 
It  presents  a  double  curve  in  the  flaccid  state  of  the  penis,  but  in  the  erect  state 
it  forms  only  a  single  curve,  the  concavity  of  which  is  directed  upwards  (Fig. 
495).  Its  length  varies  from  eight  to  nine  inches ;  and  it  is  divided  into  three 
portions,  the  prostatic,  membranous,  and  spongy,  the  structure  and  relations  of 
which  are  essentially  different. 

The  Prostatic  portion  is  the  widest  and  most  dilatable  part  of  the  canal.  It 
passes  through  the  prostate  gland,  from  its  base  to  the  apex,  lying  nearer  its 
upper  than  its  lower  surface.  It  is  about  an  inch  and  a  quarter  in  length ;  the 
form  of  the  canal  is  spindle-shaped,  being  wider  in  the  middle  than  at  either 
extremity  and  narrowest  in  front,  where  it  joins  the  membranous  portion.  A 
transverse  section  of  the  canal  in  this  situation  is  triangular,  the  apex  directed 
downwards. 

Upon  the  floor  of  the  canal  is  a  narrow  longitudinal  ridge,  the  verumontanum, 
or  caput  gallinaginis,  formed  by  an  elevation  of  the  mucous  membrane  and  its 
subjacent  tissue.  It  is  eight  or  nine  lines  in  length,  and  a  line  and  a  half  in 
height;  and  contains,  according  to  Kobelt,  muscular  and  erectile  tissues.  When 
distended,  it  may  serve  to  prevent  the  passage  of  the  semen  backwards  into  the 
bladder.  On  each  side  of  the  verumontanum  is  a  slightly  depressed  fossa, 
the  prostatic  sinus,  the  floor  of  which  is  perforated  by  numerous  apertures,  the 
orifices  of  the  prostatic  ducts,  the  ducts  of  the  middle  lobe  opening  behind  the 
crest.  At  the  fore  part  of  the  verumontanum,  in  the  middle  line,  is  a  depression, 
the  sinus  pocularis  (vesicula  prostatica);  and  upon  or  within  its  margins  are  the 
slit-like  openings  of  the  ejaculatory  ducts.  The  sinus  pocularis  forms  a  cul-de-sac 
about  a  quarter  of  an  inch  in  length,  which  runs  upwards  and  backwards  in  the 
substance  of  the  prostate  beneath  the  middle  lobe ;  its  prominent  upper  wall 
partly  forms  the  verumontanum.  Its  walls  are  composed  of  fibrous  tissue, 
muscular  fibres,  and  mucous  membrane ;  and  numerous  small  glands  open  on 
its  inner  surface.  It  has  been  called  by  Weber,  who  discovered  it,  the  uterus 
masculinus,  from  its  supposed  homology  with  the  female  organ. 

The  Membranous  portion  of  the  urethra  extends  between  the  apex  of  the 
prostate  and  the  bulb  of  the  corpus  spongiosum.  It  is  the  narrowest  part  of  the 
canal  (excepting  the  orifice),  ana  measures  three-quarters  of  an  inch  along  its 
upper  and  half  an  inch  along  its  lower  surface,  in  consequence  of  the  bulb  pro- 
jecting backwards  beneath  it  below.  Its  upper  concave  surface  is  placed  about 
an  inch  beneath  the  pubic  arch,  from  which  it  is  separated  by  the  dorsal  vessels 
and  nerves  of  the  penis,  and  some  muscular  fibres.  Its  lower  convex  surface  is 
separated  from  the  rectum  by  a  triangular  space,  which  constitutes  the  peri- 
nseum.  The  membranous  portion  of  the  urethra  perforates  the  deep  perineal 
fascia ;  and  two  layers  from  this  membrane  are  prolonged  round  it,  the  one 
forwards,  the  other  backwards ;  it  is  also  surrounded  by  the  Compressor  urethras 
muscle.  Its  coverings  are  mucous  membrane,  elastic  fibrous  tissue,  a  thin 
layer  of  erectile  tissue,  muscular  fibres,  and  a  prolongation  from  the  deep 
perineal  fascia. 

The  Spongy  portion  is  the  longest  part  of  the  urethra,  and  is  contained  in  the 
corpus  spongiosum.  It  is  about  six  inches  in  length,  and  extends  from  the  ter- 
mination of  the  membranous  portion  to  the  meatus  urinarius.  Commencing 
below  the  symphysis  pubis,  it  ascends  for  a  short  distance,  and  then  curves 
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downwards.  It  is  narrow,  and  of  uniform  size  in  the  body  of  the  penis, 
measuring  about  a  quarter  of  an  inch  in  diameter ;  being  dilated  behind,  within 
the  bulb:  and  again  anteriorly  within  the  glans  penis,  forming  the  fossa  navicu- 
laris.  A  cross  section  of  this  canal  in  the  body  of  the  penis  has  its  long  dia- 
meter transverse ;  but  in  the  glans,  that  diameter  is  directed  vertically. 

The  Bulbous  portion  is  a  name  given,  in  some  descriptions  of  the  urethra,  to 
the  posterior  dilated  part  of  the  spongy  portion  contained  within  the  bulb. 

The  meatus  urinarius  is  the  most  contracted  part  of  the  urethra;  it  is  a  verti- 
cal slit,  about  three  lines  in  length,  bounded  on  each  side  by  two  small  labia. 
The  inner  surface  of  the  lining  membrane  of  the  urethra,  especially  on  the  floor 
of  the  spongy  portion,  presents  the  orifices  of  numerous  mucous  glands  and 
follicles,  situated  in  the  submucous  tissue,  and  named  the  glands  of  Littre. 
They  vary  in  size,  and  their  orifices  are  directed  forwards,  so  that  they  may 
easily  intercept  the  point  of  a  catheter  in  its  passage  along  the  canal.  One  of 
these  lacunar  larger -than  the  rest,  is  situated  on  the  upper  surface  of  the  fossa 
navicularis,  about  an  inch  and  a  half  from  the  orifice;  it  is  called  the  lacuna 
magna.  Into  the  bulbous  portion  are  found  opening  the  ducts  of  Cowper's 
glands. 

Structure.  The  urethra  is  composed  of  three  c^ats:  a  mucous,  muscular,  and 
erectile. 

The  mucous  coat  forms  part  of  the  geni to-urinary  mucous  membrane.  It  is 
continuous  with  the  mucous  membrane  of  the  bladder,  ureters,  and  kidneys; 
externally,  with  the  integument  covering  the  glans  penis;  and  is  prolonged  into 
the  ducts  of  the  glands  which  open  into  the  urethra,  viz.,  Cowper's  glands,  the 
prostate  gland,  and  the  vasa  deferentia  and  vesiculse  seminales,  through  the 
ejaculatory  ducts.  In  the  spongy  and  membranous  portions  the  mucous  mem- 
brane is  arranged  in  longitudinal  folds  when  the  organ  is  contracted.  Small 
papillcB  are  found  upon  it,  near  the  orifice:  and  its  epithelial  lining  is  of  the 
columnar  variety,  excepting  near  the  meatus,  where  it  is  laminated. 

The  muscular  coat  consists  of  two  layers  of  plain  muscular  fibres,  an  external 
longitudinal  layer,  and  an  internal  circular.  The  muscular  tissue  is  most 
abundant  in  the  prostatic  portion  of  the  canal. 

A  thin  layer  of  erectile  tissue  is  continued  from  the  corpus  spongiosum 
round  the  membranous  and  prostatic  portion  of  the  urethra  to  the  neck  of  the 
bladder. 


Male  Generative  Organs. 


Prostate  Gland. 

The  Prostate  Gland  (*po*<jrwu,  to  stand  before)  is  a  pale,  firm,  glandular  body, 
which  surrounds  the  neck  of  the  bladder  ana  commencement  of  the  urethra. 
It  is  placed  in  the  pelvic  cavity,  behind  and  below  the  symphysis  pubis,  poste- 
rior to  the  deep  perineal  fascia,  and  upon  the  rectum,  through  which  it  may  be 
distinctly  felt,  especially  when  enlarged.  In  shape  and  size  it  resembles  a  horse- 
chestnut. 

Its  base  is  directed  backwards  towards  the  neck  of  the  bladder. 

The  apex  is  directed  forwards  to  the  deep  perineal  fascia,  which  it  touches. 

Its  under  surface  is  smooth,  and  rests  on  the  rectum,  to  which  it  is  connected 
by  dense  areolar  fibrous  tissue. 

Its  upper  surface  is  flattened,  marked  by  a  slight  longitudinal  furrow,  and 
placed  about  three-quarters  of  an  inch  below  the  pubic  symphysis. 

It  measures  about  an  inch  and  a  half  in  its  transverse  diameter  at  the  base, 
an  inch  in  its  antero-posterior  diameter,  and  three-quarters  of  an  inch  in  depth. 
Its  weight  is  about  six  drachms.  It  is  held  in  its  position  by  the  anterior  liga- 
ments of  the  bladder  (pubo-prostatic) ;  by  the  posterior  layer  of  the  deep  perineal 
fascia,  which  invests  the  commencement  of  the  membranous  portion  of  the 
urethra  and  prostate  gland ;  and  by  the  anterior  portion  of  the  Levator  ani 
muscle  (levator  prostatse),  which  passes  down  on  each  side  from  the  symphysis 
pubis  and  anterior  ligament  of  the  bladder  to  the  sides  of  the  prostate. 

The  prostate  consists  of  three  lobes  :  two  lateral  and  a  middle  lobe. 

The  two  lateral  lobes  are  of  equal  size,  separated  behind  by  a  deep  notch,  and 
marked  by  a  slight  furrow  upon  their  upper  and  lower  surface,  which  indicates 
the  bi-lobed  condition  of  the  organ  in  some  animals. 

The  third  or  middle  lobe,  is  a  small  transverse  band  occasionally  a  rounded 
or  triangular  prominence,  placed  between  the  two  lateral  lobes,  at  the  under 
and  posterior  part  of  the  organ.  It  lies  immediately  beneath  the  neck  of  the 
bladder,  behind  the  commencement  of  the  urethra,  and  above  the  ejaculatory 
ducts.  Its  existence  is  not  constant ;  but  it  is  occasionally  found  at  an  early 
period  of  life,  as  well  as  in  adults,  and  in  old  age.  In  advanced  life  this,  or  some 
other  portion  of  the  prostate,  often  becomes  considerably  enlarged,  and  projects 
into  the  bladder,  so  as  to  impede  the  passage  of  the  urine.  According  to  Dr. 
Messer's  researches  conducted  at  Greenwich  Hospital,1  it  would  seem  that  such 
obstruction  exists  in  20  per  cent,  of  all  prostates  over  sixty  years  of  age. 

The  prostate  gland  is  perforated  by  the  urethra  and  common  seminal  ducts. 
The  urethra  usually  lies  about  one-third  nearer  its  upper  than  its  lower  surface ; 
occasionally,  the  prostate  surrounds  the  lower  three-fourths  of  this  tube,  and 
more  rarely  the  urethra  runs  through  the  lower  instead  of  the  upper  part  of  the 
gland.  The  ejaculatory  ducts  pass  forwards  obliquely  through  a  conical  canal, 
situated  in  the  lower  part  of  the  prostate,  and  open  into  the  prostatic  portion  ot 
the  urethra. 

Structure,  The  prostate  is  inclosed  in  a  thin  but  firm  fibrous  capsule,  distinct 
from  that  derived  from  the  posterior  layer  of  the  deep  perineal  fascia,  and  sepa- 
rated from  it  by  a  plexus  of  veins.     Its  substance  is  of  a  pale  reddish-gray  color, 

1  Med.  Chir.  Trans.,  vol.  zliii.  p.  152. 
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very  friable,  but  of  great  density.    It  consists  of  glandular  substance  and  mus- 
cular tissue. 

The  glandular  substance  is  composed  of  numerous  follicular  pouches  opening 
into  elongated  canals,  which  join  to  form  from  twelve  to  twenty  small  excretory 
ducts.  The  follicles  are  connected  together  by  areolar  tissue,  supported  by  pro- 
longations from  the  fibrous  capsule,  and  inclosed  in  a  delicate  capillary  plexus. 
The  epithelium  lining  the  canals  is  columnar,  whilst  that  in  the  terminal  vesicles 
is  of  the  squamous  variety. 

The  muscular  tissue  of  the  prostate  is  arranged  in  the  form  of  circular  bands 
round  the  urethra ;  it  is  continuous  behind  with  the  circular  fibres  of  the  sphincter 
vesicae,  and  in  front  with  the  circular  fibres  of  the  urethra.  The  muscular  fibres 
are  of  the  involuntary  kind.  The  prostatic  ducts  open  into  the  floor  of  the 
prostatic  portion  of  the  urethra. 

Vessels  and  Nerves.  The  arteries  supplying  the  prostate  are  derived  from  the 
internal  pudic,  vesical,  and  hemorrhoidal.  Its  veins  form  a  plexus  around  the 
sides  and  base  of  the  gland ;  they  communicate  in  front  with  the  dorsal  vein  of 
the  penis,  and  terminate  in  the  internal  iliac  vein.  The  nerves  are  derived  from 
the  Hypogastric  plexus. 

The  Prostatic  Secretion  is  a  milky  fluid,  having  an  acid  reaction,  and  pre- 
senting, on  microscopic  examination,  molecular  matter,  the  squamous  and  colum- 
nar forms  of  epithelium,  and  granular  nuclei.  In  old  age,  this  gland  is  liable  to 
be  enlarged,  and  its  ducts  are  often  filled  with  innumerable  small  concretions, 
of  a  brownish-red  color,  and  of  the  size  of  a  millet  seed,  composed  of  carbonate 
of  lime  and  animal  matter. 

Cowper's  Glands. 

Cowper's  Glands  are  two  small  rounded  and  somewhat  lobulated  bodies,  of  a 
yellowish  color,  about  the  size  of  peas,  placed  beneath  the  fore  part  of  the  mem- 
branous portion  of  the  urethra,  between  the  two  layers  of  the  deep  perineal 
fascia.  They  lie  close  behind  the  bulb,  and  are  inclosed  by  the  transverse  fibres 
of  the  Compressor  urethra  muscle.  Each  gland  consists  of  several  lobules,  held 
together  by  a  fibrous  investment.  The  excretory  duct  of  each  gland,  nearly  an 
inch  in  length,  passes  obliquely  forwards  beneath  the  mucous  membrane,  and 
opens  by  a  minute  orifice  on  the  floor  of  the  bulbous  portion  of  the  urethra. 
Their  existence  is  said  to  be  constant ;  they  gradually  diminish  in  size  as  age 
advances. 

The  Penis. 

The  Penis  is  the  organ  of  copulation,  and  contains  in  its  interior  the  larger 
portion  of  the  urethra.     It  consists  of  a  root,  body,  and  extremity  or  glans  penis. 

The  root  is  broad,  and  firmly  connected  to  the  rami  of  the  pubes  by  two  strong 
tapering  fibrous  processes,  the  crura,  and  to  the  front  of  the  symphysis  pubis  by 
a  fibrous  membrane,  the  suspensory  ligament. 

The  extremity^  or  glans  penis  presents  the  form  of  an  obtuse  cone,  flattened 
from  above  downwards.  At  its  summit  is  a  vertical  fissure,  the  orifice  of  the 
urethra  (meatus  urinarius) :  at  the  back  part  of  this  orifice  a  fold  of  mucous 
membrane  passes  backwards  to  the  bottom  of  a  depressed  raphe,  where  it  is 
continuous  with  the  prepuce ;  this  fold  is  termed  the  frwnum  prseputii.  The 
base  of  the  glans  forms  a  rounded  projecting  border,  the  corona  glandis ;  and 
behind  the  corona  is  a  deep  constriction,  the  cervix.  Upon  both  of  these  nume- 
rous small  lenticular  sebaceous  glands  are  found,  the  glandules  Tysonii,  g.  odoriferx. 
They  secrete  a  sebaceous  matter  of  very  peculiar  odor,  which  probably  contains 
caseine,  and  becomes  easily  decomposed. 

The  body  of  the  penis  is  the  part  between  the  root  and  extremity.  ^  In  the 
flaccid  condition  of  the  organ  it  is  cylindrical,  but  when  erect  has  a  triangular 
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prismatic  form  with  rounded  angles,  the  broadest  side  being  turned  upward,  and 
called  the  dorsum.  It  is  covered  by  integument  remarkable  for  its  thinness,  its 
dark  color,  its  looseness  of  connection  with  the  deeper  parts  of  the  organ,  and 
its  containing  no  adipose  tissue.  At  the  root  of  the  penis  the  integument  is 
continuous  with  that  upon  the  pubes  and  scrotum;  and  at  the  neck  of  the  glans 
it  leaves  the  surface,  and  becomes  folded  upon  itself  to  form  the  prepuce. 

The  internal  layer  of  the  prepuce,  which  also  becomes  attached  to  the  cervix, 
approaches  in  character  to  a  mucous  membrane:  it  is  reflected  over  the  glans 
penis,  and  at  the  meatus  urinarius  is  continuous  with  the  mucous  lining  of  the 
urethra. 

The  mucous  membrane  covering  the  glans  penis  contains  no  sebaceous  glands; 
but  projecting  from  its  free  surface  are  a  number  of  small  highly  sensitive 
papillae. 

The  penis  is  composed  of  a  mass  of  erectile  tissue,  inclosed  in  three  cylindrical 
fibrous  compartments.  Of  these,  two,  the  corpora  cavernosa,  are  placed  side  by 
side  along  the  upper  part  of  the  organ ;  the  third,  or  corpus  spongiosum,  incloses 
the  urethra,  ana  is  placed  below. 

The  Corpora  Cavernosa  form  the  chief  part  of  the  body  of  the  penis.  They 
consist  of  two  fibrous  cylindrical  tubes,  placed  side  by  side,  and  intimately 
connected  along  the  median  line  for  their  anterior  three-fourths,  their  posterior 
fourth  being  separated  to  form  the  two  crura,  by  which  the  penis  is  connected 
to  the  rami  of  the  pubes.  Each  crus  commences  by  a  blunt-pointed  process  in 
front  of  the  tuberosity  of  the  ischium ;  and,  near  its  junction  with  its  fellow, 
presents  a  slight  enlargement,  named  by  Kobelt,  the  bulb  of  the  corpus  cavernosum. 
Just  beyond  this  point  they  become  constricted,  and  retain  an  equal  diameter  to 
their  anterior  extremity,  where  they  form  a  single  rounded  end,  which  is  received 
into  a  fossa  in  the  base  of  the  glans  penis.  A  median  groove  on  the  upper  sur- 
face lodges  the  dorsal  vein  of  the  penis,  and  the  groove  on  the  under  surface 
receives  the  corpus  spongiosum.  The  root  of  the  penis  is  connected  to  the 
symphysis  pubis  by  the  suspensory  ligament. 

Structure.  Each  corpus  cavernosum  consists  of  a  strong  fibrous  envelope, 
inclosing  a  fibrous  reticular  structure,  which  contains  erectile  tissue  in  its 
meshes.    It  is  separated  from  its  fellow  by  an  incomplete  fibrous  septum. 

The  fibrous  investment  is  extremely  dense,  of  considerable  thickness,  and 
highly  elastic;  it  not  only  invests  the  surface  of  the  organ,  but  sends  off  nume- 
rous fibrous  bands  (trabecule)  from  its  inner  surface,  as  well  as  from  the  surface 
of  the  septum,  which  cross  its  interior  in  all  directions,  subdividing  it  into  a 
number  of  separate  compartments,  which  present  a  spongy  structure,  in  which 
the  erectile  tissue  is  contained. 

The  trabecular  structure  fills  the  interior  of  the  corpora  cavernosa.  Its  com- 
ponent fibres  are  larger  and  stronger  round  the  circumference  than  at  the  centre 
of  the  corpora  cavernosa;  they  are  also  thicker  behind  than  in  front.  The 
interspaces,  on  the  contrary,  are  larger  at  the  centre  than  at  the  circumference, 
their  long  diameter  being  directed  transversely;  and  they  are  largest  anteriorly. 
They  are  lined  by  a  layer  of  squamous  epithelium. 

The  fibrous  septum  forms  an  imperfect  partition  between  the  two  corpora 
cavernosa:  it  is  thick  and  complete  behind;  but  in  front  it  is  incomplete,  and 
consists  of  a  number  of  vertical  bands  of  fibrous  tissue,  which  are  arranged  like 
the  teeth  of  a  comb,  whence  the  name,  septum  pectiniforme ;  these  bands  extend 
between  the  dorsal  and  the  urethral  surface  of  the  corpora  cavernosa. 

The  fibrous  investment  and  septum  consist  of  longitudinal  bands  of  white 
fibrous  tissue,  with  numerous  elastic  and  muscular  fibres.  The  trabecule  also 
consist  of  white  fibrous  tissue,  elastic  fibres,  and  plain  muscular  fibres,  and 
inclose  arteries  and  nerves. 

The  Corpus  Spongiosum  incloses  the  urethra,  and  is  situated  in  the  groove  on 
the  under  surface  of  the  corpora  cavernosa.  It  commences  posteriorly  in  front 
of  the  deep  perineal  fascia,  between  the  diverging  crura  of  the  corpora  caver- 
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nosa,  where  it  forma  a  rounded  enlargement,  the  bulb;  and  terminates,  ante- 
riorly, in  another  expansion,  the  glans  penis,  which  overlaps  the  anterior 
rounded  extremity  of  the  corpora  cavernosa.  The  central  portion,  or  body  of 
the  corpus  spongiosum,  is  cylindrical,  and  tapers  slightly  from  behind  forwards. 

The  bulb  varies  in  size  in  different  subjects;  it  receives  a  fibrous  investment 
from  the  anterior  layer  of  the  deep  perineal  fascia,  aud  is  surrounded  by  the 
Accelerator  urinse  muscle.  The  urethra  enters  the  bulb  nearer  its  upper  than 
its  lower  surface,  being  surrounded  by  a  layer  of  erectile  tissue,  a  thin  prolonga- 
tion of  which  is  continued  backwards  round  the  membranous  and  prostatic 
portions  of  the  canal  to  the  neck  of  the  bladder,  lying  immediately  beneath  the 
mucous  membrane.  The  portion  of  the  bulb  below  the  urethra  presents  a 
partial  division  into  two  lobes,  being  marked  externally  by  a  linear  raphe, 
whilst  internally  there  projects  inwards,  for  a  short  distance,  a  thin  fibrous 
septum,  more  distinct  in  early  life. 

Structure.  The  corpus  spongiosum  consists  of  a  strong  fibrous  envelope, 
inclosing  a  trabecular  structure,  which  contains  in  its  mesbes  erectile  tissue. 
The  fibrous  envelope  is  thinner,  whiter  in  color,  and  more  elastic  than  that  of 
the  corpus  cavemosum.  The  trabecular  are  delicate,  uniform  in  size,  and  the 
meshes  between  them  small;  their  long  diameter,  for  the  most  part,  corre- 
sponding with  that  of  the  penis.  A  thin  layer  of  muscular  fibres,  continuous 
behind  with  those  of  the  bladder,  forms  part  of  the  outer  coat  of  the  corpus 
spongiosum. 

The  erectile  tissue  consists  essentially  of  an  intricate  venous  plexus,  lodged  in 
the  interspaces  between  the  trabeculie.  The  veins  forming  this  plexus  are  so 
numerous,  and  communicate  so  freely  with  one  another,  as  to  present  a  cellular 
appearance  when  examined  by  means  of  a  section;  their  walls  are  extremely 
thin,  and  lined  by  squamous  epithelium.  The  veins  are  smaller  in  the  glans 
penis,  corpus  spongiosum,  and  circumference  of  the  corpora  cavernosa,  than  in 
the  central  part  of  the  latter,  where  they  are  of  large  size,  and  much  dilated. 
They  return  the  blood  by  a  series  of  vessels,  some  of  which  emerge  in  consider- 
able numbers  from  the  base  of  the  glans  penis,  and  converge  on  the  dorsum  of 
the  organ  to  form  the  dorsal  vein ;  others  pass  out  on  the  upper  surface  of  the 
corpora  cavernosa,  and  join  the  dorsal  vein;  some  emerge  from  the  under 
surface  of  the  corpora  cavernosa,  and,  receiving  branches  from  the  corpua 
spongiosum,  wind  round  the  sides  of  the  penis  to  terminate  in  the  dorsal  vein; 
but  the  greater  number  pass  out  at  the  root  of  the  penis,  and  join  the  prostatic 
plexus  and  pudendal  veins. 

Fig.  497. 
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The  arteries  of  the  penis  are  derived  from  the  internal  pudic.    Those  supplying 
the  corpora  cavernosa  are  the  arteries  of  the  corpora  cavernosa,  and  branches 
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from  the  dorsal  artery  of  the  penis,  which  perforate  the  fibrous  capsule  near  the 
fore  part  of  the  organ.  Those  to  the  corpus  spongiosum  are  the  arteries  of  the 
bulb.  Additional  branches  are  described  by  Kobelt  as  arising  from  the  trunk 
of  the  internal  pudic:  they  enter  the  bulbous  enlargements  on  the  corpora 
cavernosa  and  corpus  spongiosum.  The  arteries,  on  entering  the  cavernous 
structure,  divide  into  branches,  which  are  supported  and  inclosed  by  the  trabe- 
cule; some  of  these  branches  terminate  in  a  capillary  network,  which  com- 
municates with  the  veins  as  in  other  parts;  whilst  others  are  more  convoluted, 
and  assume  a  tendril-like  appearance ;  hence  the  name,  helicine  arteries,  which 
was  given  to  these  vessels  by  Miiller.  The  helicine  arteries  are  more  abundant 
in  the  back  part  of  the  corpora  cavernosa  and  corpus  spongiosum;  they  have 
not  been  seen  in  the  glans  penis.  The  termination  of  these  arteries  in  the 
venous  spaces  has  been  long  a  matter  of  debate ;  but  the  views  of  Langer  are 
those  which  are  now  universally  adopted.  He  describes  the  arteries  of  the 
corpus  cavernosura  as  terminating,  some  of  them  (as  above),  in  ordinary  capil- 
laries. Others  run,  as  somewhat  fine  arterial  twigs  (about  jjflth  of  an  inch  in 
diameter),  into  the  venous  network,  while  the  terminal  branches  of  the  arteries 
open  directly  into  the  venous  spaces  by  remarkable  funnel-shaped  orifices. 
There  are  also  capillaries  which  surround  the  coats  of  the  large  arteries,  and 
communicate  with  the  venous  spaces.  This  arrangement  of  vessels  is  also  found 
in  the  bulb  of  the  urethra.  In  the  corpus  spongiosum  and  in  the  glans,  the 
arteries  communicate  with  the  venous  spaces  through  the  intervention  of  capil- 
lanr  vessels.' 

The  lymphatics  of  the  penis  consist  of  a  superficial  and  deep  set ;  the  former 
terminate  in  the  inguinal  glands ;  the  latter  emerge  from  the  corpora  cavernosa 
and  corpus  spongiosum,  and,  passing  beneath  the  pubic  arch,  join  the  deep  lym- 
phatics of  the  pelvi3. 

The  nerves  are  derived  from  the  internal  pudic  nerve  and  the  hypogastric 
plexus.  On  the  glans  and  bulb  some  filaments  of  the  cutaneous  nerves  have 
Pacinian  bodies  connected  with  them. 

The  Testes  and  their  Coverings. 

The  Testes  are  two  small  glandular  organs,  which  secrete  the  semen ;  they 
are  situated  in  the  scrotum,  being  suspended  by  the  spermatic  cords.  At  an 
early  period  of  foetal  life,  the  testes  are  contained  in  the  abdominal  cavity, 
behind  the  peritoneum.  Before  birth,  they  descend  to  the  inguinal  canal,  along 
which  they  pass  with  the  spermatic  cord,  and,  emerging  at  the  external  abdo- 
minal ring,  they  descend  into  the  scrotum,  becoming  invested  in  their  course 
by  numerous  coverings  derived  from  the  serous,  muscular,  and  fibrous  layers 
of  the  abdominal  parietes,  as  well  as  by  the  scrotum.  The  coverings  of  the 
testis  are,  the 

Skin  I  Q      ♦ 

Dartos       \  Scrotum. 

Intercolumnar,  or  External  spermatic  fascia. 

Cremaster  muscle. 

Infundibuliform,  or  Fascia  propria  (Internal  spermatic  fascia). 

Tunica  vaginalis. 

The  Scrotum  is  a  cutaneous  pouch,  which  contains  the  testes  and  part  of  the 
spermatic  cords.  It  is  divided  into  two  lateral  halves,  by  a  median  line,  or 
raphe,  which  is  continued  forwards  to  the  under  surface  of  the  penis,  and  back- 
wards along  the  middle  line  of  the  perineum  to  the  anus.  Of  these  two  lateral 
portions  the  left  is  longer  than  the  right,  and  corresponds  with  the  greater 
length  of  the  spermatic  cord  on  the  left  side.     Its  external  aspect  varies  under 

1  See  Frey's  Manual  of  Histology  for  a  summary  of  Langer's  description  of  these  vessels. 
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different  circumstances :  thus,  under  the  influence  of  warmth,  and  in  old  and 
debilitated  persons,  it  becomes  elongated  and  flaccid ;  but,  under  the  influence 
of  cold,  and  in  the  young  and  robust,  it  is  short,  corrugated,  and  closely  applied 
to  the  testes. 

The  scrotum  consists  of  two  layers,  the  integument  and  the  dartos. 

The  integument  is  very  thin,  of  a  brownish  color,  and  generally  thrown  into 
folds  or  rugae.  It  is  provided  with  sebaceous  follicles,  the  secretion  of  which 
has  a  peculiar  odor,  and  is  beset  with  thinly  scattered,  crisp  hairs,  the  roots  of 
which  are  seen  through  the  skin. 

The  dartos  is  a  thin  layer  of  loose  reddish  tissue,  endowed  with  contractility; 
it  forms  the  proper  tunic  of  the  scrotum,  is  continuous,  around  the  base  of  the 
scrotum,  with  the  superficial  fascia  of  the  groin,  perineum,  and  inner  side  of  the 
thighs,  and  sends  inwards  a  distinct  septum,  septum  scroti,  which  divides  it  into 
two  cavities  for  the  two  testes,  the  septum  extending  between  the  raphe  and  the 
under  surface  of  the  penis,  as  far  as  its  root. 

The  dartos  is  closely  united  to  the  skin  externally,  but  connected  with  the 
subjacent  parts  by  delicate  areolar  tissue,  upon  which  it  glides  with  the  greatest 
facility.  The  dartos  is  very  vascular,  and  consists  of  a  loose  areolar  tissue,  con- 
taining unstriped  muscular  fibre.  Its  contracility  is  slow,  and  excited  by  cold 
and  mechanical  stimuli,  but  not  by  electricity. 

The  intercolumnar  fascia  is  a  thin  membrane,  derived  from  the  margin  of  the 
pillars  of  the  external  abdominal  ring,  during  the  descent  of  the  testis  in  the 
foetus,  being  prolonged  downwards  around  the  surface  of  the  cord  and  testis.  It 
is  separated  from  the  dartos  by  loose  areolar  tissue,  which  allows  of  considerable 
movement  of  the  latter  upon  it,  but  is  intimately  connected  with  the  succeeding 
layer. 

The  cremasteric  fascia  consists  of  scattered  bundles  of  muscular  fibres  (Cre- 
master  muscle),  derived  from  the  lower  border  of  the  internal  oblique  muscle, 
during  the  descent  of  the  testis. 

The  fascia  propria  is  a  thin  membranous  layer,  which  loosely  invests  the 
surface  of  the  cord  It  is  a  continuation  downwards  of  the  inrandibuliform 
process  of  the  fascia  transversalis,  and  is  also  derived  during  the  descent  of  the 
testis,  in  the  foetus. 

The  tunica  vaginalis  is  described  with  the  proper  covering  of  the  testis.  A 
more  detailed  account  of  the  other  coverings  of  the  testis  will  be  found  in  the 
description  of  the  surgical  anatomy  of  inguinal  hernia. 

Vessels  and  Nerves.  The  arteries  supplying  the  coverings  of  the  testis  are : 
the  superficial  and  deep  external  pudic,  from  the  femoral ;  the  superficial  peri- 
neal branch  of  the  internal  pudic ;  and  the  cremasteric  branch  from  the  epigas- 
tric. The  veins  follow  the  course  of  the  corresponding  arteries.  The  lymphatics 
terminate  in  the  inguinal  glands.  The  nerves  are :  the  ilio-inguinal  and  ilio- 
hypogastric branches  of  the  lumbar  plexus,  the  two  superficial  perineal  branches 
of  the  internal  pudic  nerve,  the  inferior  pudendal  branch  of  the  small  sciatic 
nerve,  and  the  genital  branch  of  the  genito-crural  nerve. 

The  Spermatic  Cord  extends  from  the  internal  abdominal  ring,  where  the 
structures  of  which  it  is  composed  converge,  to  the  back  part  of  the  testicle.  It 
is  composed  of  arteries,  veins,  lymphatics,  nerves,  and  the  excretory  duct  of  the 
testicle.  These  structures  are  connected  together  by  areolar  tissue,  and  invested 
by  the  fasciae  brought  down  by  the  testicle  in  its  descent.  In  the  abdominal 
wall  the  cord  passes  obliquely  along  the  inguinal  canal,  lying  at  first  beneath 
the  Internal  oblique,  and  upon  the  fascia  transversalis ;  but  nearer  the  pubes,  it 
rests  upon  Poupart's  ligament,  having  the  aponeurosis  of  the  External  oblique 
in  front  of  it,  and  the  conjoined  tendon  behind  it.  It  then  escapes  at  the  exter- 
nal ring,  and  descends  nearly  vertically  into  the  scrotum.  The  left  cord  is 
rather  longer  than  the  right,  consequently  the  left  testis  hangs  somewhat  lower 
than  its  fellow. 

The  arteries  of  the  cord  are :  the  spermatic,  from  the  aorta ;  the  artery  of  the 
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vas  deferens,  from  the  superior  vesical ;  and  the  cremasteric,  from  the  epigastric 
artery. 

The  spermatic  arterjr  supplies  the  testicle.  On  approaching  the  gland,  it  gives 
off  some  branches  which  supply  the  epididymis,  ana  others  which  perforate  the 
tunica  albuginea  behind,  and  spread  out  on  its  inner  surface,  or  pass  through 
the  fibrous  septum  in  its  interior,  to  be  distributed  on  the  membranous  septa 
between  the  lobes. 

The  artery  of  the  vas  deferens  is  a  long  slender  vessel,  which  accompanies  the 
vas  deferens,  ramifying  upon  the  coats  of  that  duct,  and  anastomosing  with  the 
spermatic  artery  near  the  testis. 

The  cremasteric  branch  from  the  epigastric  supplies  the  Cremaster  muscle, 
and  other  coverings  of  the  cord. 

The  spermatic  veins  leave  the  back  part  of  the  testis,  and,  receiving  branches 
from  the  epididymis,  unite  to  form  a  plexus  (panpiniform  plexus),  which  forms 
the  chief  mass  of  the  cord.  They  pass  up  in  front  of  the  vas  deferens,  and  unite 
to  form  a  single  trunk,  which  terminates,  on  the  right  side,  in  the  inferior  vena 
cava,  on  the  left  side,  in  the  left  renal  vein. 

The  lymphatics  are  of  large  size,  accompany  the  bloodvessels,  and  terminate 
in  the  lumbar  glands. 

The  nerves  are  the  spermatic  plexus  from  the  sympathetic.  This  plexus  is 
derived  from  the  renal  and  aortic  plexuses,  joined  by  filaments  from  the  hypo- 
gastric plexus  which  accompany  the  artery  of  the  vas  deferens. 

Testes. 

The  Testes  are  suspended  in  the  scrotum  by  the  spermatic  cords.  Each  gland 
is  of  an  oval  form,  compressed  laterally  and  behind  and  having  an  oblique  posi- 
tion in  the  scrotum ;  the  upper  extremity  being  directed  forwards  and  a  little 
outwards;  the  lower,  backwards  and  a  little  inwards;  the  anterior  convex 
border  looks  forwards  and  downwards,  the  posterior  or  straight  border,  to  which 
the  cord  is  attached,  backwards  and  upwards. 

The  anterior  and  lateral  surfaces,  as  well  as  both  extremities  of  the  organ,  are 
convex,  free,  smooth,  and  invested  by  the  tunica  vaginalis.  The  posterior 
border,  to  which  the  cord  is  attached,  receives  only  a  partial  investment  from 
that  membrane.  Lying  upon  the  outer  edge  of  this  border,  is  a  long,  narrow, 
flattened  body,  named,  from  its  relation  to  the  testis,  the  epididymis  (&t6v/io<, 
testis).  It  consists  of  a  central  portion,  or  body,  an  upper  enlarged  extremity, 
the  globus  major,  or  head ;  and  a  lower  pointed  extremity,  the  tail,  or  globus 
minor.  The  globus  major  is  intimately  connected  with  tne  upper  end  of  the 
testicle  by  means  of  its  efferent  ducts ;  and  the  globus  minor  is  connected  with 
its  lower  end  by  cellular  tissue,  and  a  reflection  of  the  tunica  vaginalis.  The 
outer  surface  and  upper  and  lower  ends  of  the  epididymis  are  free  and  covered 
bv  serous  membrane ;  the  body  is  also  completely  invested  by  it,  excepting 
along  its  posterior  border,  and  connected  to  the  back  of  the  testis  by  a  fold  of 
the  serous  membrane.  Attached  to  the  upper  end  of  the  testis,  or  to  the  epi- 
didymis, is  a  small  pedunculated  body,  the  use  of  which  is  unknown.  When 
the  testicle  is  removed  from  the  body  the  position  of  the  vas  deferens,  on  its 
posterior  and  inner  side,  marks  the  side  to  wnich  the  gland  has  belonged. 

Size  and  Weight.  The  average  dimensions  of  this  gland  are  from  one  and  a 
half  to  two  inches  in  length,  one  inch  in  breadth,  and  an  inch  and  a  quarter  in 
the  antero-posterior  diameter ;  and  the  weight  varies  from  six  to  eight  drachms, 
the  left  testicle  being  a  little  the  larger.  The  testis  is  invested  by  three  tunics, 
the  tunica  vaginalis,  tunica  albuginea,  and  tunica  vasculosa. 

The  Tunica  Vaginalis  is  the  serous  covering  of  the  testis.  It  is  a  pouch  of 
serous  membrane,  derived  from  the  peritoneum  during  the  descent  of  the  testis 
in  the  foetus,  from  the  abdomen  into  the  scrotum.  After  its  descent,  that  portion 
of  the  pouch  which  extends  from  the  internal  ring  to  near  the  upper  part  of  the 
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gland  becomes  obliterated,  tbe  lower  portion  remaining  as  a  shut  sac,  which 
invests  the  outer  surface  of  the  testis,  and  is  reflected  on  the  internal  surface  of 
the  scrotum;  hence  it  may  be  described  as  consisting  of  a  visceral  and  parittal 
portion. 

The  visceral  portion  {tunica  vaginalis  propria)  covers  the  outer  surface  of  the 

testis,  as  well  as  the  epididymis,  connecting  the  latter  to  the  testis  by  means  of 

a  distinct  fold.    From  the  posterior  border  of  the 

F%  *?8— The.  T?flti"  '»,»'*«.  the    Klan{j   it  j8  reflected  on  to  the  internal  surface  of 

run  lea   Vaginalis   bavins   beeu   -f,         '     . 

luid  open.  the  scrotum. 

The  parietal  portion  of  the  serous  membrane 
{tunica  vaginalis  reflexa)  is  far  more  extensive 
than  the  visceral  portion,  extending  upwards,  for 
some  distance  in  front,  and  on  the  inner  side  of 
the  cord,  and  reaching  below  the  testis.  The 
inner  surface  of  the  tunica  vaginalis  is  free, 
smooth,  and  covered  by  a  layer  of  squamous  epi- 
thelium. The  interval  between  the  visceral  and 
parietal  layers  of  this  membrane  constitutes  tbe 
cavity  of  the  tunica  vaginalis. 

The  Tunica  A  tbuginea  is  the  fibrous  covering 
of  the  testis.     It  is  a  dense  fibrous  membrane,  of 
a  bluish-white  color,  composed  of  bundles  of  white 
fibrous  tissue,  which  interlace  in  every  direction, 
Its  outer  surface  is  covered  by  the  tunica  vagi- 
nalis, except  along  its  posterior  border,  and  at  the 
pointB  of  attachment  of  the  epididymis;   hence 
the  tunica  albuginea  is  usually  considered  as  a 
fibro-serous  membrane,  like  the  dura  mater  and 
pericardium.      This    membrane    surrounds    the 
glandular  structure  of  the  testicle,  and,  at  its  posterior  and  upper  border,  is 
reflected  into  the  interior  of  the  gland,  forming  an  incomplete  vertical  septum 
called  the  mediastinum  testis  (corpus  Hiuhmorianum). 

The  mediastinum  testis  extends  from  the  upper,  nearly  to  the  lower  border  of 
the  gland,  and  is  wider  above  than  below.  From  the  front  and  sides  of  this 
septum,  numerous  slender  fibrous  cords  (trahtculse)  are  given  off,  which  pass  to 
be  attached  to  the  inner  surface  of  the  tunica  albuginea :  they  serve  to  maintain 
the  form  of  the  testis,  and  join  with  similar  cords  given  off  from  the  inner  sur- 
face of  the  tunica  albuginea,  to  form  spaces  which  inclose  the  separate  lobules 
of  the  organ.  The  mediastinum  supports  the  vessels  and  ducts  of  the  testis  in 
their  passage  to  and  from  the  substance  of  the  giand. 

The  Tunica  Vasculosa  {pin  mater  testis)  is  the  vascular  layer  of  the  testis,  con- 
sisting of  a  plexus  of  bloodvessels,  held  together  by  a  delicate  areolar  tissue. 
It  covers  the  inner  surface  of  the  tunica  albuginea,  sending  off  numerous  pro- 
cesses between  the  lobules,  which  are  supported  by  the  fibrous  prolongations 
from  the  mediastinum  testis. 

Structure.  The  glandular  structure  of  the  testis  consists  of  numerous  lobules 
(lohuli  testis).  Their  number,  in  a  single  testis,  is  estimated  by  Bcrres  at  260, 
and  by  Krause  at  400.  They  differ  in  size  according  to  their  position,  those  in 
the  middle  of  the  gland  being  larger  and  longer.  The  lobules  are  conical  in 
shape,  the  base  being  directed  towards  the  circumference  of  the  organ,  the  apex 
towards  the  mediastinum.  Each  lobule  is  contained  in  one  of  the  intervals 
between  the  fibrous  cords  and  vascular  processes,  which  extend  between  tn« 
mediastinum  testis  and  the  tunica  albuginea,  and  consists  of  from  one  to  three, 
or  more,  minute  convoluted  tubes,  the  tubuli  eeminiferi.  The  tubes  may  be 
separately  unravelled,  by  careful  dissection  under  water,  and  may  be  seen  to 
commence  either  by  free  crecal  ends,  or  by  anastomotic  loops.  The  total  number 
of  tubes  is  considered  by  Munro  to  be  about  300,  and  the  length  of  each  about 
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sixteen  feet;  by  Lauth,  their  number  is  estimated  at  840,  and  their  average 
length  two  feet  and  a  quarter.  Their  diameter  varies  from  5£nth  to  T$Bth  of  an 
inch.  The  tubuli  are  pale  in  color  in  early  life,  but,  in  old  age,  they  acquire  a 
deep  yellow  tinge,  from  containing  much  fatty  matter.  They  consist  of  a  base- 
ment membrane,  lined  by  epithelium  consisting  of  nucleated  glandular  cor- 
puscles, and  are  inclosed  in  a  delicate  plexus  of  capillary  vessels.  In  the  apices 
of  the  lobules,  the  tubuli  become  less  convoluted,  assume  a  nearly  straight 
course,  and  unite  together  to  form  from  twenty  to  thirty  larger  ducts,  of  about 
K'nth  of  an  inch  in  diameter,  and  these,  from  their  straight  course,  are  called 
vasa  recta. 

The  vasa  recta  enter  the  fibrous  tissue  of  the  mediastinum,  and  pass  upwards 
and  backwards,  forming,  in  their  ascent,  a  close  network  of  anastomosing  tubes, 
with  exceedingly  thin  parietes;  this  constitutes 

the  rete  testis.  At  the  upper  end  of  the  medi-  Fiir.  499.— Vertical  Section  of  the 
astinum,  the  vessels  of  the  rete  testis  terminate  Testicle  to  show  the  nrrauge- 
in  from  twelve  to  fifteen  or  twenty  ducts,  the  vasa  meL  °  e  BC  ' 
efferentia:  they  perforate  the  tunica  albugiuca, 
and  carry  the  seminal  fluid  from  the  testis  to  the 
•  epididymis.  Their  course  is  at  first  straight; 
they  then  become  enlarged,  and  exceedingly  con- 
voluted, and  form  a  series  of  conical  masses,  the  i 
coni  vascuhsi,  which,  together,  constitute  the 
globus  major  of  the  epididymis.  Each  cone  con- 
sists of  a  single  convoluted  duct,  from  six  to  eight 
inches  in  length,  the  diameter  of  which  gradually 
decreases  from  the  testis  to  the  epididymis.  Oppo- 
site the  bases  of  the  cones,  the  efferent  vessels 
open  at  narrow  intervals  into  a  single  duct,  which 
constitutes,  by  its  complex  convolutions,  the 
body  and  globus  minor  of  the  epididymis.  When 
the  convolutions  of  this  tube  are  unravelled,  it 
measures  upwards  of  twenty  feet  in  length,  and 
increases  in  breadth  and  thickness  as  it  approaches 
the  vas  deferens.  The  convolutions  are  held  to- 
gether by  fine  areolar  tissue,  and  by  bands  of 
fibrous  tissue.  A  long  narrow  tube,  the  vasctt- 
lam  aberrant  of  Haller,  is  occasionally  found  con- 
nected with  the  lower  part  of  the  canal  of  the 

epididymis,  or  with  the  commencement  of  the  vas  deferens.  It  extends  up  into 
the  cord  for  about  two  or  three  inches,  where  it  terminates  by  a  blind  extremity, 
which  is  occasionally  bifurcated.  Its  length  varies  from  an  inch  and  a  half  to 
fourteen  inches,  and  sometimes  it  becomes  dilated  towards  its  extremity :  more 
commonly,  it  retains  the  same  diameter  throughout.  Its  structure  is  similar  to 
that  of  the  vas  deferens.  Occasionally,  it  is  found  unconnected  with  the  epi- 
didymis. 

The  Vas  Deferens,  the  excretory  duct  of  the  testis,  is  the  continuation  of  the 
epididymis.  Commencing  at  the"  lower  part  of  the  globus  minor,  it  ascends 
along  the  posterior  and  inner  side  of  the  testis  and  epididymis,  and  along  the 
back  part  of  the  spermatic  cord,  through  the  spermatic  canal  to  the  internal 
abdominal  ring.  From  the  ring  it  descends  into  the  pelvis,  crossing  the  external 
iliac  vessels,  and  'curves  round  the  outer  side  of  the  epigastric  artery :  at  the 
side  of  the  bladder,  it  arches  backwards  and  downwards  to  its  base,  crossing 
outside  the  obliterated  hypogastric  artery,  and  to  the  inner  side  of  the  ureter. 
At  the  base  of  the  bladder,  it  lies  between  that  viscus  and  the  rectum,  running 
along  the  inner  border  of  the  vesicula  seminalis.  In  this  situation  it  becomes 
enlarged  and  sacculated :  and,  becoming  narrowed,  at  the  base  of  the  prostate, 
unites  with  the  duct  of  the  vesicula  seminalis  to  form  the  ejaculatory  duct.     The 


864  MALE  GENERATIVE  ORGANS. 

vas  deferens  presents  a  hard  and  cord-like  sensation  to  the  fingers ;  it  is  about 
two  feet  in  length,  of  cylindrical  form,  and  about  a  line  and  a  quarter  in  dia- 
meter. Its  walls  are  of  extreme  density  and  thickness,  measuring  one-third  of 
a  line ;  and  its  canal  is  extremely  small,  measuring  about  half  a  line. 

In  Structure,  the  vas  deferens  consists  of  three  coats:  1.  An  external,  or 
cellular  coat;  2.  A  muscular  coat,  which  is  thick,  dense,  elastic,  and  consists  of 
two  longitudinal,  and  an  intermediate  circular  layer  of  muscular  fibres ;  S.  An 
internal,  or  mucous  coat,  which  is  pale,  and  arranged  in  longitudinal  folds;  its 
epithelial  covering  is  of  the  columnar  variety. 

YesicpljE  Seminales. 

The  Seminal  Yesicles  are  two  tabulated  membranous  pouches,  placed  between 
the  base  of  the  bladder  and  the  rectum,  serving  as  reservoirs  for  the  semen,  and 
secreting  some  fluid  to  be  added  to  that  of  the  testicles.  Each  sac  is  somewhat 
pyramidal  in  form,  the  broad  end  being  directed  backwards  and  the  narrow  end 
forwards  towards  the  prostate.  They  measure  about  two  and  a  half  inches  in 
length,  about  five  lines  in  breadth,  and  about  two  or  three  lines  in  thickness. 
They  vary,  however,  in  size,  not  only  in  different  individuals,  but  also  in  the 
same  individual  on  the  two  sides.  Their  upper  surface  is  in  contact  with  the 
base  of  the  bladder,  extending  from  near  the  termination  of  the  ureters  to  the 
base  of  the  prostate  gland.  Their  under  surface  rests  upon  the  rectum,  from 
which  they  are  separated  bv  the  recto-vesical  fascia.  Their  posterior  extremities 
diverge  from  each  other.  Their  anterior  extremities  are  pointed,  and  converge 
towards  the  base  of  the  prostate  gland,  where  each  joinB  with  the  corresponding 
vas  deferens  to  form  the  ejaculatory  duct.     Along  the  inner  margin  of  each 


vesicula  runs  the  enlarged  and  convoluted  vas  deferens.  The  inner  border  of 
the  vesiculae,  and  the  corresponding  vas  deferens,  form  the  lateral  boundary  of 
a  triangular  space,  limited  behind  by  the  rccto-vesical  peritoneal  fold ;  the  por- 
tion of  the  bladder  included  in  this  space  rests  on  the  rectum,  and  corresponds 
with  the  trigonum  vesicte  in  its  interior. 

Structures.     Each  vesicula  consists  of  a  single  tube,  coiled  upon  itself,  and 
giving  off  several  irregular  rascal  diverticula;  the  separate  coils,  as  well  as  the 
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diverticula,  being  connected  together  by  fibrous  tissue.  When  uncoiled,  this 
tube  is  about  the  diameter  of  a  quill,  and  varies  in  length  from  four  to  six 
inches ;  it  terminates  posteriorly  in  a  cul-de-sac ;  its  anterior  extremity  becomes 
constricted  into  a  narrow  straight  duct,  which  joins  on  its  inner  side  with  the 
corresponding  vas  deferens,  and  forms  the  ejaculatory  duct. 

The  ejaculatory  ducts,  two  in  number,  one  on  each  side,  are  formed  by  the 
junction  of  the  duct  of  the  vesicula  seminalis  with  the  vas  deferens.  Each  duct 
is  about  three-quarters  of  an  inch  in  length ;  it  commences  at  the  base  of  the 
prostate,  and  runs  forwards  and  upwards  in  a  canal  in  its  substance,  and  along 
the  side  of  the  utriculus,  to  terminate  by  a  separate  slit-like  orifice  upon  or 
within  the  margins  of  the  sinus  pocularis.  The  ducts  diminish  in  size,  and 
converge  towards  their  termination. 

Structure.  The  vesiculaa  seminales  are  composed  of  three  coats:  an  external 
or  fibro-cellular,  derived  from  the  recto- vesical  fascia;  a  middle  or  fibrous  coat, 
which  is  firm,  dense,  fibrous  in  structure,  somewhat  elastic,  and  contains,  accord- 
ing to  E.  H.  Weber,  muscular  fibres ;  and  an  internal  or  mucous  coat,  which  is 
pale,  of  a  whitish-brown  color,  and  presents  a  delicate  reticular  structure,  like 
that  seen  in  the  gall-bladder,  but  the  meshes  are  finer.  The  epithelium  is 
squamous.  The  coats  of  the  ejaculatory  ducts  are  extremely  thin,  the  outer 
fibrous  layer  being  almost  entirely  lost  after  their  entrance  into  the  prostate,  a 
thin  layer  of  muscular  fibres  and  the  mucous  membrane  forming  the  only  con- 
stituents of  the  tubes. 

Vessels  and  Nerves.  The  arteries  supplying  the  vesiculaa  seminales  are  derived 
from  the  inferior  vesical  and  middle  hemorrhoidal.  The  veins  and  lymphatics 
accompany  the  arteries.     The  nerves  are  derived  from  the  hypogastric  plexus. 

The  Semen  is  a  thick,  whitish  fluid,  having  a  peculiar  odor.  It  consists  of  a 
fluid,  the  liquor  se minis,  and  solid  particles,  the' seminal  granules,  and  sperma- 
tozoa. 

The  liquor  seminis  is  transparent,  colorless,  and  of  an  albuminous  composition, 
containing  particles  of  squamous  and  columnar,  epithelium,  with  oil-globules 
and  granular  matter  floating  in  it,  besides  the  above-mentioned  solid  elements. 

The  seminal  granules  are  round  finely-granular  corpuscles,  measuring  jo'oiyth 
of  an  inch  in  diameter. 

The  spermatozoa,  or  spermatic  filaments,  are  the  essential  agents  in  producing 
fecundation.  They  are  minute  elongated  particles,  consisting  of  a  small  flattened 
oval  extremity  or  body,  and  a  long  slender  caudal  filament.  A  small  circular 
spot  is  observed  in  the  centre  of  the  body,  and  at  its  point  of  connection  with 
the  tail  there  is  frequently  seen  a  projecting  rim  or  collar.  The  movements  of 
these  bodies  are  remarkable,  and  consist  of  a  lashing  or  undulatory  motion  of 
the  tail. 

Descent  of  the  Testes. 

The  testes,  at  an  early  period  of  foetal  life,  are  placed  at  the  back  part  of  the 
abdominal  cavity,  behind  the  peritoneum,  in  rront,  and  a  little  below  the 
kidneys.  The  anterior  surface  and  sides  are  invested  by  peritoneum:  the  blood- 
vessels and  efferent  ducts  are  connected  with  their  posterior  surface;  and 
attached  to  the  lower  end  is  a  peculiar  structure,  the  gubernaculum  testis, 
which  is  said  to  assist  in  their  descent. 

The  Gubernaculum  Testis  attains  its  full  development  betweeen  the  fifth  and 
sixth  months ;  it  is  a  conical-shaped  cord,  attached  above  to  the  lower  end  of 
the  epididymis,  and  below  to  the  bottom  of  the  scrotum.  It  is  placed  behind 
the  peritoneum,  lying  upon  the  front  of  the  Psoas  muscle,  and  completely  filling 
the  inguinal  canal.  It  consists  of  a  soft  transparent  areolar  tissue  within,  which 
often  appears  partially  hollow,  surrounded  by  a  layer  of  striped  muscular  fibres, 
the  Cremaster,  which  ascends  upon  this  body  to  be  attached  to  the  testis. 
According  to  Mr.  Curling,  the  gubernaculum,  as  well  as  these  muscular  fibres, 
55 
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divides  below  into  three  processes:  the  external  and  broadest  process  is  con- 
nected with  Poupart's  ligament  in  the  inguinal  canal;  the  middle  process 
descends  along  the  inguinal  canal  to  the  bottom  of  the  scrotum,  where  it  joins 
the  dartos ;  the  internal  one  is  firmly  attached  to  the  os  pubis  and  sheath  of  the 
•  Rectus  muscle ;  some  fibres,  moreover,  are  reflected  from  the  Internal  oblique 
on  to  the  front  of  the  gubernaculum.  Up  to  the  fifth  month,  the  testis  is 
situated  in  the  lumbar  region,  covered  in  front  and  at  the  sides  by  peritoneum, 
and  supported  in  its  position  by  a  fold  of  that  membrane,  called  the  mesorchium  ; 
between  the  fifth  and  sixth  months  the  testis  descends  to  the  iliac  fost-a,  the 
gubernaculum  at  the  same  time  becoming  shortened;  during  the  seventh  month, 
it  enters  the  internal  abdominal  ring,  a  small  pouch  of  peritoneum  (processus 
vaginalis)  preceding  the  testis  in  its  course  through  the  canal.  By  the  end  of 
the  eighth  month,  the  testis  has  descended  into  the  scrotum,  carrying  down 
with  it  a  lengthened  pouch  of  peritoneum,  which  communicates  by  its  upper 
extremity  with  the  peritoneal  cavity.  Just  before  birth,  the  upper  part  of  the 
pouch  usually  becomes  closed,  and  this  obliteration  extends  gradually  down- 
wards to  within  a  short  distance  of  the  testis.  The  process  of  peritoneum 
surrounding  the  testis  which  is  now  entirely  cut  off  from  the  general  peritoneal 
cavity,  constitutes  the  tunica  vaginalis.1 

Mr.  Curling  believes  that  the  descent  of  the  testis  is  effected  by  means  of  the 
muscular  fibres  of  the  gubernaculum ;  those  fibres  which  proceed  from  Poupart's 
ligament  and  the  Obliquus  internus  are  said  to  guide  the  organ  into  the  inguinal 
canal;  those  attached  to  the  pubis  draw  it  below  the  external  abdominal  ring; 
and  those  attached  to  the  bottom  of  the  scrotum  complete  its  descent.  During 
the  descent  of  the  organ  these  muscular  fibres  become  gradually  everted,  forming 
a  muscular  layer,  which  becomes  placed  external  to  the  process  of  the  perito- 
neum, surrounding  the  gland  and  spermatic  cord,  and  constitutes  the  Cremaster. 
In  the  female,  a  small  cord,  corresponding  to  the  gubernaculum  in  the  male, 
descends  to  the  inguinal  region,  and  ultimately  forms  the  round  ligament  of  the 
uterus.  A  pouch  of  peritoneum  accompanies  it  along  the  inguinal  canal,  analo- 
gous to  the  processus  vaginalis  in  the  male :  it  is  called  the  canal  of  Nuck. 


The  obliteration  of  the  process  of  peritonenm  which  accompanies  the  cord,  and  is  hence  called 


of  Surgery,"  edited  by  T.  Holmes,  vol.  iv. 


Female  Organs  of  Generation. 

The  External  Organs  of  Generation  in  the  female  are  the  mona  Veneris,  the 
labia  majora  and  minora,  the  clitoris,  the  meatus  urinarius,  and  the  orifice  of 
the  vagina.  The  term  "  vulva"  or  "pudendum,"  as  generally  applied,  includes 
all  these  parts. 

The  mons  Veneris  is  the  rotinded  eminence  in  front  of  the  pubes,  formed  by 
a  collection  of  fatty  tissue  beneath  the  integument.  It  surmounts  the  vulva, 
and  is  covered  with  hair  at  the  time  of  puberty. 

Fig.  501. — The  Vulva.     External  Female  Organs  of  General  ion. 


I, 


The  labia  majora  are  two  prominent  longitudinal  cutaneous  folds,  extending 
downwards  from  the  'mons  V eneris  to  the  anterior  boundary  of  the  perineum, 
and  inclosing  an  elliptical  fissure,  the  common  urino-sexual  opening.  Each 
labium  is  formed  externally  of  integument  covered  with  hair;  internally,  of 
mucous  membrane,  which  is  continuous  with  the  geni to- urinary  mucous  tract; 
and  between  the  two,  of  a  considerable  quantity  of  areolar  tissue,  fat  and  a  tissue 
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resembling  the  dartos  of  the  scrotum,  besides  vessels,  nerves,  and  elands.  The 
labia  are  thicker  in  front  than  behind,  and  joined  together  at  eacn  extremity, 
forming  the  anterior  and  posterior  commissures.  The  interval  left  between  the 
posterior  commissure  and  the  margin  of  the  anus  is  about  an  inch  in  length, 
and  constitutes  the  perineum.  Just  within  the  posterior  commissure  is  a  small 
transverse  fold,  the  frasnulum  pudendi  or  fourchette,  which  is  commonly  ruptured 
in  the  first  parturition,  and  the  space  between  it  and  the  commissure  is  called 
the  fossa  navicularis.     The  labia  are  analogous  to  the  scrotum  in  the  male. 

The  labia  minora  or  nymphse  are  two  small  folds  of  mucous  membrane  situ- 
ated within  the  labia  raajora,  extending  from  the  clitoris  obliquely  downwards 
and  outwards  for  about  an  inch  and  a  half  on  each  side  of  the  orifice  of  the 
vagina,  on  the  sides  of  which  they  are  lost.  They  are  continuous  externally 
with  the  labia  majora,  internally  with  the  inner  surface  of  the  vagina.  As  thev 
converge  towards  the  clitoris  in  front,  each  labium  divides  into  two  folds,  whicL 
surround  the  glans  clitoridis,  the  superior  folds  uniting  to  form  the  prerputium 
clitoridis }  the  inferior  folds  being  attached  to  the  glans,  and  forming  the  frsenitm. 
The  nymph®  are  composed  of  mucous  membrane,  covered  by  a  thin  epithelial 
layer.  They  contain  a  plexus  of  vessels  in  their  interior,  and  are  proviaed  with 
numerous  large  mucous  crypis  which  secrete  abundance  of  sebaceous  matter. 

The  clitoris  is  an  erectile  structure,  analogous  to  the  corpora  cavernosa  of  the 
penis.  It  is  situated  beneath  the  anterior  commissure,  partially  hidden  between 
the  anterior  extremities  of  the  labia  minora.  "It  is  an  elongated  organ,  connected 
to  the  rami  of  the  pubes  and  ischia  on  each  side  by  two  crura;  the  body  is 
short  and  concealed  beneath  the  labia ;  the  free  extremity,  or  glans  clitoridis,  is 
a  small  rounded  tubercle,  consisting  of  spongy  erectile  tissue,  and  highly  sensi- 
tive. The  clitoris  consists  of  two  corpora  cavernosa,  composed  of  erectile  tissue 
inclosed  in  a  dense  layer  of  fibrous  membrane,  united  together  along  their  inner 
surfaces  by  an  incomplete  fibrous  pectiniform  septum.  It  is  provided,  like  the 
penis,  with  a  suspensory  ligament,  and  with  two  small  muscles,  the  Erectores 
clitoridis,  which  are  inserted  into  the  crura  of  the  corpora  cavernosa. 

Between  the  clitoris  and  the  entrance  of  the  vagina  is  a  triangular  smooth 
surface,  bounded  on  each  side  by  the  nymphse :  this  is  the  vestibule. 

The  orifice  of  the  urethra  (meatus  urinarius),  is  situated  at  the  back  part  of 
the  vestibule,  about  an  inch  below  the  clitoris,  and  near  the  margin  of  the  vagina, 
surrounded  by  a  prominent  elevation  of  the  mucous  membrane.  Below  the 
meatus  urinarius  is  the  orifice  of  the  vagina,  an  elliptical  aperture,  more  or  less 
closed  in  the  virgin,  by  a  membranous  fold,  the  hymen. 

The  hymen  is  a  thin  semilunar  fold  of  mucous  membrane,  stretched  across 
the  lower  part  of  the  orifice  of  the  vagina;  its  concave  margin  being  turned 
upwards  towards  the  pubes.  Sometimes  this  membrane  forms  a  complete 
septum  across  the  orifice  of  the  vagina ;  a  condition  known  as  imperforate  hymen. 
Occasionally  it  forms  a  circular  septum,  perforated  in  the  centre  by  a  round 
opening ;  sometimes  it  is  cribriform,  or  its  free  margin  forms  a  membranous 
fringe,  or  it  may  be  entirely  absent.  It  may  also  persist  after  copulation.  The 
hymen  cannot,  consequently,  be  considered  as  a  test  of  virginity.  Its  rupture, 
or  the  rudimentary  condition  of  the  membrane  above  referred  to,  gives  rise  to 
those  small  rounded  elevations  which  surround  the  opening  of  the  vagina,  the 
carunculse  myrtiformes. 

Glands  of  Bartholine.  On  each  side  of  the  commencement  of  the  vagina  is  a 
round  or  oblong  body,  of  a  reddish-yellow  color,  and  of  the  size  of  a  horee- 
bean,  analogous  to  Cowper's  gland  in  the  male.  It  is  called  the  gland  of  Bar- 
tholine. Each  gland  opens  by  means  of  a  long  single  duct,  upon  the  inner  side 
of  the  nymph®,  external  to  the  hymen.  Extending  from  the  clitoris,  along 
either  side  of  the  vestibule,  and  lying  a  little  behind  the  nymphae,  are  two  large 
oblong  masses,  about  an  inch  in  length,  consisting  of  a  plexus  of  veins,  inclosed 
in  a  thin  layer  of  fibrous  membrane.  These  bodies  are  narrow  in  front,  rounded 
below,  and  are  connected  with  the  crura  of  the  clitoris  and  rami  of  the  pubes: 
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they  are  termed  by  Kobelt  the  bulbi  veatibuli:  and  he  considers  them  analogous 
to  the  bulb  of  the  corpus  spongiosum  in  the  male.  Immediately  in  front  of 
these  bodies  is  a  smaller  venous  plexus,  continuous  with  the  bulbi  vestibuli 
behind,  and  the  glans  clitoridia  in  front :  it  is  called  by  Kobelt  the  pars  inter- 
media, and  is  considered  by  him  as  analogous  to  that  part  of  the  body  of  the 
corpus  spongiosum  which  immediately  succeeds  the  bulb. 

Fig.  502. — Section  of  Female  Pelvis,  showing  position  of  Viscera. 


The  Bladder  is  situated  at  the  anterior  part  of  the  pelvis.  It  is  in  relation, 
in  front,  with  the  os  pubis;  behind,  with  the  uterus,  some  convolutions  of  the 
small  intestine  being  interposed;  its  base  lies  in  contact  with  the  neck  of  the 
uterus,  and  with  the  anterior  wall  of  the  vagina.  The  bladder  is  said  to  be 
larger  in  the  female  than  in  the  male,  and  is  very  broad  in  its  transverse 
diameter. 

Urethra.  i 

The  Urethra  is  a  narrow  membranous  canal,  about  an  inch  and  a  half  in 
length,  extending  from  the  neck  of  the  bladder  to  the  meatus  urinarius.  It  is 
placed  beneath  the  symphysis  pubis,  embedded  in  the  anterior  wall  of  the  vagina; 
and  its  direction  is  obliquely  downwards  and  forwards,  its  course  being  slightly 
curved,  the  concavity  directed  forwards  and  upwards.  Its  diameter,  when  un- 
dilated,  is  about  a  quarter  of  an  inch.  The  urethra  perforates  the  triangular 
ligament,  precisely  as  in  the  male,  and  is  surrounded  by  the  muscular  fibres  of 
the  Compressor  urethra?. 

Structure.  The  urethra  consists  of  three  coats :  muscular,  erectile,  and 
mucous. 
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The  muscular  coat  is  continuous  with  that  of  the  bladder ;  it  extends  the 
whole  length  of  the  tube,  and  consists  of  a  thick  stratum  of  circular  fibres. 

A  thin  layer  of  spongy,  erectile  tissue,  intermixed  with  much  elastic  tissue, 
lies  immediately  beneath  the  mucous  coat. 

The  mucous  coat  is  pale,  continuous,  externally,  with  that  of  the  vulva,  and 
internally  with  that  of  the  bladder.  It  is  thrown  into  longitudinal  folds 
one  of  which,  placed  along  the  floor  of  the  canal,  resembles  the  verumontanum 
in  the  male  urethra.  It  is  lined  by  laminated  epithelium,  which  becomes 
spheroidal  at  the  bladder.  Its  external  orifice  is  surrounded  by  a  few  mucous 
follicles. 

The  urethra,  from  not  being  surrounded  by  dense  resisting  structures,  as  in 
the  male,  admits  of  considerable  dilatation,  which  enables  the  surgeon  to  remove 
with  considerable  facility  calculi,  or  other  foreign  bodies,  from  the  cavity  of  the 
bladder. 

Rectum. 

The  Rectum  is  more  capacious  and  less  curved  in  the  female  than  in  the 
male. 

The  first  portion  extends  from  the  left  sacro-iliac  symphysis  to  the  middle  of 
the  sacrum.     Its  connections  are  similar  to  those  in  the  male. 

The  second  portion  extends  to  the  tip  of  the  coccyx.  It  is  covered  in  front 
by  the  peritoneum,  but  only  for  a  short  distance,  at  its  upper  part :  it  is  in 
relation  with  the  posterior  wall  of  the  vagina. 

The  third  portion  curves  backwards  from  the  vagina  to  the  anus,  leaving  a 
space  which  corresponds  on  the  surface  of  the  body  to  the  perineum.  Its  ex- 
tremity is  surrounded  by  the  Sphincter  muscles,  and  its  sides  are  supported  by 
the  Levatores  ani. 

The  Vagina. 

The  Yagina  is  a  membranous  canal,  extending  from  the  vulva  to  the  uterus. 
It  is  situated  in  the  cavity  of  the  pelvis,  behind  the  bladder,  and  in  front  of 
the  rectum.  Its  direction  is  curved  forwards  and  downwards,  following  at  first 
the  line  of  the  axis  of  the  cavity  of  the  pelvis,  and  afterwards  that  of  the  outlet. 
It  is  cylindrical  in  shape,  flattened  from  before  backwards,  and  its  walls  are 
ordinarily  in  contact  with  each  other.  Its  length  is  about  four  inches  along  its 
anterior  wall,  and  between  five  and  six  inches  along  its  posterior  wall.  It  is 
constricted  at  its  commencement,  and  becomes  dilated  near  its  uterine  extremity; 
it  surrounds  the  vaginal  portion  of  the  cervix  uteri,  a  short  distance  from  tLe 
os,  and  its  attachment  extends  higher  up  on  the  posterior  than  on  the  anterior 
wall  of  the  uterus. 

Relations,  Its  anterior  surface  is  concave,  and  in  relation  with  the  base  of  the 
bladder,  and  with  the  urethra.  Its  posterior  surface  is  convex,  and  connected 
to  the  anterior  wall  of  the  rectum,  for  the  lower  three-fourths  of  its  extent,  the 
upper  fourth  being  separated  from  that  tube  by  the  recto-uterine  fold  of  peri- 
toneum, which  forms  a  cul-de-sac  between  the  vagina  and  rectum.  Its  sides 
give  attachment  superiorly  to  the  broad  ligaments,  and  inferiorly  to  the  Leva- 
tores  ani  muscles  and  recto- vesical  fascia. 

Structure.  The  vagina  consists  of  an  external,  or  muscular  coat,  a  layer  of 
erectile  tissue,  and  an  internal  mucous  lining. 

The  muscular  coat  consists  of  longitudinal  fibres  which  surround  the  vagina, 
and  are  continuous  with  the  superficial  muscular  fibres  of  the  uterus.  The 
strongest  fasciculi  are  those  attached  to  the  recto-vesical  fascia  on  each  side. 

The  erectile  tissue  is  inclosed  between  two  layers  of  fibrous  membrane :  it  is 
more  abundant  at  the  lower  than  at  the  upper  patt  of  the  vagina. 

The  mucous  membrane  is  continuous,  above,  with  that  lining  the  uterus,  and, 
below  with  the  integument  covering  the  labia  majora.     Its  inner  surface  pre- 
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sents,  along  the  anterior  and  posterior  walls,  a  longitudinal  ridge,  or  raphe, 
called  the  columns  of  the  vagina,  and  numerous  transverse  ridges,  or  rugae,  ex- 
tending outwards  from  the  raphe  on  each  side.  These  rugae  are  most  distinct 
near  the  orifice  of  the  vagina,  especially  in  females  before  parturition.  They 
indicate  its  adaptation  for  dilatation,  and  are  calculated  to  facilitate  its  enlarge- 
ment during  parturition.  The  mucous  membrane  is  covered  with  conical  and 
filiform  papillae,  and  provided  with  mucous  glauds  and  follicles,  which  are 
especially  numerous  in  its  upper  part,  and  around  the  cervix  uteri.  The  epithe- 
lium is  of  the  squamous  variety. 

The  Uterus. 

The  Uterus  is  the  organ  of  gestation,  receiving  the  fecundated  ovum  in  its 
cavity,  retaining  and  supporting  it  during  the  development  of  the  foetus,  and 
becoming  the  principal  agent  in  its  expulsion  at  the  time  of  parturition. 

In  the  virgin  state  it  is  pear-shaped,  flattened  from  before  backwards,  and 
situated  in  the  cavity  of  the  pelvis,  between  the  bladder  and  the  rectum  ;  it  is 
retained  in  its  position  by  the  round  and  broad  ligaments  on  each  side,  and 
projects  into  the  upper  end  of  the  vagina  below.  Its  upper  end,  or  base,  is 
directed  upwards  and  forwards ;  its  lower  end,  or  apex,  downwards  and  back- 
wards, in  the  line  of  the  axis  of  the  inlet  of  the  pelvis.  It  therefore  forms  an 
angle  with  the  vagina,  since  the  direction  of  the  vagina  corresponds  to  the  axis 
of  the  cavity  and  outlet  of  the  pelvis.  The  uterus  measures  about  three  inches 
in  length,  two  in  breadth  at  its  upper  part,  and  an  inch  in  thickness,  and  it 
weighs  from  an  ounce  to  an  ounce  and  a  half. 

The  fundus  is  the  upper  broad  extremity  of  the  organ:  it  is  convex,  covered 
by  peritoneum,  and  placed  on  a  line  below  the  level  of  the  brim  of  the  pelvis. 

The  body  gradually  narrows  from  the  fundus  to  the  neck.  Its  anterior  surf  ace 
is  flattened,  covered  by  peritoneum  in  the  upper  three-fourths  of  its  extent,  and 
separated  from  the  bladder  by  some  convolutions  of  the  small  intestine :  the 
lower  fourth  is  connected  with  the  bladder.  Its  posterior  surface  is  convex, 
covered  by  peritoneum  throughout,  and  separated  from  the  rectum  by  some 
convolutions  of  the  intestine.  Its  lateral  margins  are  concave,  and  give  attach- 
ment to  the  Fallopian  tube  above,  the  round  ligament  below  and  in  front  of 
this,  and  the  ligament  of  the  ovary  behind  and  below  both  of  these  structures. 

The  cervix  is  the  lower  rounded  and  constricted  portion  of  the  uterus :  around 
its  circumference  is  attached  the  upper  end  of  the  vagina,  which  extends  up- 
wards a  greater  distance  behind  than  in  front. 

At  the  vaginal  extremity  of  the  uterus  is  a  transverse  aperture,  the  os  uteri, 
bounded  by  two  lips,  the  anterior  of  which  is  thick,  the  posterior  narrow  and 

lonS: 

Ligaments.     The  ligaments  of  the  uterus  are  six  in  number :  two  anterior, 

two  posterior,  and  two  lateral.     They  are  formed  of  peritoneum. 

The  two  anterior  ligaments  (vesicouterine),  are  two  semilunar  folds,  which  pass 
between  the  neck  of  the  uterus  and  the  posterior  surface  of  the  bladder. 

The  two  posterior  ligaments  {recto-uterine),  pass  between  the  sides  of  the  uterus 
and  rectum. 

The  two  lateral  or  broad  ligaments  pass  from  the  sides  of  the  uterus  to  the 
lateral  walls  of  the  pelvis,  forming  a  septum  across  the  pelvis,  which  divides 
that  cavity  into  two  portions.  In  the  anterior  part  are  contained  the  bladder, 
urethra,  and  vagina;  in  the  posterior  part,  the  rectum. 

The  cavity  of  the  uterus  is  small  in  comparison  with  the  size  of  the  organ: 
that  portion  of  the  cavity,  which  corresponds  to  the  body  is  triangular,  flattened 
from  before  backwards,  so  that  its  walls  are  closely  approximated,  and  having 
its  base  directed  upwards  towards  the  fundus.  At  each  superior  angle  is  a 
funnel-shaped  cavity,  which  constitutes  the  remains  of  the  division  of  the  body 
of  the  uterus  into  two  cornua;  and  at  the  bottom  of  each  cavity  is  the  minute 
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orifice  of  the  Fallopian  tube.  At  the  inferior  angle  of  the  uterine  cavity  is  a 
small  constricted  opening,  the  internal  orifice  (ostium  internum),  which  leads 
into  the  cavity  of  the  cervix.  The  cavity  of  the  cervix  is  somewhat  cylindrical, 
flattened  from  before  backwards,  broader  at  the  middle  than  at  either  extremity, 
and  communicates,  below,  with  the  vagina.  Each  wall  of  the  canal  presents  a 
longitudinal  column,  from  which  proceed  a  number  of  small  oblique  columns, 
giving  the  appearance  of  branches  from  the  stem  of  a  tree,  and  hence  the  name 
arbor  vitse  uterinus  applied  to  it.  These  folds  usually  become  very  indistinct 
after  the  first  labor. 

Structure.  The  uterus  is  composed  of  three  coats :  an  external  serous  coat,  a 
middle  or  muscular  layer,  and  an  internal  mucous  coat. 

The  serous  coat  is  derived  from  the  peritoneum  ;  it  invests  the  fundus  and  the 
whole  of  the  posterior  surface  of  the  body  of  the  uterus ;  but  only  the  upper 
three-fourths  of  its  anterior  surface. 

The  muscular  coat  forms  the  chief  bulk  of  the  substance  of  the  uterus.  In  the 
unimpregnated  state,  it  is  dense,  firm,  of  a  grayish  color,  and  cuts  almost  like 
cartilage.  It  is  thick  opposite  the  middle  of  tne  body  and  fundus,  and  thin  at 
the  orifices  of  the  Fallopian  tubes.  It  consists  of  bundles  of  unstriped  muscular 
fibres,  disposed  in  layers,  intermixed  with  areolar  tissue,  bloodvessels,  lymphatic 
vessels  and  nerves.  In  the  impregnated  state,  the  muscular  tissue  becomes  more 
prominently  developed,  and  is  disposed  in  three  layers :  external,  middle,  and 
internal. 

The  external  layer  is  placed  beneath  the  peritoneum,  disposed  as  a  thin  plane 
on  the  anterior  and  posterior  surfaces.  It  consists  of  fibres,  which  pass  trans- 
versely across  the  fundus,  and,  converging  at  each  superior  angle  of  the  uterus, 
are  continued  on  the  Fallopian  tubes,  the  round  ligament,  and  ligament  of  the 
ovary ;  some  passing  at  each  side  into  the  broad  ligament,  and  others  running 
backwards  from  the  cervix  into  the  recto-uterine  ligaments. 

The  middle  layer  of  fibres  presents  no  regularity  in  its  arrangement,  being 
disposed  longitudinally,  obliquely,  and  transversely. 

The  internal,  or  deep  layer,  consists  of  circular  fibres  arranged  in  the  form  of 
two  hollow  cones,  the  apices  of  which  surround  the  orifices  of  the  Fallopian 
tubes,  their  bases  intermingling  with  one  another  on  the  middle  of  the  body  of 
the  uterus.     At  the  cervix  these  fibres  are  disposed  transversely. 

The  mucous  membrane  is  thin,  smooth,  and  closely  adherent  to  the  subjacent 
tissue.  It  is  continuous,  through  the  fimbriated  extremity  of  the  Fallopian 
tubes,  with  the  peritoneum ;  and,  through  the  os  uteri,  with  the  mucous  mem- 
brane lining  the  vagina. 

In  the  body  of  the  uterus,  it  is  smooth,  soft,  of  a  reddish  color,  lined  by 
columnar-ciliated  epithelium,  and  presents,  when  viewed  with  a  lens,  the  orifices 
of  numerous  tubular  follicles  arranged  perpendicularly  to  the  surface.  They  are 
of  small  size  in  the  unimpregnated  uterus,  but  shortly  after  impregnation  they 
are  enlarged,  elongated,  presenting  a  contorted  or  waved  appearance  towards 
their  closed  extremities,  which  occasionally  dilate  into  two  or  three  sacculated 
extremities.  The  circular  orifices  of  these  glands  may  be  seen  on  the  inner 
surface  of  the  mucous  membrane,  many  of  which  during  the  early  period  of 
pregnancy  are  surrounded  by  a  whitish  ring  formed  of  epithelium  which  lines 
the  follicles.  In  the  impregnated  uterus,  the  epithelium  loses  its  ciliated  char- 
acter. 

In  the  cervix  the  mucous  membrane  between  the  rugae  and  around  the  os 
uteri  is  provided  with  numerous  mucous  follicles  and  glands.  The  small,  trans- 
parent, vesicular  elevations,  so  often  found  within  the  os  and  cervix  uteri,  are 
due  to  closure  of  the  mouths  of  these  follicles,  and  their  distension  with  their 
proper  secretion.  They  are  called  the  ovula  of  Naboth.  The  mucous  membrane 
covering  the  lower  half  of  the  cervix  presents  numerous  papillae. 

Vessels  and  Nerves.  The  arteries  of  the  uterus  are  the  uterine,  from  the 
internal  iliac ;  and  the  ovarian,  from  the  aorta.     They  are  remarkable  for  their 
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tortuous  course  in  the  substance  of  the  organ,  and  for  their  frequent  anastomo- 
ses. The  veins  are  of  large  size,  and  correspond  with  the  arteries.  In  the 
impregnated  uterus  these  vessels  are  termed  the  uterine  sinuses,  consisting  of 
the  lining  membrane  of  the  veins  adhering  to  the  walls  of  canals  channelled 
through  the  substance  of  the  uterus.  They  terminate  in  the  uterine  plexuses. 
The  lymphatics  are  of  large  size  in  the  impregnated  uterus,  and  terminate  in 
the  pelvic  and  lumbar  glands.  The  nerves  are  derived  from  the  inferior  hypo- 
gastric and  spermatic  plexuses,  and  from  the  third  and  fourth  sacral  nerves. 

The  form,  size,  and  situation  of  the  uterus  vary  at  different  periods  of  life  and  under  different 
circumstances. 

In  the  feet  us,  the  uterus  is  contained  in  the  abdominal  cavity,  projecting  beyond  the  brim  of 
the  pelvis.    The  cervix  is  considerably  larger  than  the  body. 

At  puberty,  the  uterus  is  pyriform  in  shape,  and  weighs  from  eight  to  ten  drachms.  It  has 
descended  into  the  pelvis,  the  fundus  being  just  below  the  level  of  the  brim  of  this  cavity.  The 
arbor  vitas  is  distinct,  and  extends  to  the  upper  part  of  the  cavity  of  the  organ. 

During  and  after  menstruation,  the  organ  is  enlarged,  and  more  vascular,  its  surfaces  rounder ; 
the  os  externum  is  rounded,  its  labia  swollen,  and  the  lining  membrane  of  the  body  thickened, 
softer,  and  of  a  darker  color. 

During  Pregnancy,  the  uterus  increases  so  as  to  weigh  from  one  pound  and  a  half  to  three 
pounds.  It  becomes  enormously  enlarged,  and  projects  into  the  hypogastric  and  lower  part  of 
the  umbilical  regions.  This  enlargement,  which  continues  up  to  the  sixth  month  of  gestation,  is 
partially  due  to  increased  development  of  pre-existing  and  new-formed  muscular  tissue.  The 
round  ligaments  are  enlarged,  ana  the  broad  ligaments  become  encroached  upon  by  the  uterus 
making  its  way  between  their  laminae.  The  mucous  membrane  becomes  more  vascular,  its  mucous 
follicles  and  glands  enlarged  ;  the  rugae  and  folds  in  the  canal  of  the  cervix  becomes  obliterated ; 
the  blood  and  lymphatic  vessels  as  well  as  the  nerves,  according  to  the  researches  of  Dr.  Lee, 
greatly  enlarged. 

After  Parturition,  the  uterus  nearly  regains  its  usual  size,  weighing  from  two  to  three  ounces ; 
but  its  cavity  is  larger  than  in  the  virgin  state ;  the  external  orifice  is  more  marked,  and  assumes 
a  transverse  direction ;  its  edges  present  a  fissured  surface ;  its  vessels  are  tortuous ;  and  its 
muscular  layers  are  more  defined. 

In  old  age,  the  uterus  becomes  atrophied,  and  paler  and  denser  in  texture ;  a  more  distinct 
constriction  separates  the  body  and  cervix.  The  ostium  internum,  and,  occasionally,  the  vaginal 
orifice,  often  become  obliterated,  and  its  labia  almost  entirely  disappear. 

Appendages  of  the  Uterus. 

The  appendages  of  the  uterus  are,  the  Fallopian  tubes,  the  ovaries  and  their 
ligaments,  and  the  round  ligaments.  These  structures,  together  with  their 
nutrient  vessels  and  nerves,  and  some  scattered  muscular  fibres,  are  inclosed 
between  the  two  folds  of  peritoneum,  which  constitute  the  broad  ligaments; 
they  are  placed  in  the  following  order:  in  front  is  the  round  ligament;  the 
Fallopian  tube  occupies  the  free  margin  of  the  broad  ligament:  the  ovary  and 
its  ligament  are  behind  and  below  the  latter. 

The  Fallopian  Tubes,  or  oviducts,  convey  the  ova  from  the  ovaries  to  the 
cavity  of  the  uterus.  They  are  two  in  number,  one  on  each  side,  situated  in 
the  free  margin  of  the  broad  ligament,  extending  from  each  superior  angle  of 
the  uterus  to  the  sides  of  the  pelvis.  Each  tube  is  about  four  inches  in  length ; 
its  canal  is  exceedingly  minute,  and  commences  at  the  superior  angle  of  the 
uterus  by  a  minute  orifice,  the  ostium  internum,  which  will  hardly  admit  a  fine 
bristle;  it  continues  narrow  along  the  inner  half  of  the  tube,  and  then  gradually* 
widens  into  a  trumpet-shaped  extremity,  which  becomes  contracted  at  its  termi- 
nation. This  orifice  is  called  the  ostium  abdominale,  and  communicates  with  the 
peritoneal  cavity.  Its  margins  are  surrounded  by  a  series  of  fringe-like  pro- 
cesses, termed  fimbriae,  and  one  of  these  processes  is  connected  with  the  outer 
end  of  the  ovary.  To  this  part  of  the  tube  the  name  fimbriated  extremity  is 
applied ;  it  is  also  called  morsus  diaboli,  from  the  peculiar  manner  in  which  it 
embraces  the  surface  of  the  ovary  during  sexual  excitement.  In  connection 
with  the  fimbria  of  the  Fallopian  tube,  or  with  the  broad  ligament  close  to 
them,  there  is  frequently  a  small  vesicle  or  hydatid,  floating  on  a  long  stalk  of 
peritoneum. 
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Structure.  The  Fallopian  tube  consists  of  three  coats :  serous,  muscular,  and 
mucous. 

The  external  or  serous  coat  ia  derived  from  the  peritoneum. 

The  middle  muscular  coat  consists  of  an  external  longitudinal  and  an  internal 
or  circular  layer  of  muscular  fibres  continuous  with  those  of  the  uterus. 

The  internal  or  mucous  coat  is  continuous  with  the  mucous  lining  of  the  uterus, 
and  at  the  free  extremity  of  the  tube  with  the  peritoneum.  It  is  thrown  into 
longitudinal  folds  in  the  outer  part  of  the  tube,  which  indicate  its  adaptation 
for  dilatation,  and  ia  covered  by  columnar  ciliated  epithelium.  This  form  of 
epithelium  is  also  found  on  the  inner  and  outer  surfaces  of  the  fimbria). 

Fig.  503. — The  Uterus  and  its  Appendages.     Anterior  View. 


Graafian  Vesicles. 


The  Ovaries  (testes  muliebres,  Galen)  are  analogous  to  the  testes  in  the  male. 
They  are  oval-shaped  bodieB,  of  an  elongated  form,  flattened  from  above  down- 
wards, situated  one  on  each  side  of  the  uterus,  in  the  posterior  part  of  the  broad 
ligament  behind  and  below  the  Fallopian  tubes.  Each  ovary  is  connected,  by 
its  anterior  margin,  to  the  broad  ligaments ;  by  its  inner  extremity  to  the  uterus 
by  a  proper  ligament,  the  ligament  of  the 
Fifr.  504.— Section  of  the  Ovary  o(  a  ovary;  and  by  its  outer  end  to  the  fimbriated 
Virgin,  showing  the  Stroma  and  extremity  of  the  Fallopian  tube  by  a  short 
ligamentous  cord.  The  ovaries  are  of  a 
whitish  color,  and  present  either  a  smooth  or 
puckered  uneven  surface.  They  arc  each 
about  an  inch  and  a  half  in  length,  three- 
quarters  of  an  inch  in  width,  and  about  a 
third  of  an  inch  thick;  and  weigh  from  one 
to  two  drachms.  The  surfaces  and  posterior 
convex  border  are  free,  the  anterior  straight 
border  being  attached  to  the  broad  ligament. 
Structure.  The  ovary  is  invested  by  perito- 
neum, excepting  along  its  anterior  attached 
"/SS^.  margin ;  beneath  this,  is  the  proper  fibrous 

Z^^*"^^^.  covering  of  the  organ,  the   tunica  allmainea, 

////!&'■  £&$:::^§\  which  is  extremely  dense  and  firm  in  stnic- 

v"  ture,  and  incloses  a  peculiar  soft  fibrous  tissue, 

or  stroma,  abundantly  supplied  with  blood- 
vessels (Fig.  504).  Imbedded  in  the  meshes 
of  this  tissue  are  numerous  small,  round, 
transparent  vesicles,  in  various  stages  of  de- 
velopment ;  they  are  the  Graafian  vesicles, 
the  ovisacs  containing  the  ova.  In  women  who  have  not  borne  children,  they 
vary  in  number  from  ten  to  fifteen  or  twenty ;  and  in  size  from  a  pin's  head 


APPENDAGES  OF  THE  UTERUS.  875 

to  a  pea;  but  Dr.  Martin  Barry  has  shown,  that  a  large  number  of  microscopic 
ovisacs  exist  in  the  parenchyma  of  the  organ,  few  of  which  produce  ova.  These 
vesicles  have  thin,  transparent  walls,  and  are  filled  with  a  clear,  colorless,  albu- 
minous fluid. 

The  Graafian  vesicles  are,  during  their  early  development,  small,  and  deeply 
seated  in  the  substance  of  the  ovary;  as  they  enlarge,  they  approach  the  surface ; 
and,  when  mature,  form  small  projections  on  the  exterior  of  the  ovary  beneath 
the  peritoneum.  Each  vesicle  consists  of  an  external  fibro- vascular  coat  con- 
nected with  the  surrounding  stroma  of  the  ovary  by  a  network  of  bloodvessels; 
and  an  internal  coat,  named  ovicapsule,  which  is  lined  by  a  layer  of  nucleated 
cells,  called  the  membrana  granulosa.  The  fluid  contained  in  the  interior  of  the 
vesicles  is  transparent  and  albuminous,  and  in  it  is  suspended  the  ovum. 

The  formation,  development,  and  maturation  of  the  Graafian  vesicles  and  ova 
continue  uninteruptedly  from  infancy  to  the  end  of  the  fruitful  period  of  woman's 
life.  Before  puberty,  the  ovaries  are  small,  the  Graafian  vesicles  contained  in 
them  minute,  and  few  in  number ;  and  few,  probably,  ever  attain  full  develop- 
ment, but  shrink  and  disappear,  their  ova  being  incapable  of  impregnation.  At 
puberty  the  ovaries  enlarge,  are  more  vascular,  the  Graafian  vesicles  are  de- 
veloped in  greater  abundance,  and  their  ova  are  capable  of  fecundation. 

Discharge  of  the  Ovum.  The  Graafian  vesicles,  after  gradually  approaching 
the  surface  of  the  ovary,  burst ;  the  ovum  and  fluid  contents  of  the  vesicles  are 
liberated,  and  escape  on  the  exterior  of  the  ovary,  passing  from  thence  into  the 
Fallopian  tube,  the  fimbriated  processes  of  which  are  supposed  to  grasp  the 
ovary,  the  aperture  of  the  tube  being  applied  to  the  part  corresponding  to  the 
matured  and  bursting  vesicle.  In  the  human  subject  and  most  mammalia,  the 
maturation  and  discharge  of  the  ova  occur  at  regular  periods  only,  and  are  indi- 
cated, in  the  mammalia,  by  the  phenomena  of  heat  or  rut ;  and  in  the  human 
female,  by  menstruation.  Sexual  desire  is  more  intense  in  females  at  this  period ; 
and  if  the  union  of  the  sexes  takes  place,  the  ovum  may  be  fecundated. 

Corpus  Luteum.  Immediately  after  the  rupture  of  a  Graafian  vesicle,  and 
the  escape  of  its  ovum,  the  vesicle  is  filled  with  blood-tinged  fluid;  and  in  a 
short  time  the  circumference  of  the  vesicle  is  occupied  by  a  firm,  yellow  sub- 
stance, which  is  probably  formed  from  plasma  exuded  from  its  walls.  Dr.  Lee 
believes  that  this  yellow  matter  is  deposited  outside  both  the  membranes  of  the 
follicle;  Montgomery  regards  it  as  placed  between  the  layers;  while  Kolliker 
considers  it  as  a  thickening  of  the  inner  layer  of  the  outer  coat  of  the  follicle. 
The  exudation  is  at  first  of  a  dark  brown  or  brownish -red  color,  but  it  soon 
becomes  paler,  and  its  consistence  more  dense.   . 

For  every  follicle  in  the  ovary  from  which  an  ovum  is  discharged,  a  corpus 
luteum  will  be  found.  But  the  characters  it  exhibits,  and  the  changes  produced 
in  it  will  be  determined  by  the  circumstance  of  the  ovum  being  impregnated  or  not. 

Although  there  is  little  doubt  that  corpora  lutea  exist  in  the  ovaries  after  the 
escape  of  ova,  independent  of  coitus  or  impregnation,  it  appears  that  the  corpus 
luteum  of  pregnancy  (true  corpus  luteum)  possesses  characters  by  which  it  may 
be  distinguished  from  one  formed  in  a  follicle,  from  which  an  ovum  has  been 
discharged  without  subsequent  impregnation  (false  corpus  luteum). 

The  true  corpora  lutea  are  of  large  size,  often  as  large  as  a  mulberry;  of  a 
rounded  form,  and  project  from  the  surface  of  the  ovary,  the  summit  of  the  pro- 
jection presenting  a  triangular  depression  or  cicatrix,  where  the  peritoneum 
appears  to  have  been  torn.  They  contain  a  small  cavity  in  their  centre  during 
the  early  period  of  their  formation,  which  becomes  contracted,  and  exhibits  a 
stellate  cicatrix  during  the  latter  stages  of  pregnancy.  Their  vascularity,  lobu- 
lated  or  puckered  appearance,  firm  consistence,  and  yellow  color,  are  also  char- 
acteristic marks  of  true  corpora  lutea. 

False  corpora  lutea  are  of  small  size,  do  not  project  from  the  surface  of  the 
ovary,  are  angular  in  form,  seldom  present  any  cicatrix,  contain  no  cavity  in 
their  centre:  the  material  composing  them  is  not  lobulated,  its  consistence  is 
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usually  soft,  often  resembling,  coagulated  blood;  the  yellow  matter  exists  in  the 
form  of  a  very  thin  layer,  or  more  commonly  is  entirely  wanting.  False  corpora 
lutea  most  frequently  result  from  the  effusion  into  the  cavities  of  the  Graafian 
vesicles  of  serum  or  blood,  which  subsequently  undergoes  various  changes,  and 
is  ultimately  removed.  Dr.  Lee  states,  that  in  the  false  corpora  lutea  the  yellow 
substance  is  contained  within,  or  attached  to,  the  inner  surface  of  the  Graafian 
vesicle,  and  does  not  surround  it,  as  is  the  case  in  the  true  corpora  lutea. 

In  the  foetus,  the  ovaries  are  situated,  like  the  testes,  in  the  lumbar  region 
near  the  kidneys.  They  may  be  distinguished  from  those  bodies  at  an  early 
period  by  their  elongated  and  flattened  form,  and  by  their  position,  which  is  at 
first  oblique,  and  then  nearly  transverse.  They  gradually  descend  into  the 
pelvis. 

Lying  above  the  ovary  in  the  broad  ligament  between  it  and  the  Fallopian 
tube  is  the  organ  of  Rosenmuller,  called  also  the  parovarium  or  epoophoron. 
This  is  the  remnant  of  a  foetal  structure,  the  development  of  which  has  been 
described  in  the  Introduction.  In  the  adult  it  consists  of  a  few  closed  convo- 
luted tubes  lined  with  epithelium,  some  of  them  atrophied,  and  one  usually 
distinguishable  from  the  rest  by  ending  in  a  bulbous  or  hydatid  swelling.  The 
parovarium  is  connected  at  its  uterine  extremity  with  the  remains  of  the  Wolffian 
duct,  the  duct  of  Oaertner. 

The  Ligament  of  the  ovary  is  a  rounded  cord,  which  extends  from  each  supe- 
rior angle  of  the  uterus  to  the  inner  extremity  of  the  ovary ;  it  consists  of  fibrous 
tissue  and  a  few  muscular  fibres  derived  from  the  uterus. 

The  Round  Ligaments  are  two  rounded  cords,  between  four  and  five  inches 
in  length,  situated  between  the  layers  of  the  broad  ligament  in  front  of  and 
below  the  Fallopian  tube.  Commencing  on  each  side  at  the  superior  angle  of 
the  uterus,  this  ligament  passes  forwards  and  outwards  through  the  internal 
abdominal  ring,  along  the  inguinal  canal  to  the  labia  majora,  in  which  it  becomes 
lost.  The  round  ligament  consists  of  areolar  tissue,  vessels  and  nerves,  besides 
a  dense  bundle  of  fibrous  tissue,  and  muscular  fibres  prolonged  from  the  uterus, 
inclosed  in  a  duplicature  of  peritoneum,  which,  in  the  foetus,  is  prolonged  in  the 
form  of  a  tubular  process  tor  a  short  distance  into  the  inguinal  canal.  This 
process  is  called  the  canal  of  Nuck.  It  is  generally  obliterated  in  the  adult,  but 
sometimes  remains  pervious  even  in  advanced  life.  It  is  analogous  to  the  peri- 
toneal pouch  which  accompanies  the  descent  of  the  testis. 

Vessels  and  Nerves.  The  arteries  of  the  ovaries  and  Fallopian  tubes  are  the 
ovarian  from  the  aorta.  They  anastomose  with  the  termination  of  the  uterine 
arteries,  and  enter  the  attachea  border  of  the  ovary.  The  veins  follow  the  course 
of  the  arteries;  they  form  a  plexus  near  the  ovary,  the  pampiniform  plexus. 
The  nerves  are  derived  from  the  inferior  hypogastric,  or  pelvic,  plexus  and  from 
the  ovarian  plexus,  the  Fallopian  tube  receiving  a  branch  from  one  of  the  uterine 
nerves. 

Mammary  Glands. 

The  Mammae,  or  breasts,  are  accessory  glands  of  the  generative  system,  which 
secrete  the  milk.  They  exist  in  the  male  as  well  as  in  the  female ;  but  in  the 
former  only  in  a  rudimentary  state,  unless  their  growth  is  excited  by  peculiar 
circumstances.  In  the  female,  they  are  two  large  hemispherical  eminences  sit- 
uated towards  the  lateral  aspect  of  the  pectoral  region  corresponding  to  the  in- 
terval between  the  third  ana  sixth  or  seventh  ribs,  and  extending  from  the  side 
of  the  sternum  to  the  axilla.  Their  weight  and  dimensions  differ  at  different 
periods  of  life,  and  in  different  individuals.  Before  puberty  thev  are  of  small  size, 
but  enlarge  as  the  generative  organs  become  more  completely  developed.  They 
increase  during  pregnancy,  and  especially  after  delivery,  and  become  atrophied 
in  old  age.  The  left  mamma  is  generally  a  little  larger  than  the  right.  Their 
base  is  nearly  circular,  flattened  or  slightly  concave,  and  has  its  long  diameter 
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directed  upwards  and  outwards  towards  the  axilla :  they  are  separated  from  the 
Pectoral  muscles  by  a  thin  layer  of  superficial  fascia.  The  outer  surface  of  the 
mamma  is  convex,  and  presents,  just  below  the  centre,  a  small  conical  promi- 
nence, the  nipple  {mammilla).  The  surface  of  the  nipple  is  dark-colored,  and 
surrounded  by  an  areola  having  a  colored  tint.  In  tne  virgin,  the  areola  is  of 
a  delicate  rosy  hue ;  about  the  second  month  of  impregnation,  it  enlarges,  and 
acquires  a  darker  tinge,  which  increases  as  pregnancy  advances,  becoming,  in 
some  cases,  of  a  dark  brown,  or  even  black  color.  This  color  diminishes  as  soon 
as  lactation  is  over,  but  is  never  entirely  lost  through  life.  These  changes  in 
the  color  of  the  areola  are  of  extreme  importance  in  forming  a  conclusion  in 
a  case  of  suspected  pregnancy. 

The  nipple  is  a  cylindrical  or  conical  eminence,  capable  of  undergoing  a  sort 
of  erection  from  mechanical  excitement.  It  is  of  a  pink  or  brownish  hue,  its 
surface  wrinkled  and  provided  with  papillae,  and  it  is  perforated  by  numerous 
orifices,  the  apertures  of  the  lactiferous  ducts.  Near  the  base  of  the  nipple,  and 
upon  the  surface  of  the  areola,  are  numerous  sebaceous  glands,  which  become 
much  enlarged  during  lactation,  and  present  the  appearance  of  small  tubercles 
beneath  the  skin.  These  glands  secrete  a  peculiar  fatty  substance,  which  serves 
as  a  protection  to  the  integument  of  the  nipple  in  the  act  of  sucking.  The 
nipple  consists  of  numerous  vessels,  which  form  a  kind  of  erectile  tissue,  inter- 
mixed with  plain  muscular  fibres. 

Structure.  The  mamma  consists  of  gland-tissue;  of  fibrous  tissue,  connecting 
its  lobes;  and  of  fatty  tissue  in  the  intervals  between  the  lobes.  The  mammary 
gland,  when  freed  from  cellular  tissue  and  fat,  is  of  a  pale  reddish  color,  firm  in 
texture,  circular  in  form,  flattened  from  before  backwards,  thicker  in  the  centre 
than  at  the  circumference,  and  presenting  several  inequalities  on  its  surface, 
especially  in  front.  It  consists  of  numerous  lobes,  and  these  are  composed  of 
looules,  connected  together  by  areolar  tissue,  bloodvessels,  and  ducts.  The 
smallest  lobules  consist  of  a  cluster  of  rounded  vesicles,  which  open  into  the 
smallest  branches  of  the  lactiferous  ducts ;  these  ducts  uniting,  form  larger  ducts, 
which  terminate  in  a  single  canal,  corresponding  with  one  of  the  chief  sub- 
divisions of  the  gland.  The  number  of  excretory  ducts  varies  from  fifteen  to 
twenty:  they  are  termed  the  tubuli  lactiferi,  t  galactophori.  They  converge  to- 
wards the  areola,  beneath  which  they  form  dilatations,  or  ampullae,  which  serve 
as  reservoirs  for  the  milk,  and,  at  the  base  of  the  nipple,  become  contracted, 
and  pursue  a  straight  course  to  its  summit,  perforating  it  by  separate  orifices 
considerably  narrower  than  the  ducts  themselves.  The  ducts  are  composed  of 
areolar  tissue,  with  longitudinal  and  transverse  elastic  fibres,  and  longitudinal 
muscular  fibres :  their  mucous  lining  is  continuous,  at  the  point  of  the  nipple, 
with  the  integument :  the  epithelium  is  of  the  tessellated  or  scaly  variety  near 
the  orifices  of  the  ducts,  ana  columnar  in  the  deeper  parts  of  the  gland. 

The  fibrous  tissue  invests  the  entire  surface  of  the  breast,  and  sends  down  septa 
between  its  lobes,  connecting  them  together. 

The  fatty  tissue  surrounds  the  surface  of  the  gland,  and  occupies  the  intervals 
between  its  lobes  and  lobules.  It  usually  exists  in  considerably  abundance,  and 
determines  the  form  and  size  of  the  glana.  There  is  no  fat  immediately  beneath 
the  areola  and  nipple. 

Vessels  and  Nerves.  The  arteries  supplying  the  mammae  are  derived  from 
the  thoracic  branches  of  the  axillary,  the  intercostals,  and  internal  mammary. 
The  veins  describe  an  anastomotic  circle  round  the  base  of  the  nipple,  called  by 
Haller  the  circuits  venosus.  From  this,  large  branches  transmit  the  blood  to 
the  circumference  of  the  gland,  and  end  in  the  axillary  and  internal  mammary 
veins.  The  lymphatics  run  along  the  lower  border  of  the  Pectoralis  major  to 
the  axillary  glands.  The  nerves  are  derived  from  the  anterior  and  lateral  cuta- 
neous nerves  of  the  thorax. 
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Dissection  (Fig.  506).  For  dissection  of  the  parts  concerned  in  inguinal  hernia,  a  male  subject, 
free  from  fat,  should  always  be  selected.  The  body  should  be  placed  in  the  supine  position,  the 
abdomen  and  pelvis  raised  by  means  of  blocks  placed  beneath  them,  and  the  lower  extremities 
rotated  outwards,  so  as  to  make  the  parts  as  tense  as  possible.  If  the  abdominal  walls  are 
flaccid,  the  cavity  of  the  abdomen  should  be  inflated  by  an  aperture  through  the  umbilicus.  Au 
incision  should  be  made  along  the  middle  line,  from  the  umbilicus  to  the  pubes,  and  continued 
along  the  front  of  the  scrotum ;  and  a  second  incision,  from  the  anterior  superior  spine  of  the 
ilium  to  just  below  the  umbilicus.  These  incisions  should  divide  the  integument;  and  the  tri- 
angular-shaped flap  included  between  them  should  be  reflected  downwards  and  outwards,  when 
the  superficial  fascia  will  be  exposed. 

The  superficial  fascia  in  this  region  consists  of  two  layers,  between  which  are 
found  the  superficial  vessels  and  nerves,  and  the  inguinal  lymphatic  glands. 

The  superficial  layer  is  thick,  areolar  in  texture,  containing  adipose  tissue  in 
its  meshes,  the  quantity  of  which  varies  in  different  subjects.  Below,  it  passes 
over  Poupart's  ligament,  and  is  continuous  with  the  outer  layer  of  the  superficial 
fascia  of  the  thigh.  This  fascia  is  continued  as  a  tubular  prolongation  around 
the  outer  surface  of  the  cord  and  testis.  In  this  situation,  it  changes  its  charac- 
ter ;  it  becomes  thin,  destitute  of  adipose  tissue,  and  of  a  pale  reddish  color,  and 
assists  in  forming  the  dartos.  From  the  scrotum,  it  may  be  traced  backwards 
to  be  continuous  with  the  superficial  fascia  of  the  perineum.  This  layer  should 
be  removed,  by  dividing  it  across  in  the  same  direction  as  the  external  incisions, 
and  reflecting  it  downwards  and  outwards,  when  the  following  vessels  and 
nerves  will  be  exposed : — 

The  superficial  epigastric,  superficial  circumflex  iliac,  and  superficial  external 
pudic  vessels ;  the  terminal  filaments  of  the  ilio-hypogastric  and  ilio-inguinal 
nerves ;  and  the  upper  chain  of  inguinal  lymphatic  glands. 

The  superficial  epigastric  artery  crosses  Poupart's  ligament,  and  ascends  ob- 
liquely towards  the  umbilicus,  lying  midway  between  the  spine  of  the  ilium  and 
the  pubes.  It  supplies  the  integument,  and  anastomoses  with  the  deep  epigas- 
tric. This  vessel  is  a  branch  of  the  common  femoral  artery,  and  pierces  the 
fascia  lata,  below  Poupart|s  ligament.  Its  accompanying  vein  empties  itself 
into  the  internal  saphenous,  after  having  pierced  the  cribriform  fascia. 

The  superficial  circumflex  iliac  artery  passes  outwards  towards  the  crest  of  the 
ilium. 

The  superficial  external  pudic  artery  passes  transversely  inwards  across  the 
spermatic  cord,  and  supplies  the  integument  of  the  hypogastric  region,  and  of 
tne  penis  and  scrotum.  This  vessel  is  usually  divided  in  the  first  incision  made 
in  the  operation  for  inguinal  hernia,  and  occasionally  requires  the  application  of 
a  ligature. 

The  veins  accompanying  these  superficial  vessels  are  usually  much  larger* 
than  the  arteries :  they  terminate  in  the  internal  saphenous  vein. 

Lymphatic  vessels  are  found,  taking  the  same  course  as  the  bloodvessels ;  they 
return  the  lymph  from  the  superficial  structures  in  the  lower  part  of  the  abdo- 
men, the  scrotum,  penis,  and  external  surface  of  the  buttock,  and  terminate  in  a 
small  chain  of  lymphatic  glands,  three  or  four  in  number,  which  lie  on  a  level 
with  Poupart's  ligament. 

Nerves.    The  terminal  branch  of  the  ilio-inguinal  nerve  emerges  at  the  exter- 
nal abdominal  ring :  and  the  hypogastric  branch  of  the  ilio-hypogastric  nerve 
perforates  the  aponeurosis  of  ttie  external  oblique,  above  and  to  the  outer  side 
of  the  external  ring. 
(878) 
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The  deep  layer  of  superficial  fascia  should  be  divided  across  in  the  same 
direction  as  the  external  incisions,  separated  from  the  aponeurosis  of  the  Ex- 
ternal oblique,  to  which  it  is  connected  by  delicate  areolar  tissue,  and  reflected 
downwards  and  outwards.  It  ia  thin,  aponeurotic  in  structure,  and  of  considera- 
ble strength.  It  is  intimately  adherent,  in  the  middle  line,  to  the  linea 
alba,  and  Below,  to  the  whole  length  of  Poupart'a  ligament  and  the  upper  part 
of  the  fascia  lata.  It  forms  a  thin  tubular  prolongation  round  the  outer  surface 
nf  the  cord,  which  blends  with  the  superficial  layer,  and  ia  continuous  with  the 
dartoa  of  the  scrotum.  From  the  back  of  the  scrotum,  the  conjoined  layers 
may  be  traced  into  the  perineum,  where  they  are  continuous  with  the  deep  layer 
of  the  superficial  fascia  in  that  region,  which  ia  attached,  behind,  to  the  triangular 
ligament,  and  on  each  side,  to  the  ramus  of  the  pubea  and  ischium.  The  con- 
nections of  this  fascia  serve  to  explain  the  courae  taken  by  the  urine  in  extra- 
vasation of  that  fluid  from  rupture  of  the  urethra :  passing  forwards  from  the 
perineum  into  the  acrotum,  it  ascends  on  to  the  abdomen,  but  ia  prevented 
extending  into  the  thighs  by  the  attachment  of  the  fascia  to  the  ramus  of  the 
pubes  and  ischium,  on  each  side,  and  to  Poupart'a  ligament  in  front,  and  is 
prevented  from  passing  on  to  the  buttock  by  the  posterior  connections  of  the 
perineal  fascia. 

Pig.  506— Inguinal  Hernia.     Superficial  Dissection. 


The  aponeurosis  of  the  External  oblique  muscle  is  expoaed  on  the  removal  of 
this  fascia.  It  is  a  thin,  strong,  membranous  aponeurosis,  the  fibres  of  which 
are  directed  obliquely  downwards  and  inwards.  It  is  attached  to  the  anterior 
superior  spinous  process  of  the  ilium,  the  spine  of  the  pubes,  the  linea  ilio-pec- 
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tinea,  front  of  the  pubes  and  linea  alba.  That  portion  of  the  aponeurosis  which 
extends  from  the  anterior  superior  spine  of  the  ilium,  to  the  spine  of  the  pubes, 
is  termed  Poupart's  Ligament,  or  the  crural  arch ;  and  that  portion  which  is 
inserted  into  the  pectineal  line,  is  termed  Gimbernat's  Ligament. 

Just  above  and  to  the  outer  side  of  the  crest  of  the  pubes,  an  interval  is 
seen  in  the  aponeurosis  of  the  External  oblique,  called  the  external  abdominal 
ring,  which  transmits  the  spermatic  cord  in  the  male,  and  the  round  ligament  in 
the  female.  This  aperture  is  oblique  in  direction,  somewhat  triangular  in  form, 
and  corresponds  with  the  course  of  the  fibres  of  the  aponeurosis.  It  usually 
measures  from  base  to  apex  about  an  inch,  and  transversely  about  half  an  inch. 
It  is  bounded  below  by  the  crest  of  the  os  pubis ;  above,  oy  a  series  of  curved 
fibres,  the  inter  columnar,  which  pass  across  the  upper  angle  of  the  ring  so  as  to 
increase  its  strength ;  and  on  either  side,  by  the  free  borders  of  the  aponeurosis, 
which  are  called  the  columns  or  pillars  of  the  ring. 

The  external  pillar,  which,  at  the  same  time,  is  inferior  from  the  obliquity  of 
its  direction,  is  the  stronger ;  it  is  formed  by  that  portion  of  Poupart's  ligament 
which  is  inserted  into  the  spine  of  the  pubes  ;  it  is  curved  round  the  spermatic 
cord,  so  as  to  form  a  kind  of  groove,  upon  which  the  cord  rests. 

The  internal  or  superior  pillar  is  a  broad,  thin,  flat  baud,  which  interlaces 
with  its  fellow  on  the  opposite  side,  in  front  of  the  symphysis  pubis,  that  of  the 
right  side  being  superficial. 

The  external  abdominal  ring  gives  passage  to  the  spermatic  cord  in  the  male, 
and  round  ligament  in  the  female ;  it  is  much  larger  in  men  than  in  women,  on 
account  of  the  large  size  of  the  spermatic  cord,  and  hence  the  greater  frequency 
of  inguinal  hernia  in  men. 

The  intercolumnar  fibres  are  a  series  of  curved  tendinous  fibres,  which  arch 
across  the  lower  part  of  the  aponeurosis  of  the  External  oblique.  They  have 
received  their  name  from  stretching  across  between  the  two  pillars  of  the  exter- 
nal ring ;  they  increase  the  strength  of  the  membrane  whicn  bounds  the  upper 
¥art  of  this  aperture,  and  prevent  the  divergence  of  the  pillars  from  one  another. 
'hey  are  thickest  below,  where  they  are  connected  to  the  outer  third  of  Pou- 
part's ligament,  and  are  inserted  into  the  linea  alba;  describing  a  curve,  with 
the  convexity  downwards.  They  are  much  thicker  and  stronger  at  the  outer 
angle  of  the  external  ring  than  internally,  and  are  more  strongly  developed  in 
the  male  than  in  the  female.  These  fibres  are  continuous  with  a  thin  fascia, 
which  is  closely  connected  to  the  margins  of  the  external  ring,  and  has  received 
the  name  of  the  intercolumnar  or  external  spermatic  fascia  ;  it  forms  a  tubular 
prolongation  around  the  outer  surface  of  the  cord  and  testis,  and  incloses  them 
in  a  distinct  sheath.  The  sac  of  an  inguinal  hernia,  in  passing  through  the  ex- 
ternal abdominal  ring,  receives  an  investment  from  the  intercolumnar  fascia. 

The  finger  should  be  introduced  a  short  distance  into  the  external  ring,  and 
then,  if  the  limb  is  extended  and  rotated  outwards,  the  aponeurosis  of  the  Ex- 
ternal oblique,  together  with  the  iliac  portion  of  the  fascia  lata,  will  be  felt  to 
become  tense,  and  the  external  ring  much  contracted ;  if  the  limb  is,  on  the 
contrary,  flexed  upon  the  pelvis  and  rotated  inwards,  this  aponeurosis  will 
become  lax,  and  the  external  ring  sufficiently  enlarged  to  admit  the  finger  with 
comparative  ease :  hence  the  patient  should  always  be  put  in  the  latter  position 
when  the  taxis  is  applied  for  the  reduction  of  an  inguinal  hernia,  in  oraer  that 
the  abdominal  walls  may  be  as  much  relaxed  as  possible. 

The  aponeurosis  of  the  External  oblique  should  be  removed  by  dividing"  it  across  in  the  same 
direction  as  the  external  incisions,  and  reflecting  it  outwards;  great  care  is  requisite  in  separating 
it  from  the  aponeurosis  of  the  muscle  beneath.  The  lower  part  of  the  Internal  Oblique  and  the 
Cremaster  are  then  exposed,  together  with  the  inguinal  canal,  which  contains  the  spermatic  cord 
(Fig.  507).  The  mode  of  insertion  of  Poupart's  and  Gimbernat's  ligaments  into  the  pubes  should 
also  be  examined. 

PouparCs  ligament,  or  the  crural  arch,  extends  from  the  anterior  superior 
spine  of  the  ilium  to  the  spine  of  the  pubes.    It  is  also  attached  to  the  pectineal 
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line  to  the  extent  of  about  an  inch,  forming  Gimbernat's  ligament.  Its  general 
direction  is  curved  towards  the  thigh,  where  it  is  continuous  with  the  fascia 
lata.  Its  outer  half  is  rounded,  oblique  in  its  direction,  and  continuous  with  the 
iliac  fascia.  Its  inner  half  gradually  widens  at  its  attachment  to  the  pubes,  is 
more  horizontal  in  direction,  and  lies  beneath  the  spermatic  cord. 

Gimbernat'e  ligament  is  that  portion  of  the  aponeurosis  of  the  External  oblique 
which  is  inserted  into  the  pectineal  line ;  it  is  thin,  membranous  in  structure, 
triangular  in  shape,  the  base  directed  outwards,  and  passes  upwards  and  back- 
wards beneath  the  spermatic  cord,  from  the  spine  of  the  os  pubis  to  the  pecti- 
neal line,  to  the  extent  of  about  half  an  inch. 

The  triangular  ligament  is  a  band  of  tendinous  fibres,  of  a  triangular  shape, 
which  is  continued  from  Poupart's  ligament  at  its  attachment  to  the  pectineal 
line  upwards  and  inwards,  behind  the  inner  pillar  of  the  external  ring  to  the 
liuea  alba. 

The  Internal  Oblique  Muscle  has  been  described  (p.  S85).  The  part  which  is 
now  exposed  is  partly  muscular  and  partly  tendinous  in  structure.  Those 
fibres  which  arise  from  the  outer  part  of  Poupart's  ligament  are  thin,  pale  in 
color,  curve  downwards,  and  terminate  in  an  aponeurosis,  which  passes  in  front 
of  the  Rectus  and  Pyramidalis  muscles,  to  be  inserted  into  the  crest  of  the  os 

Fig.  50".— Inguinal  Hernia,  showing  the  Internal  Oblique, 
Cre  master,  and  Spermatic  Canal. 


pubis  and  pectineal  line,  to  the  extent  of  half  an  inch,  in  common  with  that  of 
the  Transversalis  muscle,  forming  by  their  j  unction  the  conjoined  tendon.  This 
tendon  is  placed  immediately  behind  Gimbemat's  ligament  and  the  external 
abdominal  ring,  and  serves  to  strengthen  what  would  otherwise  be  a  very  weak 
point  in  the  abdominal  wall.  When  a  direct  inguinal  hernia  passes  through  the 
external  ring,  the  conjoined  tendon  usually  forms  one  of  its  coverings. 

The  Cremaster  is  a  slender  muscular  fasciculus,  which  arises  from  the  middle 
of  Poupart's  ligament  at  the  inner  side  of  the  Internal  oblique,  being  connected 
56 
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with  that  muscle,  and  also  occasionally  with  the  Transversalis.  It  passes  along 
the  outer  side  of  the  spermatic  cord,  descends  with  it  through  the  external  ring 
upon  the  front  and  sides  of  the  cord,  and  forms  a  series  of  loops,  which  differ  in 
thickness  and  length  in  different  subjects.  .  Those  at  the  upper  part  of  the  cord 
are  exceedingly  short,  but  they  become  in  succession  longer  and  longer,  the 
longest  reaching  down  as  low  as  the  testicle,  where  a  few  are  inserted  into  the 
tunica  vaginalis.  These  loops  are  united  together  by  areolar  tissue,  and  form 
a  thin  covering  over  the  cord,  the  fascia  cremasterica.  The  fibres  ascend  along 
the  inner  side  of  the  cord,  and  are  inserted  by  a  small  pointed  tendon,  into  the 
crest  of  the  os  pubis  and  front  of  the  sheath  of  the  Rectus  muscle. 

It  will  be  observed,  that  the  origin  and  insertion  of  the  Cremaster  is  precisely 
similar  to  that  of  the  lower  fibres  of  the  Internal  oblique.  This  fact  affords  an 
easy  explanation  of  the  manner  in  which  the  testicle  and  cord  are  invested  by 
this  muscle.  At  an  early  period  of  foetal  life,  the  testis  is  placed  at  the  lower 
and  back  part  of  the  abdominal  cavity,  but,  during  its  descent  towards  the  scro- 
tum, whicn  takes  place  before  birth,  it  passes  beneath  the  arched  border  of  the 
Internal  oblique.  In  its  passage  beneath  this  muscle  some  fibres  are  derived 
from  its  lower  part,  which  accompany  the  testicle  and  cord  into  the  scrotum. 

It  occasionally  happens  that  the  loops  of  the  Cremaster  surround  the  cord, 
some  lying  behind  as  well  as  in  front.  It  is  probable  that,  under  these  circum- 
stances, the  testis,  in  its  descent,  passed  through  instead  of  beneath  the  fibres  of 
the  Internal  oblique. 

In  the  descent  of  an  oblique  inguinal  hernia,  which  takes  the  same  course  as 
the  spermatic  cord,  the  Cremaster  muscle  forms  one  of  its  coverings.  This 
muscle  becomes  largely  developed  in  cases  of  hydrocele  and  large  old  scrotal 
herniae.  No  such  muscle  exists  in  the  female,  but  an  analogous  structure  is 
developed  in  those  cases  where  an  oblique  inguinal  hernia  descends  beneath  the 
margin  of  the  Internal  oblique. 

The  Internal  Oblique  shoal d  be  detached  from  Poupart's  ligament,  separated  from  the  Trans- 
versal is  to  the  same  extent  as  in  the  previous  incisions,  and  reflected  inwards  on  to  the  sheath  of 
the  Rectos  (Fig.  508] .  The  circumflex  iliac  vessels,  which  lie  between  these  two  muscles,  form 
a  valuable  guide  to  their  separation. 

The  Transver8alis  muscle  has  been  previously  described  (p.  888).  Its  lower 
part  is  partly  fleshy  and  partly  tendinous  in  structure ;  this  portion  arises  from 
the  outer  third  of  Poupart's  ligament,  and,  arching  downwards  and  inwards 
over  the  cord,  terminates  in  an  aponeurosis,  which  is  inserted  into  the  linea  alba, 
the  crest  of  the  pubes,  and  the  pectineal  line  to  the  extent  of  an  inch,  forming, 
together  with  the  Internal  oblique,  the  conjoined  tendon.  Between  the  lower 
border  of  this  muscle  and  Poupart's  ligament,  a  space  is  left  in  which  is  seen 
the  fascia  transversalis. 

The  inguinal,  or  spermatic  canal,  contains  the  spermatic  cord  in  the  male,  and 
the  round  ligament  in  the  female.  It  is  an  oblique  canal,  about  an  inch  and  a 
half  in  length,  directed  downwards  and  inwards,  and  placed  parallel  with,  and 
a  little  above,  Poupart's  ligament.  It  communicates,  above,  with  the  cavity  of 
the  abdomen,  by  means  of  the  internal  abdominal  ring,  which  is  the  point 
where  the  cord  enters  the  spermatic  canal ;  and  terminates,  below,  at  the  exter- 
nal ring.  It  is  bounded,  in  front,  by  the  integument  and  superficial  fascia,  by 
the  aponeurosis  of  the  External  oblique  throughout  its  whole  length,  and  by  the 
Internal  oblique  for  its  outer  third ;  behind,  by  the  conjoined  tendon  of  the 
Internal  oblique  and  Transversalis,  the  triangular  ligament,  transversalis  fascia, 
and  the  subperitoneal  fat  and  peritoneum ;  above,  by  the  arched  fibres  of  the 
Internal  oblique  and  Transversalis;  below,  by  the  union  of  the  fascia  trans- 
versalis with  Poupart's  ligament.  That  form  of  protrusion  in  which  the  intes- 
tine follows  the  course  of  the  spermatic  cord  along  the  spermatic  canal,  is  called 
oblique  inguinal  hernia. 

The  fascia  transversalis  is  a  thin  aponeurotic  membrane,  which  lies  between 
the  inner  surface  of  the  transversalis  muscle  and  the  peritoneum.    It  forms  part 
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of  the  general  layer  of  fascia  which  lines  the  interior  of  the  abdominal  and  pelvic 
cavities,  and  is  directly  continuous  with  the  iliac  and  pelvic  fasciae. 

In  the  inguinal  region,  the  transversalis  fascia  is  thick  and  dense  in  structure 
and  joined  by  fibres  from  the  aponeurosis  of  the  Transversalis;  but  it  becomes 
thin  and  cellular  as  it  ascends  to  the  Diaphragm.  Below,  it  has  the  following 
attachments:  external  to  the  femoral  vessels,  it  is  connected  to  the  posterior 
margin  of  Poupart's  ligament,  and  is  there  continuous  with  the  iliac  fascia.  In- 
ternal to  the  vessels  it  is  thin,  and  attached  to  the  pubes  and  pectineal  line, 
behind  the  conjoined  tendon,  with  which  it  is  united ;  and,  corresponding  to  the 
points  where  the  femoral  vessels  pass  into  the  thigh,  this  fascia  descends  in  front 
of  them,  forming  the  anterior  wall  of  the  crural  sheath. 


The  internal  abdominal  ring  is  situated  in  the  transversalis  fascia,  midway 
between  the  anterior  superior  spine  of  the  ilium  and  the  spine  of  the  pubes,  and 
about  half  an  inch  above  Poupart's  ligament.  It  is  of  an  oval  form,  the  extremi- 
ties of  the  oval  directed  upwards  and  downwards,  varies  in  size  in  different 
subjects,  and  is  much  larger  in  the  male  than  in  the  female.  It  is  bounded, 
above,  by  the  arched  fibres  of  the  Transversalis  muscle,  and  internally,  by  the 
epigastric  vessels.  It  transmits  the  spermatic  cord  in  the  male,  and  the  round 
ligament  in  the  female,  and  from  its  circumference  a  thin,  f 'mm el-shaped  mem- 
brane, the  infundibuUform  fastia,  is  continued  round  the  cord  and  testis  inclosing 
them  in  a  distinct  pouch.  When  the  sac  of  an  oblique  inguinal  hernia  passes 
through  the  internal  ring,  the  infundibuliform  process  of  the  transversalis  fascia 
forms  one  of  its  coverings. 

Between  the  fascia  transversalis  and  the  peritoneum  is  a  quantity  of  loose 
areolar  tissue.  In  some  subjects  it  is  of  considerable  thickness,  and  loaded 
with  adipose  tissue.  Opposite  the  internal  ring,  it  is  continued  round  the  surface 
of  the  cord,  forming  a  loose  sheath  for  it. 

The  epigastric  artery  bears  a  very  important  relation  to  the  internal  abdotni- 


884  SURGICAL  ANATOMY  OF  INGUINAL  HERNIA. 

nal  ring.  This  vessel  lies  between  the  transversalis  fascia  and  peritoneum,  and 
passes  obliquely  upwards  and  inwards,  from  its  origin  from  the  external  iliac,  to 
the  margin  of  the  sheath  of  the  rectus  muscle.  In  this  course  it  lies  along  the 
lower  and  inner  margin  of  the  internal  ring,  and  beneath  the  commencement 
of  the  spermatic  cord,  the  vas  deferens  curving  round  it  as  it  passes  from  the 
ring  into  the  pelvis. 

The  peritoneum,  corresponding  to  the  inner  surface  of  the  internal  ring,  pre- 
sents a, well-marked  depression,  the  depth  of  which  varies  in  different  subjects. 
A  thin  fibrous  band  is  continued  from  it  along  the  front  of  the  cord,  for  a  vari- 
able distance,  and  becomes  ultimately  lost.  This  is  the  remains  of  the  pouch 
of  peritoneum  which,  in  the  foetus,  accompanies  the  cord  and  testis  into  the 
scrotum ;  the  obliteration  of  which  commences  soon  after  birth.  In  some  cases 
the  fibrous  band  can  only  be  traced  a  short  distance ;  but  occasionally  it  may  be 
followed,  as  a  fine  cord,  as  far  as  the  upper  end  of  the  tunica  vaginalis.  Some- 
times the  tube  of  peritoneum  is  only  closed  at  intervals,  and  presents  a  saccu- 
lated appearance;  or  a  single  pouch  may  extend  along  the  whole  length  of  the 
cord,  which  may  be  closed  above;  or  the  pouch  may  be  directly  continuous  with 
the  peritoneum  by  an  opening  at  its  upper  part. 

Inguinal  Hernia. 

Inguinal  Hernia  is  that  form  of  protrusion  which  makes  its  way  through  the 
abdomen  in  the  inguinal  region. 

There  are  two  principal  varieties  of  inguinal  hernia :  external  or  oblique,  and 
internal  or  direct. 

External  or  oblique  inguinal  hernia,  the  more  frequent  of  the  two,  takes  the 
same  course  as  the  spermatic  cord.  It  is  called  external  from  the  neck  of  the 
sac  being  on  the  outer  or  iliac  side  of  the  epigastric  artery. 

Internal,  or  direct  inguinal  hernia  does  not  follow  the  same  course  as  the 
cord,  but  protrudes  through  the  abdominal  wall  on  the  inner  or  pubic  side  of 
the  epigastric  artery. 

Oblique  Inguinal  Hernia. 

In  Oblique  Inguinal  Hernia,  the  intestine  escapes  from  the  abdominal  cavity 
at  the  internal  ring,  pushing  before  it  a  pouch  of  peritoneum,  which  forms  the 
hernial  sac.  As  it  enters  the  inguinal  canal,  it  receives  an  investment  from  the 
subserous  areolar  tissue,  and  is  inclosed  in  the  infundibuliform  process  of  the 
transversalis  fascia.  In  passing  along  the  inguinal  canal,  it  displaces  upwards 
the  arched  fibres  of  the  Transversalis  and  Internal  oblique  muscles,  and  is  sur- 
rounded by  the  fibres  of  the  Cremaster.  It  then  passes  along  the  front  of  the 
cord,  and  escapes  from  the  inguinal  canal  at  the  external  ring,  receiving  an 
investment  from  the  intercolumnar  fascia.  Lastly,  it  descends  into  the  scrotum, 
receiving  coverings  from  the  superficial  fascia  and  the  integument. 

The  coverings  of  this  form  of  hernia,  after  it  has  passed  through  the  external 
ring,  *re,  from  without  inwards,  the  integument,  superficial  fascia,  intercolumnar 
fascia,  Cremaster  muscle,  infundibuliform  fascia,  subserous  cellular  tissue,  and 
peritoneum. 

This  form  of  hernia  lies  in  front  of  the  vessels  of  the  spermatic  cord,  and 
seldom  extends  below  the  testis,  on  account  of  the  intimate  adhesion  of  the 
coverings  of  the  cord  to  the  tunica  vaginalis. 

The  seat  of  stricture  in  oblique  inguinal  hernia,  is  either  at  the  external  ring 
in  the  inguinal  canal,  caused  by  the  fibres  of  the  Internal  oblique  or  Transver- 
salis, or  at  the  internal  ring,  more  frequently  in  the  latter  situation.  If  it  is  situ- 
ated at  the  external  ring,  the  division  of  a  few  fibres  at  one  point  of  its  circum- 
ference is  all  that  is  necessary  for  the  replacement  of  the  hernia.  If  in  the  ingui- 
nal canal,  or  at  the  internal  ring,  it  will  be  necessary  to  divide  the  aponeurosis 
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of  the  External  oblique  so  as  to  lay  open  the  inguinal  canal.  In  dividing  the 
stricture,  the  direction  of  the  incision  should  be  directly  upwards. 

When  the  intestine  passes  along  the  spermatic  canal,  and  escapes  from  the 
external  ring  into  the  scrotum,  it  is  called  complete  oblique  inyuinal  or  scrotal 
hernia.  If  the  intestine  does  not  escape  from  the  external  ring,  but  is  retained 
in  the  inguinal  canal,  it  is  called  incomplete  inyuinal  hernia  or  bubonocele.  In 
each  of  these  cases,  the  coverings  which  invest  it  will  depend  upon  the  extent 
to  which  it  descends  in  the  inguinal  canal. 

There  are  two  other  varieties  of  oblique  inguinal  hernia :  the  congenital  and 
infantile. 

Congenital  hernia  is  liable  to  occur  in  those  cases  where  the  pouch  of  perito- 
neum which  accompanies  the  cord  and  testis  in  its  descent  in  the  foetus  remains 
unclosed,  and  communicates  directly  with  the  peritoneum.  The  intestine  de- 
scends along  this  pouch  into  the  cavity  of  the  tunica  vaginalis,  and  lies  in  con- 
tact with  the  testis.  This  form  of  hernia  has  no  proper  sac,  being  contained 
within  the  tunica  vaginalis. 

In  Infantile  hernia,  the  hernial  sac  descends  along  the  inguinal  canal  into  the 
scrotum,  behind  the  pouch  of  peritoneum  which  accompanies  the  cord  and  testis 
into  the  same  part.  The  abdominal  aperture  of  this  pouch  is  closed,  but  the 
portion  contained  in  the  inguinal  canal  remains  unobliterated.  The  hernial  sac 
is  consequently  invested,  more  or  less  completely,  by  the  posterior  layer  of  the 
tunica  vaginalis,  from  which  it  is  separated  by  a  little  loose  areolar  tissue ;  so 
that  in  operating  upon  this  variety  of  hernia,  three  layers  of  peritoneum  would 
require  division ;  the  first  and  second  being  the  layers  of  the  tunica  vaginalis, 
the  third  the  anterior  layer  of  the  hernial  sac. 

Direct  Inguinal  Hernia. 

In  Direct  Inguinal  Hernia,  the  protrusion  makes  its  way  through  some  part 
of  the  abdominal  wall  internal  to  the  epigastric  artery,  and  passes  directly  through 
the  abdominal  parietes  and  external  ring.  At  the  lower  part  of  the  abdominal 
wall  is  a  triangular  space  (Hesselbach's  triangle\  bounded,  externally,  by  the 
epigastric  artery ;  internally,  by  the  margin  of  tne  Rectus  muscle :  below,  by 
Poupart's  ligament.  The  conjoined  tendon  is  stretched  across  the  inner  two- 
thirds  of  this  space,  the  remaining  portion  of  the  space  being  filled  in  by  the 
transversalis  fascia. 

In  some  cases  the  hernial  protrusion  escapes  from  the  abdomen  on  the  outer 
side  of  the  conjoined  tendon,  pushing  before  it  the  peritoneum,  the  subserous 
cellular  tissue,  and  the  transversalis  fascia.  It  then  enters  the  inguinal  canal, 
passing  along  nearly  its  whole  length,  and  finally  emerges  from  the  external 
ring,  receiving  an  investment  from  the  intercolumnar  fascia.  The  coverings  of 
this  form  of  hernia  are  precisely  similar  to  those  investing  the  oblique  form.1 

In  other  cases,  and  this  is  the  more  frequent  variety,  the  intestine  is  either 

1  The  difference  between  the  position  of  the  neck  of  the  sac  in  these  two  forms  of  direct  ingui- 
nal hernia  has  been  referred,  with  some  probability,  to  a  difference  in  the  relative  positions  of  the 
obliterated  hypogastric  artery  and  the  epigastric  artery.  The  protection  of  the  hypogastric 
artery  towards  the  cavity  of  the  abdomen  produces  two  fossce  in  the  peritoneum.  When  the 
course  of  the  obliterated  hypogastric  artery  corresponds  pretty  nearly  with  that  of  the  epigastric, 
which  is  regarded  as  the  normal  arrangement,  the  bottom  of  the  external  fossa  of  the  peritoneum 
corresponds  to  the  position  of  the  internal  abdominal  ring ;  and  a  hernia  which  distends  and 
poshes  out  the  peritonenm  lining  this  fossa  is  an  oblique  hernia.  When,  on  the  other  hand,  the 
obliterated  hypogastric  artery  lies  considerably  to  the  inner  side  of  the  epigastric  it  divides  the 
triangle  of  Hesselbach  into  two  parts.  In  that  case  a  hernia  may  distend  and  pnsh  out  the  peri- 
toneum forming  the  bottom  of  the  external  fossa,  and  by  so  doing  will  protrude  the  tissues  which 
form  the  abdominal  wall  between  the  internal  ring  and  the  conjoined  tendon.  It  will  be  a  direct 
hernia,  since  the  neck  of  the  sac  lies  internal  to  the  epigastric  artery :  but  its  coverings,  as  stated 
in  the  text,  will  be  identical  with  those  of  the  oblique  form,  with  the  insignificant  difference  that 
the  covering  from  the  transversalis  fascia  is  taken  from  another  source,  and  not  from  its  infundi- 
buliform  process. 
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forced  through  the  fibres  of  the  conjoined  tendon,  or  the  tendon  is  gradually 
distended  in  front  of  it,  so  as  to  form  a  complete  investment  for  it.  The  intestine 
then  enters  the  lower  end  of  the  inguinal  canal,  escapes  at  the  external  ring 
lying  on  the  inner  side  of  the  cord,  and  receives  additional  coverings  from  the 
superficial  fascia  and  the  integument.  This  form  of  hernia  has  the  same  cover- 
ings as  the  oblique  variety,  excepting  that  the  conjoined  tendon  is  substituted 
for  the  Cremaster,  and  the  infundibulum  fascia  is  replaced  by  a  part  of  the 
general  fascia  transversalis. 

The  seat  of  stricture  in  both  varieties  of  direct  hernia  is  most  frequently  at  the 
neck  of  the  sac,  or  at  the  external  ring.  In  that  form  of  hernia  which  perfo- 
rates the  conjoined  tendon,  it  not  unfrequently  occurs  at  the  edges  of  the  fissure 
through  which  the  gut  passes.  In  dividing  the  stricture,  the  incision  should  in 
all  cases  be  directed  upwards. 

If  the  hernial  protrusion  passes  into  the  inguinal  canal,  but  does  not  escape 
from  the  external  abdominal  ring,  it  forms  what  is  called  incomplete  direct  hernia. 
This  form  of  hernia  is  usually  of  small  size,  and  in  corpulent  persons  very 
difficult  of  detection. 

Direct  inguinal  hernia  is  of  much  less  frequent  occurrence  than  the  oblique. 
Their  comparative  frequency  being,  according  to  Cloquet,  as  one  to  five.  It 
occurs  far  more  frequently  in  men  than  in  women,  on  account  of  the  larger  size 
of  the  external  ring  in  the  former  sex.  It  differs  from  the  oblique  in  its  smaller 
size  and  globular  form,  dependent  most  probably  on  the  resistance  offered  to  its 
progress  by  the  transversalis  fascia  and  conjoined  tendon.     It  differs  also  in  its 

?osition,  being  placed  over  the  pubes,  and  not  in  the  course  of  the  inguinal  canal. 
'he  epigastric  artery  runs  on  tne  outer  or  iliac  side  of  the  neck  of  the  sac,  and 
theN  spermatic  cord  along  its  external  and  posterior  side,  not  directly  behind  it, 
as  in  oblique  inguinal  hernia. 
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The  dissection  of  the  parts  comprised  in  the  anatomy  of  femoral  hernia  should  be  performed, 
if  possible,  upon  a  female  subject  free  from  fat.  The  subject  should  lie  upon  its  back  ;  a  block 
is  nrst  placed  under  the  pelvis,  the  thigh  everted,  and  the  knee  slightly  bent,  and  retained  in  this 
position.  An  incision  should  then  be  made  from  the  anterior  superior  spinous  process  of  the  ilium 
along  Poupart's  ligament  to  the  symphysis  pubis  ;  a  second  incision  should  be  carried  transversely 
across  the  thigh  about  six  inches  beneath  the  preceding ;  and  these  are  to  be  connected  together 
by  a  vertical  one  carried  along  the  inner  side  of  the  thigh.  These  several  incisions  should  divide 
merely  the  integument;  this  is  to  be  reflected  outwards,  when  the  superficial  fascia  will  be  exposed. 

The  superficial  fascia  at  the  upper  part  of  the  thigh,  consists  of  two  layers, 
between  which  are  found  the  cutaneous  vessels  and  nerves,  and  numerous  lym- 
phatic glands. 

The  superficial  layer  is  a  thick  and  dense  cellulo-fibrous  membrane  in  the 
meshes  of  which  is  found  a  considerable  amount  of  adipose  tissue,  varying  in 
quantity  in  different  subjects :  this  layer  may  be  traced  upwards  over  Poupart's 
ligament  to  be  continuous  with  the  superficial  fascia  of  the  abdomen ;  whilst 
below,  and  on  the  inner  and  outer  sides  of  the  limb,  it  is  continuous  with  the 
superficial  fascia  covering  the  rest  of  the  thigh. 

This  layer  should  be  detached  by  dividing  it  across  in  the  same  direction  as  the  external  in- 
cisions ;  its  removal  will  be  facilitated  by  commencing  at  the  lower  and  inner  angle  of  the  space. 
detaching  it  at  first  from  the  front  of  the  internal  saphenous  vein,  and  dissecting  it  off  from  the 
anterior  surface  of  that  vessel  and  its  branches ;  it  should  then  be  reflected  outwards,  in  the  same 
manner  as  the  integument.  The  cutaneous  vessels  and  nerves,  and  superficial  inguinal  glands,  are 
then  exposed,  lying  upon  the  deep  layer  of  the  superficial  fascia.  Tnese  are  the  internal  saphe- 
nous vein,  and  the  superficial  epigastric,  superficial  circumflexa  ilii,  and  superficial  external  pndic 
vessels,  as  well  as  numerous  lymphatics  ascending  with  the  saphenous  vein  to  the  inguinal  glands. 

The  internal  saphenous  vein  is  a  vessel  of  considerable  size  which  ascends 
obliquely  upwards  along  the  inner  side  of  the  thigh,  below  Poupart's  ligament. 
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It  passes  through  the  saphenous  opening  in  the  fascia  lata  to  terminate  in  the 
femoral  vein.  This  vessel  is  accompanied  by  numerous  lymphatics,  which 
return  the  lymph  from  the  dorsum  of  the  foot  and  inner  side  of  the  leg  and 
thigh:  they  terminate  in  the  inguinal  glands,  which  surround  the  saphenous 
opening. '  Diverging  from  the  same  point  are  the  superficial  epigastric  vessels, 
which  run  across  Poupart's  ligament,  obliquely  upwards  and  inwards,  to  the 
lover  part  of  the  abdomen:  the  superficial  circumflexa  ilii  vessels,  which  pass 

Fig.  509.— Femoral  Hernia.    Superficial  Dissection. 


obliquely  outwards  along  Poupart's  ligament  to  the  crest  of  the  ilium  :  and  the 
superficial  external  pudic  vessels,  which  pass  inwards  to  the  perineum  and 
scrotum.  These  vessels  supply  the  subcutaneous  areolar  tissue  and  the  integu- 
ment, and  are  accompanied  by  numerous  lymphatic  vessels,  which  return  the 
lymph  from  the  same  parts  to  the  inguinal  glands. 

Tne  superficial  inguinal  glands  are  arranged  in  two  groups,  one  of  which  is 
disposed  above  and  parallel  with  Poupart's  ligament,  and  the  other  below  the 
ligament,  surrounding  the  termination  of  the  saphenous  vein,  and  following 
(occasionally)  the  course  of  that  vessel  a  short  distance  along  the  thigh.  The 
upper  chain  receives  the  lymphatic  vessels  from  the  penis,  scrotum,  lower  part 
of  the  abdomen,  perineum,  and  buttock ;  the  lower  chain  receives  the  lymphatic 
vessels  from  the  lower  extremity. 

The  nerves  supplying  the  integument  of  the  region  are  derived  from  the  ilio- 
inguinal, the  genito-crural,  and  anterior  crural.  The  ilio-inguinal  nerve  may 
be  found  on  the  inner  side  of  the  internal  saphenous  vein,  the  terminal  branch 
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If  traced  downwards,  it  is  found  continuous  with  another  curved  margin,  the 
concavity  of  which  is  directed  upwards  and  inwards :  this  is  the  inferior  cornu 
of  the  saphenous  opening,  and  is  blended  with  the  pubic  portion  of  the  fascia 
lata  covering  the  Pectineus  muscle. 

The  inner  boundary  of  the  opening  is  on  a  plane  posterior  to  the  outer  margin, 
and  behind  the  level  of  the  femoral  vessels;  it  is  much  less  prominent  and  defined 
than  the  outer,  from  being  stretched  over  the  subjacent  Pectineus  muscle.  It  is 
through  the  saphenous  opening  that  a  femoral  hernia  passes  after  descending 
along  the  crural  canal. 

If  the  finger  is  introduced  into  the  saphenous  opening  while  the  limb  is  moved 
in  different  directions,  the  aperture  will  be  found  to  be  greatly  constricted  on 
extending  the  limb,  or  rotating  it  outwards,  and  to  be  relaxed  on  flexing  the 
limb  and  inverting  it:  hence  the  necessity  for  placing  the  limb  in  the  latter 
position  in  employing  the  taxis  for  the  reduction  of  a  femoral  hernia. 

The  iliac  portion  of  the  fascia  lata,  together  with  its  falciform  procese,  should  now  be  removed, 
by  detaching  it  from  the  lower  margin  of  Poa  part's  ligament,  carefully  dissecting  it  from  the 
subjacent  structures,  and  turning  it  aside  when  the  sbeath  of  the  femoral  vessels  is  exposed 
descending  beneath  Poapart'a  ligament  (Fig.  511). 

Fig.  511.— Femoral  Hernia.     Iliac  Portion  of  Fascia.  Lata  removed,  and  Sheath  of 
Femoral  Vessels  and  Femoral  Canal  exposed. 


The  Crural  Arch,  or  PouparCs  Ligament,  is  the  lower  border  of  the  aponeu- 
rosis of  the  External  oblique  muscle,  which  stretches  across  from  the  anterior 
superior  spine  of  the  ilium,  to  the  spine  of  the  os  pubis  and  pectineal  line :  the 
portion  corresponding  to  the  latter  insertion  is  called  OimbernaCs  Ligament. 
The  direction  of  Poupart's  ligament  is  curved  downwards  towards  the  thigh; 
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A  femoral  hernia,  in  passing  through  the  saphenous  opening,  receives  the 
cribriform  fascia  as  one  of  its  coverings. 

The  deep  layer  of  superficial  fascia,  together  with  the  cribriform  fascia,  having 
been  removed,  the  fascia  lata  is  exposed. 

The  Fascia  Lata,  already  described  (p.  433),  is  a  dense  fibrous  aponeurosis, 
which  forms  a  uniform  investment  for  the  whole  of  this  region  of  the  limb.  At 
the  upper  and  inner  part  of  the  thigh,  a  large  oval-shaped  aperture  is  observed 
in  it;  it  transmits  the  internal  saphenous  vein  and  other  small  vessels,  and  is 
called  the  saphenous  opening.  In  order  the  more  correctly  to  consider  the  mode 
of  formation  of  this  aperture,  the  fascia  lata  in  this  part  of  the  thigh  is  described 
as  consisting  of  two  portions,  an  iliac  portion  and  a  pubic  portion. 

The  iliac  portion  of  the  fascia  lata  is  situated  on  the  outer  side  of  the  saphe- 
nous opening  covering  the  outer  surface  of  the  Sartorius,  the  Rectus,  and  the 
Psoas  and  Iliacus  muscles.  It  is  attached  externally  to  the  crest  of  the  ilium 
and  its  anterior  superior  spine,  to  the  whole  length  of  Poupart's  ligament  as  far 
internally  at  the  spine  of  the  pubes,  and  to  the  pectineal  line  in  conjunction 
with  Gimbernat's  ligament,  where  it  becomes  continuous  with  the  pubic  portion. 
From  the  spine  of  the  pubes,  it  is  reflected  downwards  and  outwards,  forming 
an  arched  margin,  the  outer  boundary  (superior  cornu)  of  the  saphenous  opening. 
This  is  sometimes  called  the  falciform  process  of  the  fascia  lata  f femoral  ligament 
of  Hey);  it  overlies,  and  is  adherent  to,  the  sheath  of  the  femoral  vessels  beneath; 
to  its  edge  is  attached  the  cribriform  fascia,  and  it  is  continuous  below  with  the 
pubic  portion  of  the  fascia  lata  by  a  well-defined  curved  margin. 

The  pubic  portion  of  the  fascia  lata  is  situated  at  the  inner  side  of  the  saphe- 
nous opening :  at  the  lower  margin  of  this  aperture,  it  is  continuous  with  the 
iliac  portion :  traced  upwards,  it  covers  the  surface  of  the  Pectineus,  Adductor 
longus,  and  Gracilis  muscles:  and  passing  behind  the  sheath  of  the  femoral 
vessels,  to  which  it  is  closely  united,  is  continuous  with  the  sheath  of  the  Psoas 
and  Iliacus  muscles,  and  is  finally  lost  in  the  fibrous  capsule  of  the  hip-joint. 
This  fascia  is  attached  above  to  the  pectineal  line,  and  internally  to  the  margin 
of  the  pubic  arch.  It  may  be  observed  from  this  description  that  the  iliac 
portion  of  the  fascia  lata  passes  in  front  of  the  femoral  vessels,  the  pubic  portion 
behind  them;  an  apparent  aperture  consequently  exists  between  the  two,  through 
which  the  internal  saphenous  joins  the  femoral  vein. 

The  Saphenous  Opening  is  an  oval-shaped  aperture,  measuring  about  an  inch 
and  a  half  in  length,  and  half  an  inch  in  width.  It  is  situated  at  the  upper  and 
inner  part  of  the  thigh,  below  Poupart's  ligament,  towards  the  inner  side,  and 
is  directed  obliquely  downwards  and  outwards. 

Its  outer  margin  is  of  a  semilunar  form,  thin,  strong,  sharply  defined,  and  lies 
on  a  plane  considerably  anterior  to  the  inner  margin.  If  this  edge  is  traced 
upwards,  it  will  be  seen  to  form  a  curved  elongated  process  or  cornu  (the  supe- 
rior cornu),  or  falciform  process  of  Burns,  which  ascends  in  front  of  the  femoral 
vessels,  and  curving  inwards,  is  attached  to  Poupart's  ligament  and  to  the  spine 
of  the  pubes  and  pectineal  line,  where  it  is  continuous  with  the  pubic  portion.1 

1  It  is  difficult  to  perceive  in  the  recognized  description  of  these  ligaments  (Hey's  and  Bnrns's) 
any  difference  between  the  two ;  nor  is  it  clear  what  struct n re  Mr.  Hey  really  intended  to  describe. 
Mr.  Gay  (on  "Femoral  Rupture"  p.  16)  gives  very  cogent  reasons  for  thinking  that  the  " deep 
crural  arch"  was  the  structure  which  Hey  had  in  view.  The  most  recent  writer  on  Femoral 
Hernia  speaks  thus  while  treating  of  these  parts :  "  The  whole  upper  edge  of  the  iliac  fascia  lata 
is  commonly  called  the  •  falciform  process,'  wbilBt  its  deeper  fibres  receive  the  name  of 4  Burns's 
ligament/  Hey's  femoral  ligament  would  appear  to  consist  of  distinct  fibres  connected  with  the 
inner  fold  of  the  iliac  fascia,  which  extend  immediately  beneath  the  tendon  of  the  external  oblique 
to  the  subperitoneal  fascia."  (Cai.lknder.  "On  the  Anatomy  of  the  Parts  Concerned  in  Femo- 
ral Rupture,"  p.  19,  note.)  This  description  of  Hey's  ligament  accords  closely  with  that  of  the 
deep  crural  arch,  for  the  subperitoneal  fascia  is  Mr.  Calender's  name  for  the  fascia  transversal  is. 
Mr.  Gallender  goes  on  to  say,  "The  upper  border  of  this  (saphenous)  opening  thus  receives,  by 
an  unfortunate  complication,  the  names  of •  Falciform  process,'  •  Femoral  ligament,'  Burns's  or 
Hev's  ligament.'  The  various  divisions  of  the  iliac  fascia  lata  depend  in  great  measure  upon  the 
sk  ill  of  the  dissector,  and  are,  in  my  opinion,  artificial" 
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If  traced  downwards,  it  is  found  continuous  with  another  curved  margin,  the 
concavity  of  which  is  directed  upwards  and  inwards:  this  is  the  inferior  cornu 
of  the  saphenous  opening,  and  is  blended  with  the  pubic  portion  of  the  fascia 
lata  covering  the  Pectineus  muscle. 

The  inner  boundary  of  the  opening  is  on  a  plane  posterior  to  the  outer  margin, 
and  behind  the  level  of  the  femoral  vessels ;  it  is  much  less  prominent  and  denned 
than  the  outer,  from  being  stretched  over  the  subjacent  Pectineus  muscle.  It  is 
through  the  saphenous  opening  that  a  femoral  hernia  passes  after  descending 
along  the  crural  canal. 

If  the  finger  is  introduced  into  the  saphenous  opening  while  the  limb  is  moved 
in  different  directions,  the  aperture  will  be  found  to  be  greatly  constricted  on 
extending  the  limb,  or  rotating  it  outwards,  and  to  be  relaxed,  on  flexing  the 
limb  and  inverting  it:  hence  the  necessity  for  placing  the  limb  in  the  latter 
position  in  employing  the  taxis  for  the  reduction  of  a  femoral  hernia. 

The  iliac  portion  of  the  fascia  lata,  together  with  it«  falciform  process,  sboold  now  be  removed, 
by  detaching  it  from  the  lower  margin  of  Poupart's  ligament,  carefully  dissecting  it  from  the 
subjacent  structures,  and  turning  it  aside  when  the  sheath  of  the  femoral  vessels  is  exposed 
descending  beneath  Poupart's  ligament  (Fig.  511). 

Fig.  511.— Femoral  Hernia.    Iliac  Portion  of  Fascia  Lata  removed,  and  Sheath  of 
Femoral  Vessels  and  Femoral  Canal  exposed. 


The  Crural  Arch,  or  Poupart's  Ligament,  is  the  lower  border  of  the  aponeu- 
rosis of  the  External  oblique  muscle,  which  stretches  across  from  the  anterior 
superior  spine  of  the  ilium,  to  the  spine  of  the  os  pubis  and  pectineal  line  :  the 
portion  corresponding  to  the  latter  insertion  is  called  Oimbernat's  Ligament. 
The  direction  of  Poupart's  ligament  is  curved  downwards  towards  the  thigh ; 
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its  outer  half  being  oblique,  its  inner  half  nearly  horizontal.  Nearly  the  whole 
of  the  space  included  between  the  crural  arch  and  innominate  bone  is  filled  in 
by  the  parts  which  descend  from  the  abdomen  into  the  thigh.  The  outer  half 
of  the  space  is  occupied  by  the  Iliacus  and  Psoas  muscles,  together  with  the 
external  cutaneous  and  anterior  crural  nerves.  The  pubic  side  of  the  space  is 
occupied  by  the  femoral  vessels  included  in  their  sheath,  a  small  oval-shaped 
interval  existing  between  the  femoral  vein  and  the  inner  wall  of  the  sheath, 
which  is  occupied  merely  by  a  little  loose  areolar  tissue,  and  occasionally  by  a 
small  lymphatic  gland :  this  is  the  crural  canal,  along  which  the  gut  descends 
in  femoral  hernia. 

Gimbernat's  Ligament  (Fig.  512)  is  that  part  of  the  aponeurosis  of  the  External 
oblique  muscle  which  is  reflected  downwards  and  outwards,  to  be  inserted  into 
the  pectineal  line  of  the  os  pubis.  It  is  about  ail  inch  in  length,  larger  in  the 
male  than  in  the  female,  almost  horizontal  in  direction  in  the  erect  posture,  and 
of  a  triangular  form,  the  base  directed  outwards.  Its  base,  or  outer  margin,  is 
concave,  thin,  and  sharp,  lies  in  contact  with  the  crural  sheath,  and  is  blended 
with  the  pubic  portion  of  the  fascia  lata.  Its  apex  corresponds  to  the  spine  of 
the  pubes.  Its  posterior  margin  is  attached  to  the  pectineal  line.  Its  anterior 
margin  is  continuous  with  Poupart's  ligament. 

Crural  Sheath.  If  Poupart's  ligament  is  divided,  the  femoral  or  crural  sheath 
may  be  demonstrated  as  a  continuation  downwards  of  the  fasciae  that  line  the 
abdomen,  the  transversalis  fascia  passing  down  in  front  of  the  femoral  vessels, 
and  the  iliac  fascia  descending  behind  them ;  these  fasciae  are  directly  continuous 
on  the  iliac  side  of  the  femoral  artery,  but  a  small  space  exists  between  the 
femoral  vein  and  the  point  where  they  are  continuous  on  the  pubic  side  of  that 
vessel,  which  constitutes  the  femoral  or  crural  canal.  The  femoral  sheath  is 
closely  adherent  to  the  contained  vessels  about  an  inch  below  the  saphenous 
opening,  becoming  blended  with  the  areolar  sheath  of  the  vessels,  but  opposite 
Poupart's  ligament  it  is  much  larger  than  is  required  to  contain  them ;  nence 
the  funnel-shaped  form  which  it  presents.  The  outer  border  of  the  sheath  is 
perforated  by  the  genito-crural  nerve.  Its  inner  border  is  pierced  by  the  in- 
ternal saphenous  vein,  and  numerous  lymphatic  vessels.  In  front,  it  is  covered 
by  the  iliac  portion  of  the  fascia  lata ;  ana  behind  it  is  the  pubic  portion  of  the 
same  fascia. 

Deep  Crural  Arch.  Passing  across  the  front  of  the  crural  sheath,  and  closely 
connected  with  it,  is  a  thickened  band  of  fibres,  called  the  deep  crural  arch.  It 
is  apparently  a  thickening  of  the  fascia  transversalis,  joining  externally  to  the 
centre  of  Poupart's  ligament,  and  arching  across  the  front  of  the  crural  sheath, 
to  be  inserted  by  a  broad  attachment  int<5  the  pectineal  line,  behind  the  conjoined 
tendon.  In  some  subjects,  this  structure  is  not  very  prominently  marked,  and 
not  unfrequently  it  is  altogether  wanting. 

If  the  anterior  wall  of  the  sheath  is  removed,  the  femoral  artery  and  vein  are 
seen  lying  side  by  side,  a  thin  septum  separating  the  two  vessels,  while  another 
septum  separates  the  vein  from  the  inner  wall  of  the  sheath.  The  septa  are 
stretched  between  the  anterior  and  posterior  walls  of  the  sheath,  so  that  each 
vessel  is  inclosed  in  a  separate  compartment.  The  interval  left  between  the  vein 
and  the  inner  wall  of  the  sheath  is  not  filled  up  by  any  structure,  excepting  a 
little  loose  areolar  tissue,  a  few  lymphatic  vessels,  and  occasionally  a  lymphatic 
gland ;  this  is  the  femoral  or  crural  canal,  through  which  the  intestine  descends 
in  femoral  hernia. 

The  crural  canal  is  the  narrow  interval  between  the  femoral  vein  and  the  inner 
wall  of  the  crural  sheath.  It  exists  as  a  distinct  canal  only  when  the  sheath  has 
been  separated  from  the  vein  by  dissection,  or  by  the  pressure  of  a  hernia  or 
tumor.  Its  length  is  from  a  quarter  to  half  an  inch,  and  it  extends  from  Gim- 
bernat's  ligament  to  the  upper  part  of  the  saphenous  opening. 

Its  anterior  wall  is  very  narrow,  and  formed  by  the  fascia  transversalis,  Pou-  • 
part's  ligament,  and  the  falciform  process  of  the  fascia  lata. 
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Its  posterior  wall  is  formed  by  the  iliac  fascia  and  the  pubic  portion  of  the 
fascia  lata. 

Its  outer  wall  is  formed  by  the  fibrous  septum  covering  the  inner  side  of  tbe 
femoral  vein. 

Its  inner  wall  is  formed  by  the  junction  of  the  tran3versalis  and  iliac  fascia*. 
which  form  the  inner  side  of  the  femoral  sheath,  and  cover  the  outer  edge  of 
Gimbernat's  ligament. 

This  canal  has  two  orifices :  a  lower  one,  the  saphenous  opening,  closed  by  the 
cribriform  fascia;  an  upper  one,  the  femoral  or  crural  ring,  closed  by  the  septum 
crurale. 

Fig.  512.— Heroin.     The  Relations  of  the  Femoral  sod  Internal  Abdominal  Ring, 
seen  from  within  the  Abdomen.    Right  Side. 


The  femoral  or  crural  ring  (Fig.  512)  is  the  upper  opening  of  the  femoral 
canal,  and  leads  into  the  cavity  of  the  abdomen.1  It  is  bounded  in  front  by 
Poupart's  ligament  and  the  deep  crural  arch ;  behind  by  the  pubes,  covered  by 
the  Pectineus  muscle,  and  the  pubic  portion  of  the  fascia  lata ;  internally,  by 
Gimbernat's  ligament,  the  conjoined  tendon,  the  transversalis  fascia,  ana  the 
deep  crural  arch;  externally,  by  the  femoral  vein,  covered  by  its  sheath.  The 
femoral  ring  is  of  an  oval  form ;  its  long  diameter,  directed  transversely,  measures 
about  half  an  inch,  and  it  is  larger  in  the  female  than  in  the  male,  which  is  one 
of  the  reasons  of  the  greater  frequency  of  femoral  hernia  in  the  former  sex. 

Position  of  Parts  around  the  Ring.  The  spermatic  cord  in  the  male,  and  round 
ligament  in  the  female,  lie  immediately  above  the  anterior  margin  of  the  femoral 
ring,  and  may  be  divided  in  an  operation  for  femoral  hernia  if  the  incision  for 
the  relief  of  the  stricture  is  not  of  limited  extent.  In  the  female,  this  is  of 
little  importance,  but  in  the  male  the  spermatic  artery  and  vas  deferens  may  be 
divided. 

The  femoral  vein  lies  on  the  outer  side  of  the  ring. 

The  epigastric  artery,  in  its  passage  inwards  from  the  external  iliac  to  the 
umbilicus,  passes  across  the  upper  and  outer  angle  of  the  crural  ring,  and  is  con- 
sequently in  danger  of  being  wounded  if  the  stricture  is  divided  in  a  direction 
upwards  and  outwards. 

1  The  ring,  like  the  crnral  canal,  is  a  morbid  or  an  artificial  product  "  Earh  femoral  hernia 
makes  for  itself  (for  neither  outlet  exists  in  the  natural  anatomy  of  the  region)  a  crural  canal, 
and  a  crnral  (femoral)  ring."— Cawhmdh,  op.  eit.,  p.  40. 
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The  communicating  branch  between  the  epigastric  and  obturator  lies  in  front 
of  the  ring. 

The  circumference  of  the  ring  is  thus  seen  to  be  bounded  by  vessels  in  every 
part,  excepting  internally  and  behind.  It  is  in  the  former  position  that  the 
stricture  is  divided  in  cases  of  strangulated  femoral  hernia. 

The  obturator  artery,  when  it  arises  by  a  common  trunk  with  the  epigastric, 
which  occurs  once  in  every  three  subjects  and  half,  bears  a  very  important  rela- 
tion to  the  crural  ring.  In  some  cases  it  descends  on  the  inner  side  of  the  ex- 
ternal iliac  vein  to  the  obturator  foramen,  and  will  consequently  lie  on  the  outer 
side  of  the  crural  ring,  where  there  is  no  danger  of  its  being  wounded  in  the 
operation  for  dividing  the  stricture  in  femoral  hernia.  (See  Fig.  325,  p.  540, 1st 
Fig.)  Occasionally,  however,  the  obturator  artery  curves  along  the  free  margin 
of  Gimbernat's  ligament  in  its  passage  to  the  obturator  foramen ;  it  would,  con- 
sequently, skirt  along  the  greater  part  of  the  circumference  of  the  crural  canal, 
and  could  hardly  avoid  being  wounded  in  the  operation.  (See  Fig.  325,  p.  540, 
2d  Fig.) 

Septum  Crurale.  The  femoral  ring  is  closed  by  a  layer  of  condensed  areolar 
tissue,  called,  by  J.  Oloquet,  the  septum  crurale.  This  serves  as  a  barrier  to  the 
protrusion  of  a  hernia  through  this  part.  Its  upper  surface  is  slightly  concave, 
and  supports  a  small  lymphatic  gland,  by  which  it  is  separated  from  the  sub- 
serous areolar  tissue  and  peritoneum.  Its  under  surface  is  turned  towards  the 
femoral  canal.  The  septum  crurale  is  perforated  by  numerous  apertures  for  the 
passage  of  lymphatic  vessels,  connecting  the  deep  inguinal  glands  with  those 
surrounding  the  external  iliac  artery. 

The  size  of  the  femoral  canal,  the  degree  of  tension  of  its  orifices,  and,  con- 
sequently, the  degree  of  constriction  of  a  hernia,  vary  according  to  the  position 
of  the  limb.  If  the  leg  and  thigh  are  extended,  abducted,  or  everted,  the 
femoral  canal  and  its  orifices  are  rendered  tense,  from  the  traction  on  these  parts 
by  Poupart's  ligament  and  the  fascia  lata,  as  may  be  ascertained  by  passing  the 
finger  along  the  canal.  If,  on  the  contrary,  the  thigh  is  flexed  upon  the  pelvis, 
and,  at  the  same  time,  adducted  and  rotated  inwards,  the  femoral  canal  and  its 
orifices  become  considerably  relaxed;  for  this  reason,  the. limb  should  always 
be  placed  in  the  latter  position  when  the  application  of  the  taxis  is  made  in 
attempting  the  reduction  of  a  femoral  hernia. 

The  septum  crurale  is  separated  from  the  peritoneum  by  a  quantity  of  loose 
subserous  areolar  tissue.  In  some  subjects,  this  tissue  contains  a  considerable 
amount  of  adipose  substance,  which,  when  protruded  forwards  in  front  of  the 
sac  of  a  femoral  hernia,  may  be  mistaken  for  a  portion  of  omentum. 

Descent  of  the  Hernia.  From  the  preceding  description  it  follows,  that  the 
femoral  ring  must  be  a  weak  point  in  the  abdominal  wall :  hence  it  is,  that  when 
violent  or  long-continued  pressure  is  made  upon  the  abdominal  viscera,  a  por- 
tion of  intestine  may  be  forced  into  it,  constituting  a  femoral  hernia ;  and  the 
changes  in  the  tissues  of  the  abdomen  which  are  produced  by  pregnancy,  to- 
gether with  the  larger  size  of  this  aperture  in  the  female,  serve  to  explain  the 
frequency  of  this  form  of  hernia  in  women. 

When  a  portion  of  intestine  is  forced  through  the  femoral  ring,  it  carries 
before  it  a  pouch  of  peritoneum,  which  forms  what  is  called  the  hernial  sac;  it 
receives  an  investment  from  the  subserous  areolar  tissue,  and  from  the  septum 
crurale,  and  descends  vertically  along  the  crural  canal  in  the  inner  compartment 
of  the  sheath  of  the  femoral  vessels  as  far  as  the  saphenous  opening ;  at  this 
point,  it  changes  its  course,  being  prevented  from  extending  further  down  the 
sheath,  on  account  of  the  narrowing  of  the  sheath  and  its  close  contact  with  the 
vessels,  and  also  from  the  close  attachment  of  the  superficial  fascia  and  crural 
sheath  to  the  lower  part  of  the  circumference  of  the  saphenous  opening ;  the 
tumor  is,  consequently,  directed  forwards,  pushing  before  it  the  cribriform  fascia, 
and  then  curves  upwards  on  to  the  falciform  process  of  the  fascia  lata  and  lower 
part  of  the  tendon  of  the  External  oblique,  being  covered  by  the  superficial 
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fascia  and  integument.  While  the  hernia  is  contained  in  the  femoral  canal,  it 
is  usually  of  small  size,  owing  to  the  resisting  nature  of  the  surrounding  parts ; 
but  when  it  has  escaped  from  the  saphenous  opening  into  the  loose  areolar 
tissue  of  the  groin,  it  becomes  considerably  enlarged.  The  direction  taken  by 
a  femoral  hernia  in  its  descent  is  at  first  downwards,  then  forwards  and  up- 
wards ;  this  should  be  borne  in  mind,  as  in  the  application  of  the  taxis  for  the 
reduction  of  a  femoral  hernia,  pressure  should  be  directed  in  the  reverse  order. 

Coverings  of  the  Hernia.  The  coverings  of  a  femoral  hernia  from  within  out- 
wards are  peritoneum,  subserous  areolar  tissue,  the  septum  crurale,  crural 
sheath,  cribriform  fascia,  superficial  fascia,  and  integument.1 

Varieties  of  Femoral  Hernia.  If  the  intestine  descends  along  the  femoral 
canal  only  as  far  as  the  saphenous  opening,  and  does  not  escape  from  this 
aperture,  it  is  called  incomplete  femoral  hernia.  The  small  size  of  the  protrusion 
in  this  form  of  hernia,  on  account  of  the  firm  and  resisting  nature  of  the  canal  in 
which  it  is  contained,  renders  it  an  exceedingly  dangerous  variety  of  the  disease, 
from  the  extreme  difficulty  of  detecting  the  existence  of  the  swelling,  especially 
in  corpulent  subjects.  The  coverings  of  an  incomplete  femoral  hernia  would 
be,  from  without  inwards,  integument,  superficial  fascia,  falciform  process  of 
fascia  lata,  fascia  propria,  septum  crurale,  subserous  cellular  tissue,  and  perito- 
neum. When,  however,  the  hernia  tumor  protrudes  through  the  saphenous 
opening,  and  directs  itself  forwards  and  upwards,  it  forms  a  complete  femoral 
hernia.  Occasionally,  the  hernial  sac  descends  on  the  iliac  side  of  the  femoral 
vessels,  or  in  front  of  these  vessels,  or  even  sometimes  behind  them. 

The  seat  of  stricture  of  a  femoral  hernia  varies :  it  may  be  in  the  peritoneum 
at  the  neck  of  the  hernial  sac ;  in  the  greater  number  of  cases  it  would  appear 
to  be  at  the  point  of  junction  of  the  falciform  process  of  the  fascia  lata  witn  the 
lunated  edge  of  Gimbemat's  ligament ;  or  at  the  margin  of  the  saphenous  open- 
ing in  the  thigh.  The  stricture  should  in  every  case  be  divided  in  a  direction 
upwards  and  inwards ;  and  the  extent  necessary  in  the  majority  of  cases  is  about 
two  or  three  lines.  By  these  means,  all  vessels  or  other  structures  of  importance, 
in  relation  with  the  neck  of  the  hernial  sac,  will  be  avoided. 

• 

1  Sir  A.  Cooper  has  described  an  investment  for  femoral  hernia  nnder  the  name  of  "  Fascia 
propria/'  lying  immediately  external  to  the  peritoneal  sac,  bat  frequently  separated  from  it  by 
more  or  less  adipose  tissue.  Surgically,  it  is  important  to  remember  the  existence  (at  any  rate, 
the  occasional  existence)  of  this  layer,  on  acconnt  of  the  ease  with  which  an  inexperienced 
operator  may  mistake  the  fascia  for  the  peritoneal  sac,  and  the  contained  fat  for  omentnm. 
Anatomically,  this  fascia  appears  identical  with  what  is  called  in  the  text "  subserous  areolar 
tissue,"  the  areolar  tissue  being  thickened  and  caused  to  assume  a  membranous  appearance,  by 
the  pressure  of  the  hernia. 


Surgical  Anatomy  of  the  Perineum  and  Ischio- 
rectal Region. 

Dissection.— The  student  should  select  a  well-developed  muscular  subject,  free  from  fat,  and 
the  dissection  should  be  commenced  early,  in  order  that  the  parts  may  be  examined  in  as  recent  a 
state  as  possible.  A  staff  having  been  introduced  into  the  bladder,  and  the  subject  placed  in  the 
position  shown  in  Fig.  513,  the  scrotum  should  be  raised  upwards,  and  retained  in  that  position, 
and  the  rectum  moderately  distended  with  tow. 

The  space  which  is  now  exposed,  corresponds  to  the  inferior  aperture,  or  out- 
let of  the  pelvis.  Its  deep  boundaries  are,  in  front,  the  pubic  arch  and  subpubic 
ligament;  behind,  the  tip  of  the  coccyx;  and  on  eacn  side,  the  ramus  of  the 
pubes  and  ischium,  the  tuberosity  of  the  ischium,  and  great  sacro-sciatic  liga- 
ment. The  space  included  by  these  boundaries  is  somewhat  lozenge-shaped,  and 
is  limited  on  the  surface  of  the  body  by  the  scrotum  in  front,  by  the  buttocks 
behind,  and  on  each  side  by  the  inner  side  of  the  thighs.  It  measures,  from 
before  backwards,  about  four  inches,  and  about  three  in  the  broadest  part  of  its 
transverse  diameter,  between  the  ischial  tuberosities.  A  line  drawn  transversely 
between  the  anterior  part  of  the  tuberosity  of  the  ischium,  on  each  side,  in  front 
of  the  anus,  subdivides  this  space  into  two  portions.  The  anterior  portion  con- 
tains the  penis  and  urethra,  and  is  called  the  perineum.  The  posterior  portion 
contains  tne  termination  of  the  rectum,  and  is  called  the  ischio-rectal  region. 

ISCHIO-RECTAL  EEGION. 

The  Ischio-rectal  Region  corresponds  to  the  portion  of  the  outlet  of  the  pelvis 
situated  immediately  behind  the  perineum :  it  contains  the  termination  of  the 
rectum.  A  deep  fossa,  filled  with  fat,  is  seen  on  either  side  of  the  intestine, 
between  it  and  the  tuberosity  of  the  ischium :  this  is  called  the  ischio-rectal 
fossa. 

The  ischio-rectal  region  presents,  in  the  middle  line,  the  aperture  of  the  anus ; 
around  this  orifice,  the  integument  is  thrown  into  numerous  folds,  which  are 
obliterated  on  distension  of  the  intestine.  The  integument  is  of  a  dark  color, 
continuous  with  the  mucous  membrane  of  the  rectum,  and  provided  with  nume- 
rous follicles,  which  occasionally  inflame  and  suppurate,  and  may  be  mistaken 
for  fistulas.  The  veins  around  the  margin  of  the  anus  are  occasionally  much 
dilated,  forming  a  number  of  hard,  pendent  masses,  of  a  dark  bluish  color,  cov- 
ered partly  by  mucous  membrane,  and  partly  by  the  integument.  These 
tumors  constitute  the  disease  called  external  piles. 

Dissection. — Make  an  incision  through  the  integument,  along  the  median  line,  from  the  base 
of  the  scrotum  to  the  anterior  extremity  of  the  anus;  carry  it  round  the  margins  of  this  aperture 
to  its  posterior  extremity,  and  continue  it  backwards  about  an  inch  behind  the  tip  of  the  coccyx. 
A  transverse  incision  should  now  be  carried  across  the  base  of  the  scrotum,  joining  the  anterior 
extremity  of  the  preceding ;  a  second,  carried  in  the  same  direction,  should  be  made  in  front  of  the 
anus ;  and  a  third  at  the  posterior  extremity  of  the  gut.  These  incisions  should  be  sufficiently 
extensive  to  enable  the  dissector  to  raise  the  integument  from  the  inner  side  of  the  thighs.  The 
flaps  of  skin  corresponding  to  the  ischio-rectal  region  (Pigs.  513-517),  should  now  be  removed. 
In  dissecting  the  integument  from  this  region,  great  care  is  required,  otherwise  the  External 
sphincter  will  be  removed,  as  it  is  intimately  adherent  to  the  skin. 

The  superficial  fascia  is  exposed  on  the  removal  of  the  skin :  it  is  very  thick, 
areolar  in  texture,  and  contains  much  fat  in  its  meshes.  In  it  are  found  rami- 
fying two  or  three  cutaneous  branches  of  the  small  sciatic  nerve ;  these  turn 
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round  the  inferior  border  of  the  Gluteus  maximus,  and  are  distributed  to  the 
integument  in  this  region. 

Fig.  513. — Dissection  of  Perineum  and  Ischio-rectal  Region. 


The  External  sphincter  is  a  thin  flat  plane  of  musculaT  fibres,  elliptical  in 
shape,  and  intimately  adherent  to  the  integument  surrounding  the  margin  of  the 
anus.  It  measures  about  three  or  four  inches  in  length,  from  its  anterior  to  its 
posterior  extremity, being  about  an  inch  in  breadth,  opposite  the  anus.  It  arises 
from  the  tip  of  the  coccyx,  by  a  narrow  tendinous  band ;  and  from  the  superficial 
fascia  in  front  of  that  bone ;  and  is  inserted  into  the  tendinous  centre  of  the  peri- 
neum, joining  with  the  Transversus  perinaei,  the  Levator  ani,  and  the  Accelera- 
tor urinaa.  Like  other  Sphincter  muscles,  it  consists  of  two  planes  of  muscular 
fibre,  which  surround  the  margin  of  the  anus,  and  join  in  a  commissure  before 
and  behind. 

Relations.  By  its  superficial  surface,  with  the  integument;  by  its  deep  surface^ 
it  is  in  contact  with  the  Internal  sphincter ;  and  is  separated  from  the  Levator 
ani  by  loose  areolar  tissue. 

The  Sphincter  ani  is  a  voluntary  muscle,  supplied  by  the  hemorrhoidal  branch 
of  the  fourth  sacral  nerve.  This  muscle  is  divided  in  the  operation  for  fistula 
in  ano ;  and  also  in  some  cases  of  fissure  of  the  rectum,  especially  if  attended 
with  much  pain  or  spasm.  The  object  of  its  division  is  to  keep  the  parts  at 
rest  and  in  contact  during  the  healing  process. 

The  Internal  sphincter  is  a  muscular  ring,  about  an  inch  in  breadth,  which 
surrounds  the  lower  extremity  of  the  rectum,  about  an  inch  from  the  margin  of 
the  anus.  This  muscle  is  about  two  lines  in  thickness,  and  is  formed  by  an 
aggregation  of  the  involuntary  circular  fibres  of  the  intestine.  It  is  paler  in 
color,  and  less  coarse  in  texture,  than  the  External  sphincter. 

The  ischio-rectal  fossa  is  situated  between  the  end  of  the  rectum  and  the  tube- 
rosity of  the  ischium  on  each  side.  It  is  triangular  in  shape,  its  base,  directed 
to  tne  surface  of  the  body,  is  formed  by  the  integument  of  the  ischio-rectal 
region ;  its  apex,  directed  upwards,  corresponds  to  the  point  of  division  of  the 
obturator  fascia,  and  the  thin  membrane  given  off  from  it,  which  covers  the 
outer  surface  of  the  Levator  ani  (ischio-rectal  fascia).  Its  dimensions  are  about 
an  inch  in  breadth,  at  the  base,  and  about  two  inches  in  depth,  being  deeper 
behind  than  in  front.  It  is  bounded,  internally,  by  the  Sphincter  ani,  Levator 
ani,  and  Coccygeus  muscles ;  externally,  by  the  tuberosity  of  the  ischium,  and 
the  obturator  fascia,  which  covers  the  inner  surface  of  the  Obturator  internum 
muscle;  in  front,  it  is  limited  by  the  line  of  junction  of  the  superficial  and  deep 
perineal  fasciae :  and  behind,  by  the  margin  of  the  Gluteus  maximus,  and  the 
great  sacro-sciatic  ligament.  This  space  is  filled,  with  a  large  mass  of  adipose 
substance,  which  explains  the  frequency  with  which  abscesses  in  the  neighbor- 
hood of  the  rectum  burrow  to  a  considerable  depth. 
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If  the  subject  has  been  injected,  on  placing  the  finger  on  the  outer  wall  of  this 
fossa,  the  internal  pudic  artery,  with  its  accompanying  veins  and  nerve,  will  be 
felt  about  an  inch  and  a  half  above  the  margin  of  the  ischiatic  tuberosity,  but 
approaching  nearer  the  surface  as  they  pass  forwards  along  the  inner  margin  of 
the  pubic  arch.  These  structures  are  inclosed  in  a  sheath  formed  by  the  obtu- 
rator fascia,  the  pudic  nerve  lying  below  the  artery.  Crossing  the  space  trans- 
versely, about  its  centre,  are  the  inferior  hemorrhoidal  vessels  and  nerves,  branches 
of  the  pudic ;  they  are  distributed  to  the  integument  of  the  anus,  and  to  the 
muscles  of  the  lower  end  of  the  rectum.  These  vessels  are  occasionally  of  larger 
size,  and  may  give  rise  to  troublesome  hemorrhage,  when  divided  in  the  opera- 
tion of  lithotomy,  or  of  fistula  in  ano.  At  the  back  part  of  this  space  may  be 
seen  a  branch  of  the  fourth  sacral  nerve ;  and,  at  the  fore  part  of  the  space,  a 
cutaneous  branch  of  the  perineal  nerve. 

Perineum. 

The  Perineal  Space  is  of  a  triangular  form  ;  its  deep  boundaries  are  limited, 
laterally,  by  the  rami  of  the  pubes  and  ischia,  meeting  in  front  at  the  pubic  arch ; 
behind  by  an  imaginary  transverse  line,  extending  between  the  tuberosities  of 
the  ischia.  The  lateral  boundaries  vary,  in  the  adult,  from  three  inches  to  three 
inches  and  a  half  in  length  ;  and  the  base  from  two  to  three  inches  and  a  half  in 
breadth ;  the  average  extent  of  the  base  being  two  inches  and  three-quarters. 
The  variations  in  the  diameter  of  this  space  are  of  extreme  interest  in  connec- 
tion with  the  operation  of  lithotomy,  and  the  extraction  of  a  stone  from  the 
cavity  of  the  bladder.  In  those  cases  where  the  tuberosities  of  the  ischia  are 
near  together,  it  would  be  necessary  to  make  the  incisions  in  the  lateral  opera- 
tion of  lithotomy  less  oblique  than  if  the  tuberosities  were  widely  separated,  and 
the  perineal  space,  consequently,  wider.  The  perineum  is  subdivided  by  the 
median  raphe  into  two  equal  parts.  Of  these,  the  left  is  the  one  in  which  the 
operation  of  lithotomy  is  performed. 

In  the  middle  line,  the  perineum  is  convex,  and  corresponds  to  the  bulb  of  the 
urethra.  The  skin  covering  it  is  of  a  dark  color,  thin,  freely  movable  upon  the 
subjacent  parts,  and  covered  with  sharp  crisp  hairs  which  should  be  removed 
before  the  dissection  of  the  part  is  commenced.  In  front  of  the  anus,  a  promi- 
nent line  commences,  the  raphe,  continuous  in  front  with  the  raphe  of  the  scro- 
tum. The  flaps  of  integument  corresponding  to  this  space  having  been  removed, 
in  the  manner  shown  in  Figs.  513-16,  the  superficial  fascia  is  exposed. 

The  Superficial  Fascia  consists  of  two  layers,  superficial  and  deep,  as  in  other 
regions  of  the  body. 

The  superficial  layer  is  thick,  loose,  areolar  in  texture,  and  contains  much 
adipose  tissue  in  its  meshes,  the  amount  of  which  varies  in  different  subjects. 
In  front  it  is  continuous  with  the  dartos  of  the  scrotum  ;  behind,  it  is  continuous 
with  the  subcutaneous  areolar  tissue  surrounding  the  anus ;  and,  on  either  side, 
with  the  same  fascia  on  the  inner  side  of  the  thighs.  This  layer  should  be  care- 
fully removed,  after  it  has  been  examined,  when  the  deep  layer  will  be  exposed. 

The  deep  layer  (superficial  perineal  fascia)  is  thin,  aponeurotic  in  structure, 
and  of  considerable  strength,  serving  to  bind  down  the  muscles  of  the  root  of 
the  penis.  It  is  continuous,  in  front,  with  the  dartos  of  the  scrotum  ;  on  either 
side,  it  is  firmly  attached  to  the  margins  of  the  rami  of  the  pubes  and  ischium, 
external  to  the  crus  penis,  and  as  far  back  as  the  tuberosity  of  the  ischium ; 
posteriorly  it  curves  down  behind  the  Transversus  perinaei  muscles  to  join  the 
lower  margin  of  the  deep  perineal  fascia.  This  fascia  not  only  covers  the  mus- 
cles in  this  region,  but  sends  down  a  vertical  septum  from  its  under  surface, 
which  separates  the  back  part  of  the  subjacent  space  into  two,  being  incomplete 
in  front. 

In  rupture  of  the  anterior  portion  of  the  urethra,  accompanied  by  extravasa- 
tion of  urine,  the  fluid  makes  its  way  forwards,  beneath  this  fascia,  into  the 
57 
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areolar  tissue  of  the  scrotum,  penis,  and  anterior  and  lateral  portions  of  the 
abdomen ;  it  rarely  extends  into  the  areolar  tissue  on  the  inner  side  of  the  thighs 
or  backwards  around  the  anus.  This  limitation  of  the  extravasated  fluid  to  the 
parts  above  named  is  easy  of  explanation,  when  the  attachments  of  the  deep 

Fig  514.— The  Perineum.     The  Internment  and  Snpcrfitial  Lajer  or 
Superficial  Fascia  reflected. 


layer  of  the  superficial  fascia  are  considered.  When  this  fascia  is  removed  the 
muscles  connected  with  the  penis  and  urethra  will  be  exposed ;  these  are,  in  the 
middle  line,  the  Accelerator  urinaa;  on  each  side,  the  Erector  penis,  and  behind 
the  Transversus  pcrinaai. 

The  Accelerator  urinw  is  placed  in  the  middle  line  of  the  perineum,  imme- 
diately in  front  of  the  anus.  It  consists  of  two  symmetrical  halves,  united  along 
the  median  line  by  a  tendinous  raphe.  It  arises  from  the  central  lendon  of  the 
perineum,  and  from  the  median  raphe  in  front.  From  this  point  its  fibres  diverge 
like  the  plumes  of  a  pen;  the  most  posterior  form  a  thin  layer,  which  are  lost 
on  the  anterior  surface  of  the  triangular  ligament;  the  middle  fibres  encircle  the 
bulb  and  adjacentpart  of  the  corpus  spongiosum,  and  join  with  the  fibres  of  the 
opposite  side,  on  the  upper  part  of  the  corpus  spongiosum,  in  a  strong  aponeu- 
rosis; the  anterior  fibres,  the  longest  and  most  distinct,  spread  out  over  the 
sides  of  the  corpus  cavernosum,  to  be  inserted  partly  into  that  body,  anterior  to 
the  Erector  penis;  partly  terminating  in  a  tendinous  expansion,  which  coven' 
the  dorsal  vessels  of  the  penis.  The  latter  fibres  are  best  seen  by  dividing  the 
muscle  longitudinally,  and  dissecting  it  outwards  from  the  surface  of  the  urethra. 

Action.  This  muscle  may  serve  to  accelerate  the  flow  of  the  urine  or  semen 
along  the  canal  of  the  urethra.  The  middle  fibres  are  supposed,  by  Krause,  to 
assist  in  the  erection  of  the  corpus  spongiosum,  by  compressing  the  erectile  tissue 
of  the  bulb.  The  anterior  fibres,  according  to  Tyrrel,  also  contribute  to  the 
erection  of  the  penis,  as  they  are  inserted  into,  and  continuous  with,  the  fascia  of 
the  penis,  compressing  the  dorsal  vein  during  the  contraction  of  the  muscle. 
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The  Erector  penis  covers  the  unattached  part  of  the  crus  penis.  It  is  an 
elongated  muscle,  broader  in  the  middle  than  at  either  extremity,  and  situated 
on  either  side  of  the  lateral  boundary  of  the  perineum.  It  arises  by  tendinous 
and  fleshy  fibres  from  the  inner  surface  of  the  tuberosity  of  the  ischium,  behind 

Fig.  515. — The  Superficial  Muscles  and  Vessels  of  the  Perineum. 
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the  crus  penis,  from  the  surface  of  the  crus,  and  from  the  adjacent  portion  of  the 
ramus  of  the  pubes.  From  these  points,  fleshy  fibres  succeed,  which  end  in  an 
aponeurosis  which  is  inserted  into  the  Bide  and  under  surface  of  the  crus  penis. 
This  muscle  compresses  the  crus  penis,  and  thus  serves  to  maintain  the  organ 
erect. 

The  Transversus  perinxi  is  a  narrow  muscular  slip,  which  passes  moTe  or  less 
transversely  across  the  back  part  of  the  perineal  space.  It  arises  by  a  small 
tendon  from  the  inner  and  fore  side  of  the  tuberosity  of  the  ischium,  and  pass- 
ing obliquely  forwards  and  inwards,  is  inserted  into  the  central  tendinous  point 
of  the  perineum,  joining  in  this  situation  with  the  muscle  of  the  opposite  side, 
the  Sphincter  ani  behind,  and  the  Accelerator  urime  in  front. 

Between  the  muscles  just  examined,  a  triangular  space  exists,  bounded  inter- 
nally by  the  Accelerator  urinse,  externally  by  the  Erector  penis,  and  behind  by 
the  Transversus  periusei.  The  floor  of  this  space  is  formed  by  the  triangular 
ligament  of  the  urethra  (deep  perineal  fascia),  and,  running  from  behind  for- 
wards in  it,  are  the  superficial  perineal  vessels  and  nerves,  the  transverse  peri- 
neal artery  coursing  along  the  posterior  boundary  of  the  space,  on  the  Trans- 
versus perimei  muscle. 

In  the  lateral  operation  of  lithotomy,  the  knife  is  carried  obliquely  across  the 
back  part  of  this  space,  downwards  and  outwards,  into  the  ischio-rectal  fossa, 
dividing  the  Transversus  perinaei  muscle  and  artery,  the  posterior  fibres  of  the 
Accelerator  urinre,  the  superficial  perineal  vessels  and  nerves,  and  more  poste- 
riorly the  external  hemorrhoidal  vessels. 

The  superficial  and  transverse  perineal  arteries  are  described  at  p.  541;  and 
the  superficial  perineal  and  inferior  pudendal  nerves  at  pp.  690,  692. 
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Compressor  urethraa. 
Sphincter  ani. 
Levator  ani. 


f  the  vagina,  and  is  analogous  to 


The  muscles  of  the  perineum  in  the  female  are,  the 

Sphincter  vaginae. 
Erector  clitoridis. 
Transverse  perinaei. 

Coccygeus. 

The  Sphincter  vayinte  surrounds  the  orifice  o 
the  Accelerator  urines  in  the  male.  It  is  attached,  posteriorly,  to  the  central 
tendon  of  perineum,  where  it  blends  with  the  Sphincter  ani.  Its  fibres  pass 
forward  on  each  side  of  the  vagina,  to  be  inserted  into  the  corpora  cavernosa 
and  body  of  the  clitoris. 

The  Erector  clitoridis  resembles  the  Erector  penis  in  the  male,  but  is  smaller 
than  it. 

The  Transversals  perinwi  is  inserted  into  the  side  of  the  Sphincter  vaginsa,  and 
the  Levator  ani  into  the  side  of  the  vagina.  The  other  muscles  are  precisely 
similar  to  those  in  the  male. 

The  Accelerator  urinse  and  Erector  penis  muscles  should  doit  be  removed,  when  the  deep  peri- 
neal fascia  will  be  exposed,  stretching  across  the  front  part  of  the  outlet  of  the  peliis.  The 
urethra  is  seen  perforating  its  centre,  just  behind  the  bulb ;  and  on  either  side  is  the  cms  penis, 
connecting  the  corpus  cavernosum  with  the  ramus  of  the  ischium  and  pubes. 

Fig.  516.— Deep  Perineal  Fascia.     Ou  the  left  Bide,  the  anterior  layer  has  been  removed. 


The  Deep  Perineal  fascia  (triangular  ligament),  is  a  dense  membranous 
lamina,  which  closes  the  front  part  of  the  outlet  of  the  pelvis.  It  is  triangular 
in  shape,  about  an  inch  and  a  half  in  depth,  attached  above,  by  its  apex,  to  the 
under  surface  of  the  symphysis  pubis  and  subpubic  ligament ;  and,  on  each  side, 
to  the  rami  of  the  ischium  and  pubes,  beneath  the  crura  penis.  Its  inferior 
margin,  or  base,  is  directed  towards  the  rectum,  and  connected  to  the  central 
tendinous  point  of  the  perineum.  It  is  continuous  with  the  deep  layer  of  the 
superficial  fascia  behind  the  Transversus  periniei  muscle,  and  with  a  thin  fascia 
which  covers  the  cutaneous  surface  of  the  Levator  ani  muscle. 
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The  deep  perineal  fascia  is  perforated  by  the  urethra,  about  an  inch  below 
the  symphysis  pubis.  The  aperture  is  circular  in  form,  and  about  three  or  four 
lines  in  diameter.  Above  this  is  the  aperture  for  the  dorsal  vein  of  the  penis ; 
and,  outside  the  latter,  the  pudic  nerve  and  artery  pierce  it. 

The  deep  perineal  fascia  consists  of  two  layers,  anterior  and  posterior:  these 
are  separated  above,  but  united  below. 

The  anterior  layer  is  continued  forwards,  around  the  anterior  part  of  the 
membranous  portion  of  the  urethra,  becoming  lost  upon  the  bulb. 

The  posterior  layer  is  derived  from  the  pelvic  fascia;  it  is  continued  back- 
wards around  the  posterior  part  of  the  membranous  portion  of  the  urethra  and 
the  outer  surface  of  the  prostate  gland. 

If  the  anterior  layer  of  this  fascia  is  detached  on  either  side,  the  following 
parts  are  seen  between  it  and  the  posterior  layer :  the  subpubic  ligament  above, 
close  to  the  pubes ;  the  dorsal  vein  of  the  penis ;  the  membranous  portion  of  the 
urethra,  and  the  muscles  of  the  urethra ;  Cowper's  glands  and  their  ducts ;  the 
pudic  vessels  and  nerve ;  the  artery  and  nerve  of  the  bulb,  and  a  plexus  of  veins. 

The  Compressor  urethrse  (constrictor  urethrae)  surrounds  the  whole  length  of 
the  membranous  portion  of  the  urethra,  and  is  contained  between  the  two  layers 
of  the  deep  perineal  fascia.  It  arises,  by  aponeurotic  fibres,  from  the  upper 
part  of  the  ramus  of  the  pubes  on  each  side,  to  the  extent  of  half  or  three-quarters 
of  an  inch :  each  segment  of  the  muscle  passes  inwards,  and  divides  into  two 
fasciculi,  which  surround  the  urethra  from  the  prostate  gland  behind,  to  the 
bulbous  portion  of  the  urethra  in  front ;  and  unite,  at  the  upper  and  lower  sur- 
faces of  this  tube,  with  the  muscle  of  the  opposite  side,  by  means  of  a  tendinous 
raphe. 

Circular  Muscular  Fibres  surround  the  membranous  portion  of  the  urethra 
from  the  bulb  in  front  to  the  prostate  gland  behind ;  they  are  placed  imme- 
diately beneath  the  transverse  fibres  already  described,  and  are  continuous  with 
the  circular  fibres  of  the  bladder.     These  fibres  are  involuntary. 

Comperes  Glands  are  situated  immediately  below  the  membranous  portion  of 
the  urethra,  close  behind  the  bulb,  and  below  the  artery  of  the  bulb  (p.  856). 

The  Pudic  Vessels  and  Nerves  are  placed  along  the  inner  margin  of  the  pubic 
arch  (p.  540). 

The  Artery  of  the  Bulb  passes  transversely  inwards,  from  the  internal  pudic 
on  the  posterior  margin  of  the  triangular  ligament,  between  the  two  layers  of 
fascia,  accompanied  by  a  branch  of  the  pudic  nerve  (p.  542). 

If  the  posterior  layer  of  the  deep  perineal  fascia  is  removed,  and  the  crus 
penis  of  one  side  detached  from  the  bone,  the  under  and  perineal  surface  of  the 
Levator  ani  is  brought  fully  into  view.  This  muscle,  with  the  triangular  liga- 
ment in  front  and  the  Coccygeus  and  Pyriformis  behind,  closes  in  the  outlet  of 
the  pelvis. 

The  Levator  ani  is  a  broad  thin  muscle,  situated  on  each  side  of  the  pelvis. 
It  is  attached  to  the  inner  surface  of  the  sides  of  the  true  pelvis,  and,  descending, 
unites  with  its  fellow  of  the  opposite  side  to  form  the  floor  of  the  pelvic  cavity. 
It  supports  the  viscera  in  tins  cavity,  and  surrounds  the  various  structures 
which  pass  through  it.  It  arises,  in  front  from  the  posterior  surface  of  the  body 
and  ramus  of  the  pubes,  on  the  outer  side  of  the  symphysis;  posteriorly,  from 
the  inner  surface  of  the  spine  of  the  ischium :  and  between  these  two  points, 
from  the  angle  of  division  between  the  obturator  and  recto-vesical  layers  of  the 
pelvic  fascia  at  their  under  part :  the  fibres  pass  downwards  to  the  middle  line 
of  the  floor  of  the  pelvis,  and  are  inserted,  the  most  posterior  fibres  into  the 
sides  of  the  apex  of  the  coccyx ;  those  placed  more  anteriorly  unite  with  the 
muscle  of  the  opposite  side,  in  a  median  fibrous  raphe,  which  extends  between 
the  coccyx  and  the  margin  of  the  anus.  The  middle  fibres,  which  form  the 
larger  portion  of  the  muscle,  are  inserted  into  the  side  of  the  rectum,  blending 
with  the  fibres  of  the  Sphincter  muscles;  lastly,  the  anterior  fibres,  the  longest, 
descend  upon  the  side  of  the  prostate  gland  to  unite  beneath  it  with  the  muscle 
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of  the  opposite  side,  blending  with  the  fibres  of  the  external  sphincter  and 
Transversus  perinaei  muscles  at  the  tendinous  centre  of  the  perineum. 

The  anterior  portion  is  occasionally  separated  from  the  rest  of  the  muscle  by 
cellular  tissue.  From  this  circumstance,  as  well  as  from  its  peculiar  relation 
with  the  prostate  gland,  descending  by  its  side,  and  surrounding  it  as  in  a  sling, 
it  has  been  described  by  Santorini  and  others  as  a  distinct  muscle,  under  the 
name  of  the  Levator  prostatas.  In  the  female,  the  anterior  fibres  of  the  Levator 
ani  descend  upon  the  sides  of  the  vagina. 

Relations.  By  its  upper  or  pelvic  surface  with  the  recto- vesical  fascia,  which 
separates  it  from  the  viscera  of  the  pelvis  and  from  the  peritoneum.  By  its 
outer  or  perineal  surface,  it  forms  the  inner  boundary  of  the  ischio-rcctal  fossa, 
and  is  covered  by  a  quantity  of  fat,  and  by  a  thin  layer  of  fascia  continued  from 
the  obturator  fascia.  Its  posterior  border  is  continuous  with  the  Coccygeus 
muscle.  Its  anterior  border  is  separated  from  the  muscle  of  the  opposite  side  by 
a  triangular  space,  through  which  the  urethra,  and  in  the  female  the  vagina, 
passes  from  the  pelvis. 

Actions.  This  muscle  supports  the  lower  end  of  the  rectum  and  vagina,  and 
also  the  bladder  during  the  efforts  of  expulsion. 

The  Ccccygeus  is  situated  behind  and  parallel  with  the  preceding.  It  is  a 
triangular  plane  of  muscular  and  tendinous  fibres,  arising,  by  its  apex  from  the 
spine  of  the  ischium  and  lesser  sacro-sciatic  ligament,  and  inserted,  by  its  base, 
into  the  margin  of  the  coccyx  and  into  the  side  of  the  lower  piece  of  the  sacrum. 
This  muscle  is  continuous  with  the  posterior  border  of  the  Levator  ani,  and 
closes  in  the  back  part  of  the  outlet  of  the  pelvis. 

Relations.  By  its  inner  or  pelvic  surface,  with  the  rectum.  By  its  external 
surface,  with  the  lesser  sacro-sciatic  ligament.  By  its  posterior  border,  with  the 
Pyriformis. 

Action.  The  Coccygei  muscles  raise  and  support  the  coccyx,  after  it  has  been 
pressed  backwards  during  defecation  or  parturition. 

Position  of  the  Viscera  at  the  Outlet  of  the  Pelvis.  Divide  the  central  tendinous  point  of  the 
perineum,  separate  the  rectum  from  its  connection  by  dividing  the  fibres  of  the  Levator  ani. 
which  descend  upon  the  sides  of  the  prostate  gland,  and  draw  the  gut  backwards  towards  the 
coccyx,  when  the  under  surface  of  the  prostate  gland,  the  neck  and  base  of  the  bladder,  the  vesi- 
culae  seminal es,  and  vasa  deferentia  will  be  exposed. 

The  Prostate  Gland  is  placed  immediately  in  front  of  the  neck  of  the  bladder, 
around  the  prostatic  portion  of  the  urethra,  its  base  being  turned  backwards 
and  its  under  surface  towards  the  rectum.  It  is  retained  in  its  position  by  the 
Levator  prostate  and  by  the  pubo-prostatic  ligaments,  and  is  invested  by  a  dense 
librous  covering,  continued  from  the  posterior  layer  of  the  deep  perineal  fascia. 
The  longest  diameters  of  this  gland  are  in  the  anteroposterior  direction,  and 
transversely  at  its  base ;  and  hence  the  greatest  extent  of  incision  that  can  be 
made  in  it  without  dividing  its  substance  completely  across,  is  obliquely  out- 
wards and  backwards.  This  is  the  direction  in  which  the  incision  is  made 
through  it  in  the  operation  of  lithotomy,  the  extent  of  which  should  seldom  ex- 
ceed an  inch  in  length.  The  relations  of  the  prostate  to  the  rectum  should  be 
noticed ;  by  means  of  the  finger  introduced  into  the  gut,  the  surgeon  detects 
enlargement  or  other  disease  of  this  organ ;  he  is  enabled  also,  by  the  same 
means,  to  direct  the  point  of  a  catheter  when  its  introduction  is  attended  with 
much  difficulty,  either  from  injury  or  disease  of  the  membranous  or  prostatic 
portions  of  the  urethra. 

Behind  the  prostate  is  the  posterior  surface  of  the  neck  and  base  of  the 
bladder :  a  small  triangular  portion  of  this  organ  is  seen,  bounded,  in  front,  by 
the  prostate  gland ;  behind,  by  the  recto-vesical  fold  of  the  peritoneum ;  on 
cither  side,  by  the  vesiculae  seminalcs  and  vasa  deferentia ;  and  separated  from 
direct  contact  with  the  rectum  by  the  rectovesical  fascia.  The  relation  of  this 
portion  of  the  bladder  to  the  rectum  is  of  extreme  interest  to  the  surgeon.  In 
cases  of  retention  of  urine  this  portion  of  the  organ  is  found  projecting  into  the 
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rectum,  between  three  aDd  four  inches  from  the  maTgin  of  the  anus,  and  may 
be  easily  perforated  during  life  without  injury  to  any  important  parts;  this 
portion  "of  the  bladder  is,  consequently,  frequently  selected  for  the  performance 

Fig.  SIT.— A  View  of  the  Position  of  the  Viscera  at  the  Outlet  of  the  Pelvis. 


of  the  operation  of  tapping  the  bladder.  If  the  finger  is  introduced  into  the 
bowel,  the  surgeon  may,  in  some  cases,  learn  the  position,  as  well  as  the  size 
and  weight,  of  a  calculus  in  the  bladder;  and  in  the  operation  for  its  removal, 
if,  as  is  not  unfrequently  the  case,  it  should  be  lodged  behind  an  enlarged  pros- 
tate, it  may  be  displaced  from  its  position  by  pressing  upwards  the  base  of  the 
bladder  from  the  rectum. 

Parts  concerned  in  the  Operation  of  Lithotomy.  The  triangular  ligament  must 
be  replaced  and  the  rectum  drawn  forwards  so  as  to  occupy  its  normal  position. 
The  student  should  then  consider  the  position  of  the  various  parts  in  reference 
to  the  lateral  operation  of  lithotomy.  This  operation  is  performed  on  the  left 
(tide  of  the  perineum,  as  it  is  most  convenient  for  the  right  hand  of  the  operator. 
A  etafF  having  been  introduced  into  the  bladder,  the  first  incision  is  commenced 
midway  between  the  anus  and  the  back  of  the  scrotum  (t.  e,,  in  an  ordinary  adult 
perineum,  about  an  inch  and  a  half  in  front  of  the  anus),  a  little  on  the  left  side 
of  the  raphe,  and  carried  obliquely  backwards  and  outwards  to  midway  between 
the  anus  and  tuberosity  of  the  ischium.  The  incision  divides  the  integument 
and  superficial  fascia,  the  external  hemorrhoidal  vessels  and  nerves,  and  the 
superficial  and  transverse  perineal  vessels;  if  the  fore-finger  of  the  left  hand 
is  thrust  upwards  and  forwards  into  the  wound,  pressing  at  the  same  time 
the  rectum  inwards  and  backwards,  the  staff  may  be  felt  in  the  membranous 
portion  of  the  urethra.  The  finger  is  fixed  upon  the  staff,  and  the  structures 
covering  it  are  divided  with  the  point  of  the  knife,  which  must  be  directed  along 
the  groove  towards  the  bladder,  the  edge  of  the  knife  being  carried  outwards 
and  backwards,  dividing  in  its  course  the  membranous  portion  of  the  urethra, 
and  part  of  the  left  lobe  of  the  prostate  gland,  to  the  extent  of  about  an  inch. 
The  knife  is  then  withdrawn,  and  the  fore-finger  of  the  left  hand  passed  along 
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the  staff  into  the  bladder :  the  staff  having  been  -withdrawn,  and  the  position  of 
the  stone  ascertained,  the  forceps  is  introduced  over  the  finger  into  the  bladder. 
If  the  stone  is  very  large,  the  opposite  side  of  the  prostate  may  be  notched  before 
the  forceps  is  introduced  :  the  finger  is  now  withdrawn,  and  the  blades  of  the 
forceps  opened  and  made  to  grasp  the  stone,  which  must  be  extracted  by  slow 
and  cautious  undulating  movements. 

Parts  divided  in  the  operation.  The  various  structures  divided  in  this  operation 
are  as  follows  :  the  integument,  superficial  fascia,  external  hemorrhoidal  vessels 
and  nerves,  the  posterior  fibres  of  the  Accelerator  urinie,  the  Transversua  peri- 
nei  muscle  and  artery  (and,  probably,  the  superficial  perineal  vessels  and  nerves), 
the  deep  perineal  fascia,  the  anterior  fibres  of  the  Levator  ani,  part  of  the  Com- 
pressor urethra,  the  membranous  and  prostatic  portions  of  the  urethra,  and  part 
of  the  prostate  gland. 

Fijj.  518. — A  Transverse  Section  of  the  Pelvis,  showing  the  Pelvic  Fascia. 


Parts  to  be  avoided  in  the  Operation.  In  making  the  necessary  incisions  in  the 
perineum  for  the  extraction  of  a  calculus,  the  following  parts  should  be  avoided. 
The  primary  incisions  should  not  be  made  too  near  the  middle  line,  for  fear 
of  woundiug  the  bulb  of  the  corpus  spongiosum  or  the  rectum;  nor  too  far 
externally,  otherwise  the  pudic  artery  may  be  implicated  as  it  ascends  along  the 
inner  border  of  the  pubic  arch.  If  the  incisions  are  carried  too  far  forwards, 
the  artery  of  the  bulb  may  be  divided;  if  carried  too  far  backwards,  the  entire 
breadth  of  the  prostate  and  neck  of  the  bladder  may  be  cut  through,  which  allows 
the  urine  to  become  infiltrated  behind  the  pelvic  fascia  into  the  loose  cellular 
tissue  between  the  bladder  and  rectum,  instead  of  escaping  externally;  diffuse 
inflammation  is  consequently  set  up,  and  peritonitis  from  the  close  proximity  of 
the  recto- vesical  peritoneal  fold  is  the  consequence.  If,  on  the  contrary,  the  pros- 
tate is  divided  in  front  of  the  base  of  the  gland,  the  urine  makes  its  way  exter- 
nally, aud  there  is  less  danger  of  infiltration  taking  place. 

During  the  operation  it  is  of  great  importance  that  the  finger  should  be  passed 
into  the  bladder  be/ore  the  staff  is  removed ;  if  this  is  neglected,  and  if  the  incis- 
ion made  through  the  prostate  and  neck  of  the  bladder  is  too  small,  great  dim- 
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eulty  may  be  experienced  in  introducing  the  finger  afterwards ;  and  in  the  child, 
where  the  connections  of  the  bladder  to  the  surrounding  parts  are  very  loose, 
the  force  made  in  the  attempt  is  sufficient  to  displace  the  bladder  up  into  the 
abdomen,  out  of  the  reach  of  the  operator.  Such  a  proceeding  has  not  unfre- 
quently  occurred,  producing  the  most  embarrassing  results,  ana  total  failure  of 
the  operation. 


It  is  necessary  to  bear  in  mind  that  the  arteries  in  the  perineum  occasionally 
take  an  abnormal  course.  Thus  the  artery  of  the  bulb,  when  it  arises,  as  some- 
times happens,  from  the  pudic  opposite  the  tuber  ischii,  is  liable  to  be  wounded 
in  the  operation  for  lithotomy,  in  its  passage  forwards  to  the  bulb.  The  acces- 
sory pudic  may  be  divided  near  the  posterior  border  of  the  prostate  gland,  if 
this  is  completely  cut  across;  and  the  prostatic  veins,  especially  in  people  ad- 
vanced in  life,  are  of  large  size,  and  give  rise,  when  divided,  to  troublesome  he- 
morrhage. 

Pelvic  Fascia. 

The  Pelvic  Fascia  (Fig.  520)  is  a  thin  membrane  which  lines  the  whole  of  the 
cavity  of  the  pelvis,  and  is  continuous  with  the  transversalis  and  iliac  fascise. 
It  is  attached  to  the  brim  of  the  pelvis  for  a  short  distance  at  the  side  of  the 
cavity,  and  to  the  inner  surface  of  the  bone  round  the  attachment  of  the  Obtu- 
rator internus.  At  the  posterior  border  of  this  muscle,  it  is  continued  backwards 
as  a  very  thin  membrane  in  front  of  the  Pyriformis  muscle  and  sacral  nerves, 
behind  the  branches  of  the  internal  iliac  artery  and  vein  which  perforate  it,  to 
the  front  of  the  sacrum.  In  front  it  follows  the  attachment  of  the  Obturator 
internus  to  the  bone,  arches  beneath  the  obturator  vessels,  completing  the  orifice 
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of  the  obturator  canal,  and  at  the  front  of  the  pelvis  is  attached  to  the  lower  part 
of  the  symphysis  pubis:  being  continuous  below  thepubes  with  the  fascia  of  the 
opposite  side,  so  as  to  close  the  front  part  of  the  outlet  of  the  pelvis,  blending 
with  the  posterior  layer  of  the  triangular  ligament.  At  the  level  of  a  line  ex- 
tending from  the  lower  part  of  the  symphysis  pubis  to  the  spine  of  the  ischium. 

Fig.  520.— Pelvic  Fascia. 
_.  oC  put** 
r^^—r— -^^^ _ 


is  a  thickened  whitish  band;  this  marks  the  attachment  of  the  Levator  ani 
muscle  to  the  pelvic  fascia  and  corresponds  to  its  point  of  division  into  two  layers, 
the  obturator  and  rectovesical. 

The  obturator  fascia  descends  and  covers  the  Obturator  intern  us  muscle.  It 
is  a  direct  continuation  of  the  pelvic  fascia  below  the  white  line  above  mentioned, 
and  is  attached  to  the  pubic  arch  and  to  the  margin  of  the  great  sacro-sciatic 
ligament.  This  fascia  forms  a  canal  for  the  pudic  vessels  and  nerve  in  their  pas- 
sage forwards  to  the  perineum,  and  is  continuous  with  a  thin  membrane  which 
covers  the  perineal  aspect  of  the  Levator  ani  muscle,  called  the  ischiorectal  (anal) 
fascia. 

The  reeto-vesical  fascia  (visceral  layer  of  the  pelvic  fascia)  descends  into  the 
pelvis  upon  the  upper  surface  of  the  Levator  ani  muscle,  and  invests  the  pros- 
tate, bladder,  and  rectum.  From  the  inner  surface  of  the  symphysis  pubis  a 
short  rounded  band  is  continued  to  the  upper  surface  of  the  prostate  and  neck 
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of  the  bladder,  forming  the  pubo-prostatic  or  anterior  true  ligaments  of  the 
bladder.  At  the  side,  this  fascia  is  connected  to  the  side  of  the  prostate,  in- 
closing this  gland  and  the  vesical  prostatic  plexus,  and  is  continued  upwards  on 
the  surface  of  the  bladder,  forming  the  lateral  true  ligaments  of  the  organ.  An- 
other prolongation  invests  the  vesiculas  seminales,  and  passes  across  between 
the  bladder  and  rectum,  being  continuous  with  the  same  fascia  of  the  opposite 
side.  Another  thin  prolongation  is  reflected  round  the  surface  of  the  lower  end 
of  the  rectum.  The  Levator  ani  muscle  arises  from  the  point  of  division  of  the 
pelvic  fascia ;  the  visceral  layer  of  the  fascia  descending  upon  and  being  inti- 
mately adherent  to  the  upper  surface  of  the  muscle,  while  the  under  surface  of 
the  muscle  is  covered  by  a  thin  layer  derived  from  the  obturator  fascia,  called 
the  ischio-rectal  or  anal  fascia.  In  the  female,  the  vagina  perforates  the  recto- 
vesical fascia,  and  receives  a  prolongation  from  it. 
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PREFACE 


TO  THE  FIRST   EDITION. 


These  "Landmarks"  have  already  appeared  in  Saint  Bartholomew's  Hos- 
pital Reports.  They  are  now  republished,  with  some  additions,  in  the  hope 
that  they  may  be  useful  to  others  besides  those  for  whom  they  were  originally 
intended. 

My  object  has  been  to  collect  into  a  compact  form  the  leading  landmarks 
which  help  practical  surgeons  in  their  daily  work.  Those  relating  to  the  chest 
and  abdomen  have  been  ascertained,  with  as  much  precision  as  natural  varia- 
tions permit,  by  needles  introduced  in  various  directions. 

I  have  to  express  my  acknowledgments  to  Mr.  Walsham  and  to  Dr.  Godson 
for  their  contributions. 

65  Gower  Street  :  March,  1876. 


TO  THE  SECOND  EDITION. 


The  present  Edition  has  been  carefully  revised,  and  no  pains  have  been 
spared  to  secure  correctness. 

It  has  been  suggested  that  Diagrams  should  be  introduced.  The  Author  is 
convinced  that  they  would  frustrate  rather  than  forward  his  main  object,  which 
is  to  urge  Students  to  acquire  the  habit  of  making  the  eye  and  the  hand  work 
together,  and  to  educate  the  "  touch"  upon  the  normal  living  body. 

Without  such  practical  training,  how  can  we  reasonably  expect  to  form  a 
correct  diagnosis  when  called  upon  to  examine  an  injury,  or  detect  a  disease  ? 

(911) 


LANDMARKS, 


MEDICAL  AND  SURGICAL. 


1.  In  clinical  teaching,  we  often  have  occasion  to  point  out,  on  the  surface  of 
the  living  body,  what  may  be  called  u  medical  and  surgical  landmarks."  By 
"landmarks"  we  mean  surface-marks,  such  as  lines,  eminences,  depressions, 
which  are  guides  to,  or  indications  of,  deeper-seated  parts.  This  practice  is  not 
only  most  useful,  but  absolutely  necessary ;  because  many  even  advanced  stu- 
dents of  anatomy  are  not  so  readv  as  they  ought  to  be  in  their  recognition  of 

Earts  when  covered  by  skin.     Students  who  may  be  familiar  enough  with 
ones,  muscles,  bloodvessels,  or  viscera  in  the  dissected  subject,  are  often  sadly 
at  fault  when  they  come  to  put  this  knowledge  into  practice. 

For  instance,  ask  a  student  to  put  his  finger  on  the  exact  place  where  he 
would  feel  for  the  head  of  the  radius,  the  coracoid  process  of  the  scapula,  the 
tubercle  of  the  scaphoid  bone  in  the  foot ;  ask  him  to  compress  effectually  one 
of  the  main  arteries ;  to  chalk  the  line  of  its  course ;  to  map  on  the  chest  the 
position  of  the  heart  and  the  several  valves  at  its  base ;  to  trace  along  the  walls 
of  the  chest  the  outline  of  the  lungs  and  pleura ;  to  point  out  the  bony  promi- 
nences about  the  joints,  and  their  relative  position  in  the  different  motions  of 
the  joints ;  test  him  about  the  muscles  and  tendons  which  can  be  seen  or  felt  as 
they  stand  out  in  relief  or  remain  in  repose ;  let  him  introduce  his  finger  into 
the  several  orifices  of  the  body,  and  say  what  parts  are  accessible  to  the  touch : — 
questions  such  as  these,  even  a  good  anatomist,  unaccustomed  to  deal  with  the 
living  subject,  might  possibly  find  himself  at  a  loss  to  answer. 

2.  Our  main  object,  therefore,  is  to  induce  in  students  the  habit  of  looking  at 
the  living  body  with  anatomical  eyes,  and  with  eyes  too  at  their  fingers'  ends. 
The  value  of  this  habit  cannot  be  too  highly  estimated.  Is  it  not  of  the  utmost 
importance  to  an  operating  surgeon  that  he  should  have  in  his  mind's  eye  the 
various  structures  of  the  body  as  they  lie  grouped,  connected,  and  working 
together  ?  Should  he  not  try  at  least  to  see  them  with  the  same  clearness  and 
accuracy  as  if  they  were  perfectly  transparent? 

Moreover,  the  nabit  of  examining  the  living  body  with  "anatomical  eyes" 
and  "  surgical  fingers"  teaches  the  eye  and  the  hand  to  act  together,  and  trains 
that  delicate  sense  of  touch  which  every  good  surgeon  should  possess. 

This  habit  is  within  easy  reach  of  any  one  who  has  carefully  dissected  for 
himself,  and  acquired  the  knowledge  of  what  to  feel  for.  Plates  will  not  give 
it  him.  Let  a  student  examine  his  own  body  with  a  skeleton  before  him.  Better 
still  that  two  should  work  thus  together,  each  serving  as  a  "  model"  to  the 
other. 

I  would  also  invite  teachers  of  anatomy  to  follow  the  example  of  Sir  C.  Bell, 
who  was  in  the  habit  of  introducing,  from  time  to  time,  a  powerful  muscular 
fellow  to  his  class,  "  in  order  to  show  how  much  of  the  structure  of  the  body, 
58  (  913  ) 
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such  as  the  articulations  and  the  muscles,  might  be  learned  without  actual  dis- 
section."1 

At  the  same  time,  it  is  only  fair  to  say  that  "  landmarks"  cannot  always  be 
defined  with  precision.  A  reasonable  latitude  must  be  allowed  for  natural 
variations  in  different  persons.  Anatomy  obvious  to  the  eye  and  the  finger 
depends  in  great  measure  upon  the  quantity  of  subcutaneous  fat.  In  some  it 
stands  out  beautifully  clear;  in  others  it  is  masked  by  obesity.  Selecting, 
therefore,  for  study  a  moderately  lean  person,  let  us  begin  with  the  head. 

THE  HEAD. 

3.  Scalp ;  its  density. — The  great  toughness  of  the  scalp,  more  especially 
at  the  back  of  the  head,  is  owing  to  its  intimate  connection  with  the  cranial 
aponeurosis,  the  scalp  vessels  and  hair  bulbs  intervening.  This  density  often 
obscures  the  diagnosis  of  tumors  on  the  cranium.  A  tumor  growing  upon  the 
head  may  be  either  above  or  below  the  aponeurosis  of  the  scalp.  If  below,  it 
will  have  a  firm  resisting  feel,  being  bound  down  by  the  aponeurosis.  Never- 
theless its  firmness  and  resistance  may  not  depend  simply  on  its  confinement 
beneath  the  aponeurosis,  but  on  its  having  its  origin  within  the  skull.  Look 
with  suspicion,  then,  on  every  tumor  on  the  head  that  will  not  readily  permit 
you  to  move  it  about,  so  as  to  be  sure  of  its  connections  prior  to  an  attempt  at 
extirpation. 

The  scalp  moves  freely  over  the  pericranium,  to  which  it  is  very  loosely  con- 
nected by  areolar  tissue.  When  suppuration  takes  place  in  this  tissue  free 
incisions  through  the  dense  scalp  must  be  made  to  let  the  pus  out. 

4.  Arteries  Of  Scalp. — The  supra-orbital  artery  can  be  felt  beating  just 
above  the  supra-orbital  notch,  and  traced  for  some  way  up  the  forehead ;  the 
temporal  (anterior  branch)  ascends  tortuously  about  an  inch  and  a  quarter 
behind  the  external  angular  process  of  the  frontal  bone;  the  occipital  can  1h» 
felt  near  the  middle  of  a  line  drawn  from  the  occipital  protuberance  to  the  ma>- 
toid  process ;  the  posterior  auricular,  near  the  apex  of  the  mastoid  process.  All 
these  arteries  can  be  effectually  compressed  against  the  subjacent  bone. 

5.  Skullcap. — The  skullcap  is  rarely  quite  symmetrical.  This  want  of 
symmetry  is  often  obvious.  It  may  occur  in  men  highly  gifted,  as  in  the  cele- 
brated French  anatomist  Bichat.  As  to  shape  and  relative  dimensions,  no  two 
heads  are  exactly  alike,  any  more  than  two  faces.  It  is  beside  my  present  pur- 
pose to  go  into  the  question  of  craniology  more  than  to  say  that,  although  the 
cranium  does  not  exactly  follow  the  brain  in  all  its  eminence  and  depressions  so 
as  to  be  like  a  cast  of  its  surface,  yet  it  certainly  indicates,the  dimensions  of  the 
great  cerebral  masses.  The  frontal  and  parietal  eminences  and  the  occipital 
region  may  be  taken  as  a  general  indication  of  the  development  of  the  corre- 
sponding lobes  of  the  brain.  To  ascertain  the  relative  proportions  of  the**' 
three  regions,  let  a  thread  be  passed  from  one  meatus  auditorius  to  the  other, 
across  the  frontal,  parietal,  and  occipital  eminences  respectively. 

Frontal  Sinuses.— The  "frontal  sinuses"  formed  by  the  separation  of  the 
two  tables  of  the  skull  vary  much  in  size  in  different  persons  and  at  different 
periods  of  life.  This  has  an  important  bearing  on  wounds  of  the  forehead 
and  on  trephining  in  this  situation.  These  "bumps"  do  not  exist  in  children 
because  the  tables  of  the  skull  do  not  begin  to  separate  before  puberty.  From 
an  examination  of  many  skulls  in  the  Hunterian  Museum,  I  find  that  Xhv 
absence  of  the  external  prominence,  even  in  middle  age,  does  not  necessarily 
imply  the  absence  of  the  sinus  itself,  since  it  may  be  formed  by  a  retrocession 
of  the  inner  wall  of  the  skull.     In  old  persons,  as  a  rule,  when  the  sinuses 

1  Some  pertinent  remarks  on  this  subject  have  been  made  by  Mr.  C.  Ileath  in  a  pamphlet 
11  On  Anatomy  in  relation  to  Physic." 
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enlarge,  it  is  by  the  encroachment  of  the  inner  table  on  the  brain-case.  The 
skull  wall  here  follows  the  shrinking  brain.  It  is,  therefore,  important  to  bear 
in  mind  that  an  adult,  and  more  especially  an  elderly  person,  may  have  a  large 
frontal  sinus  without  any  external  indication  of  it. 

Neither  does  a  very  prominent  bump  necessarily  imply  the  existence  of  a 
large  sinus,  or  indeed  of  even  a  small  one.  The  "bump"  may  be  a  mere  heaping 
up  of  bone,  a  degradation,  as  in  some  Australian  skulls. 

Mastoid  Process. — The  same  observations  apply  to  the  air-cells  of  the 
mastoid  process,  which  can  be  felt  behind  the  ear. 

Occipital  Protuberance, — The  occipital  protuberance,  the  superior  curved 
line  and  crest,  can  be  distinctly  felt  at  the  back  of  the  head.  The  protuberance 
is  always  the  thickest  part  of  the  skullcap,  and  more  proinineAt  in  some  than 
in  others. 

The  posterior  inferior  angle  of  the  parietal  bone,  grooved  by  the  lateral  sinuses, 
is  on  a  level  with  the  zygoma,  and  a  trifle  more  than  one  inch  behind  the  front 
border  of  the  mastoid  process. 

Lines  of  Cerebral  SinU8e8.— A  line  drawn  over  the  head  from  the  root  of 
the  nose  to  the  occipital  protuberance  corresponds  with  the  superior  longitudinal 
sinus.  Another  line  drawn  from  the  occipital  protuberance  to  the  front  border 
of  the  mastoid  process  corresponds  with  a  part  of  the  lateral  sinus. 

Middle  Meningeal  Artery. — The  trunk  of  the  middle  meningeal  artery 
runs  along  the  anterior  inferior  angle  of  the  parietal  bone,  about  one  inch  and 
a  half  behind,  and  half  an  inch  above,  the  external  angular  process  of  the 
frontal. 

A  straight  line  drawn  from  the  front  of  one  mastoid  process  to  the  other 
would  pass  through  the  middle  of  the  condyles  of  the  occiput,  showing  how 
nearly  the  skull  is  balanced  on  the  top  of  the  spine  in  the  erect  posture. 

6.  Thickness  of  Skullcap. — The  average  thickness  of  the  cap  of  an  adult 
skull  is  about  £  of  an  inch.  The  thickest  part  is  at  the  occipital  protuberance, 
where  it  is  often  |  of  an  inch  or  more,  even  in  an  otherwise  thin  skull.  The 
thinnest  part  is  at  the  temple,  where  it  may  be  almost  as  thin  as  parchment. 

Every  one  in  the  habit  of  making  post-mortem  examinations  knows  how 
much  the  skullcap  differs  in  thickness  in  different  persons  and  in  different 
parts  of  the  same  skull.  In  old  persons  it  is  often  in  some  parts  not  thicker 
than  a  shilling,  owing  to  absorption  of  the  diplde.  Another  point  of  interest  is 
that  the  inner  plane  of  the  cap  does  not  always  correspond  with  the  outer. 
Hence,  in  applying  the  trephine  this  is  not  a  bad  rule — "  Think  you  are  opera- 
ting on  the  thinnest  skull  ever  seen,  and  thinner  in  one  half  of  the  circle  than 
the  other." 

7.  Levels  of  the  Brain. — The  level  of  the  anterior  lobes  in  front  corresponds 
with  a  straight  line  drawn  across  the  forehead,  from  the  narrowest  part  of  the 
temporal  ridge  on  each  side,  easily  felt  just  above  the  external  angular  process 
of  the  frontal  bone.  The  lower  level  of  the  anterior  and  middle  lobes  of  the 
cerebrum  corresponds  with  a  line  drawn  from  the  external  angular  process  of 
the  frontal  bone  to  the  upper  part  of  the  meatus  auditorius.  Another  line 
drawn  from  the  meatus  to  the  occipital  protuberance  corresponds  with  the  lower 
level  of  the  posterior  lobe.  The  lower  level  of  the  cerebellum  cannot  be  defined 
by  external  examination.  It  depends  upon  the  extent  to  which  the  occipital 
fossae  bulge  into  the  neck ;  and  this  bulge  varies  in  different  skulls. 
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8.  The  approaches  to  the  organs  of  the  senses,  their  ever-varying  expression, 
their  numerous  muscles,  and  their  rich  profusion  of  vessels  and  nerves,  give 
the  face  great  anatomical  importance,  which  has  a  most  valuable  bearing,  not 
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only  on  the  practice  of  surgery,  but  on  the  physiognomy  of  health,  and  in  the 
diagnosis  of  disease. 

9.  Foramina  for  Branches  of  5th  Nerve. — As  a  surgeon  may  be  called 

upon  to  divide  either  of  the  three  branches  of  the  fifth  nerve  upon  the  face,  he 
looks  with  interest  to  the  precise  situations  where  they  leave  their  bony  foramina 
with  their  corresponding  arteries.  The  supra-orbital  notch  or  foramen  can  be 
felt  about  the  junction  of  the  inner  with  the  middle  third  of  the  supra-orbital 
margin.  From  this  point  a  perpendicular  line  drawn  with  a  slight  inclination 
outwards,  so  as  to  cross  the  interval  between  the  two  bicuspid  teeth  in  both 
jaws,  passes  over  the  infra-orbital  and  the  mental  foramina.  The  direction  of 
these  two  lower  foramina  looks  towards  the  angle  of  the  nose. 

10.  Pulley  for  Superior  Oblique  Muscle.  —  Bv  pressing  the  thumb 

beneath  the  internal  angular  process  of  the  frontal  bone,  the  cartilaginous 
pulley  of  the  superior  oblique  muscle  can  be  distinctly  felt.  We  should  be 
careful  not  to  interfere  with  this  pulley  in  any  operation  about  the  orbit. 

11.  Lower  Jaw. — The  working  of  the  condyle  of  the  jaw  vertically  and 
from  side  to  side  can  be  distinctly  felt  in  front  of  the  ear.  When  the  mouth  is 
opened  wide,  the  condyle  advances  out  of  the  glenoid  cavity  on  to  the  eminentia 
articularis,  and  returns  into  its  socket  when  the  mouth  is  shut.  The  muscle 
which  causes  this  advance  is  the  external  pterygoid ;  and  the  object  of  it  is  to 
give  the  jaw  a  greater  freedom  of  grinding  motion. 

The  posterior  margin  of  the  ramus  of  the  lower  jaw  corresponds  with  a  line 
drawn  from  the  condyle  to  the  angle.  In  opening  abscesses  in  the  parotid  region, 
the  knife  should  not  be  introduced  behind  this  line  for  fear  of  wounding  the 
external  carotid  artery.  Punctures  to  any  depth  may  be  safely  made  in  front 
of  it.  They  are  often  necessary  where  inflammation  of  the  parotid  gland  ensues 
after  eruptive  fevers,  and  runs  on  to  suppuration.  The  swelling,  tension,  and 
pain  are  most  distressing.  Owing  to  the  fibrous  framework  of  the  gland,  the 
matter  is  not  circumscribed,  but  diffused.  One  puncture  is  not  enough.  Three 
or  more  may  be  requisite.  The  blade  of  the  knife  should  be  held  horizontally, 
so  as  to  be  less  likely  to  injure  the  branches  of  the  facial  nerve.  We  are  not  to 
be  disappointed  if  no  matter  flows.  The  punctures  give  relief,  and  matter  will 
exude  the  next  day. 

12.  Parotid  Duet. — A  line  drawn  from  the  bottom  of  the  lobe  of  the  ear 
to  midway  between  the  nose  and  the  mouth  gives  the  course  of  the  parotid  duct. 
Opposite  the  second  upper  molar,  the  duct  opens  by  a  papilla  into  the  mouth. 
The  branch  of  the  portio  dura  which  supplies  the  buccinator  runs  with  the  duct. 

13.  Temporal,  and  Facial  Arteries. — The  pulsation  of  the  trunk  of  the 

temporal  artery  can  be  felt,  between  the  root  of  tne  zygoma  and  the  ear.  The 
facial  artery  can  be  distinctly  felt  as  it  passes  over  the  body  of  the  jaw  at  the 
anterior  edge  of  the  masseter ;  again  near  the  corner  of  the  mouth  close  to  the 
mucous  membrane ;  and,  lastly,  by  the  side  of  the  ala  nasi,  up  to  the  inner  side 
of  the  tendo  oculi.  By  holding  the  lips  between  the  finger  and  thumb  the  coro- 
nary arteries  are  felt  under  the  mucous  membrane.  The  facial  vein  does  not 
accompany  the  tortuous  artery,  but  runs  a  straight  course  from  the  inner  angle 
of  the  eye  to  the  front  border  of  the  masseter,  just  behind  the  artery. 

14..  Eyelids  and  Eyes. — The  opening  between  the  eyelids  varies  in  size  in 
different  persons ;  hence  more  of  the  eyeball  is  seen  in  some  than  in  others,  and 
the  eye  appears  larger.  Although  human  eyes  do  vary  a  little  in  size,  yet  the 
actual  difference  is  by  no  means  so  great  as  is  generally  supposed.  The  size  of 
the  fissure*  has  much  to  do  with  the  apparent  size  of  the  eye.  Contrast  the 
narrow  fissure*  of  the  Chinese  and  Mongolian  races,  and  the  apparent  smallness 
of  their  eyes  as  compared  with  Europeans.  As  a  rule  the  external  angle  of  the 
lid  is  higher  than  the  internal.  When  not  exaggerated,  it  gives  the  face  an  arch 
and  pleasing  expression. 

Evert  the  lias  to  see  the  Meibomian  glands;  observe  their  perpendicular 
arrangement,  in  the  substance  of  the  tarsal  cartilages. 
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The  free  borders  of  the  lids  are  not  bevelled,  as  described  by  J.  L.  Petit  and 
most  anatomists,  "  so  as  to  form  with  the  globe  of  the  closed  eye  a  triangular 
canal  for  the  flow  of  the  tears."  On  the  contrary,  it  is  easily  seen  that  the  lid 
margins,  when  closed,  come  into  accurate  contact.  Their  plane  is  not  exactly 
horizontal,  but  slightly  inclined  upwards. 

Every  time  the  eye  is  shut,  the  ball  moves  upwards  and  inwards,  so  that  the 
cornea  is  completely  covered  by  the  upper  lid.  This  may  be  well  seen  by 
raising  the  lid  of  a  sleeping  infant ;  also  in  cases  of  low  fever  when  the  lid  is 
not  completely  closed.  This  upturning  of  the  eye  obviously  clears  the  cornea, 
and  protects  it  from  the  light. 

A  careful  examination  of  the  motion  of  the  lower  lid  in  the  act  of  shutting 
the  eye  proves  that  it  is  a  double  motion.  The  lid  is  not  only  slightly  raised, 
but  drawn  inwards  about  ^f  of  an  inch.  This  second  movement  sweeps  any 
particles  of  dust  as  well  as  moisture  towards  the  inner  canthus. 

15.  Functa  Lacrymalia. — The  puncta  lacrjunalia  are  distinctly  visible 
at  the  inner  angles  of  the  lids.  The  lower  punctum  is  larger  and  a  little  more 
external  than  the  upper,  so  that  they  are  not  exactly  opposite.  The  direction, 
too,  of  the  puncta  deserves  notice.  Their  open  mouths  look  a  little  backwards, 
ready  to  imbibe  the  tears.  When  their  proper  bearing  is  lost,  as  in  facial 
paralysis  or  a  cicatrix  near  the  lid,  the  tears  overflow  the  cheek.  The  length 
of  the  lachrymal  canals  is  from  three  to  four  lines.  The  lower  is  a  little  shorter 
and  wider  than  the  upper.  As  they  both  make  a  little  angle  in  their  course, 
soon  after  their  orifices,  the  lids  should  be  drawn  outwards  to  straighten  them 
when  we  introduce  a  probe. 

16.  Lachrymal  Sao. — To  find  the  lachrymal  sac,  draw  outwards  the  eyelids 
to  tighten  the  tendo  oculi,  which  crosses  the  sac  a  little  above  its  middle.  A 
knife  introduced  just  below  the  tendon  close  to  the  edge  of  the  orbit  would  enter 
the  sac.  The  angular  artery  and  vein  would  be  on  the  inner  side  of  the  incision. 
A  probe  directed  in  a  line  with  the  inner  edge  of  the  orbit,  t.  e.  downwards, 
outwards,  and  backwards,  would  traverse  the  nasal  duct,  and  appear  in  the 
inferior  meatus  of  the  nose. 

The  tendo  oculi  serves  many  purposes  besides  giving  attachment  to  the  carti- 
lages and  muscles  of  the  lids.  One  purpose  is  said  to  oe  to  pump  the  tears  into 
the  lachrymal  sac.  Place  a  finger  on  the  tendon,  and  feel  that  it  tightens  every 
time  the  lids  are  closed.  The  tendon,  being  intimately  connected  to  the  sac, 
draws,  as  it  tightens,  the  sac  wall  outwards  and  forwards,  and  in  this  way  it 
may  pump  along  the  lachrymal  canals  any  fluid  collected  at  the  angle  of  the  eye. 

17.  Nasal  Duct. — The  nasal  duct  is  from  six  to  eight  lines  long,  and  nar- 
rowest in  the  middle  of  its  course.  Its  termination  in  the  inferior  meatus  lies 
under  the  inferior  spongy  bone,  about  a  quarter  of  an  inch  behind  the  bony  edge 
of  the  nostril.  The  appearance  of  the  orifice  in  the  dry  bone  conveys  no  idea 
of  its  size  and  shape  in  life ;  for  it  is  diminished  by  a  valve-like  fold  of  mucous 
membrane,  so  that  it  becomes,  in  most  cases,  a  mere  slit,  not  exceeding  a  line 
in  diameter. 

The  facility  with  which  instruments  can  be  introduced  into  the  nasal  opening 
of  the  duct  depends  upon  its  position  as  well  as  its  size.  This  position  varies  in 
different  instances.  Sometimes  it  opens  directly  into  the  roof  of  the  inferior 
meatus,  in  which  case  the  hole  is  large  and  round,  so  that  tears  readily  run  into 
the  nose.  In  other  instances  the  opening  is  situated  on  the  outer  wall  of  the 
meatus,  and  is  then  always  such  a  narrow  fissure  as  to  be  hardly  discernible. 
The  practical  conclusion  then  is,  that  a  probe  can  be  easily  introduced  when 
the  opening  is  in  the  roof  of  the  meatus,  but  not  without  difficulty  and  lacera- 
tion of  the  mucous  membrane  when  on  the  outer  wall.  This  difficulty  indeed 
may  be  increased  by  the  narrowness  of  the  meatus,  arising  from  an  unusual 
curvature  of  the  spongy  bone. 

18.  Nose  and  Nasal  Cavities —The  line  where  the  cartilages  of  the  nose 
are  attached  to  the  nasal  and  superior  maxillary  bones  can  be  traced  with  pre- 
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cision.  The  close  connection  of  the  skin  to  the  cartilages  admits  of  no  stretching ; 
hence  the  acute  pain  felt  in  erysipelas  and  boils  on  the  nose.  The  external 
aperture  of  the  nose  is  always  placed  a  little  lower  than  the  floor  of  the  nostril, 
so  that  the  nose  must  be  pulled  up  before  we  can  inspect  its  cavities. 

Looking  into  the  nostrils,  we  rind  that  the  left  is,  in  the  majority  of  cases, 
narrower  than  the  right,  owing  to  an  inclination  of  the  septum  towards  the  left. 
A  communication  sometimes  exists  between  them,  through  a  hole  in  the  septum, 
as  was  the  case  in  the  celebrated  anatomist  Hildebrandt.  By  dilating  the  aire 
nasi,  we  can  get  a  view  of  the  end  of  the  inferior  spongy  bone.  The  middle 
spongy  bone  cannot  be  seen :  its  attachment  to  the  ethmoid  is  high  up,  nearly 
opposite  the  tendo  ocnli.  The  cavities  are  so  much  narrowed  transversely  by 
the  spongy  bones,  that  in  the  extraction  of  polypi  it  is  better  to  dilate  the  blades 
of  the  forceps  perpendicularly,  and  near  the  septum. 

19.  Mouth. — What  can  be  seen  and  felt  through  the  mouth?  The  upper 
surface  of  the  tongue,  "speculum  primarum  viarum?  is  a  study  in  itself.  We 
notice,  on  its  under  surface,  a  median  furrow,  on  each  side  of  which  stands  out 
the  ranine  vein,  lying  upon  the  prominent  fibres  of  the  lingualis.  On  the  floor 
of  the  mouth  is  the  ufrenum  linguae,"  in  the  middle  line,  with  the  orifices  of 
the  ducts  of  the  submaxillary  glands  on  each  side  of  it.  The  glands  themselves 
can  be  felt  immediately  beneath  the  mucous  membrane. 

We  can  feel  the  attachment  of  the  "  genio-hyo-glossi"  behind  the  symphysis 
of  the  jaw.  The  division  of  this  attachment  would  enable  a  surgeon  to  draw 
the  tongue  more  freely  out  of  the  mouth  in  any  attempt  to  remove  carcinoma 
extending  far  back  into  its  root. 

There  is  great  difference  in  the  shape  of  the  hard  palate:  this  difference 
depends  upon  the  depth  of  the  alveolar  processes.  In  some  it  forms  a  broad 
arch ;  in  others  it  is  narrow,  and  rises  almost  to  a  point  like  a  Gothic  arch,  and 
materially  impairs  the  tone  of  the  voice. 

Throat. — To  examine  the  throat  well,  the  nose  should  be  held  so  as  to  com- 
pel breathing  through  the  mouth.  Thus  the  soft  palate  will  be  raised,  the 
palatine  arches  widened,  and  the  tonsils  and  the  back  of  the  pharynx  fairly 
exposed.  Pressing  the  tongue  downwards,  provided  it  be  done  very  gently,  is 
also  of  advantage.  Rude  treatment  the  tongue  would  resist.  The  forefinger 
can  be  passed  into  the  throat  as  low  as  the  bottom  of  the  cricoid  cartilage,  and 
thus  search  the  pharynx  down  to  the  top  of  the  oesophagus,  and  the  hyoid  space 
(on  each  side)  where  foreign  bodies  are  so  apt  to  lodge.  In  introducing  a  stom- 
ach pump,  the  finger  should  keep  the  instrument  well  against  the  back  of  the 
pharynx  so  as  to  prevent  its  slipping  into  the  larynx. 

Put  the  finger  into  the  mouth,  and  feel  the  anterior  border  of  the  coronoid 
process  of  the  jaw.  On  the  inner  side  of  this  process,  between  it  and  the  tube- 
rosity of  the  upper  jaw,  is  a  recess,  where  a  deeply-seated  temporal  abscess 
might  burst,  or  might  be  opened.  Behind  the  last  molar  tooth  of  the  upper 
jaw  we  can  distinctly  feel  the  hamular  process  of  the  sphenoid  bone;  also  the 
lower  part  of  the  pterygoid  fossa,  and  the  internal  pterygoid  plate.  Behind, 
and  on  the  outer  side  of  the  last  molar,  can  be  felt  part  of  the  back  of  the  antrum 
and  of  the  lower  part  of  the  external  pterygoid  plate. 

On  the  roof  of  the  mouth  we  can  feel  the  pulsation  of  the  posterior  palatine 
artery.  Hemorrhage  from  this  vessel  can  be  arrested  by  plugging  the  orifice  of 
the  canal,  which  lies  (not  far  from  the  surface)  on  the  inner  side  of  the  last 
molar,  about  \  of  an  inch  in  front  of  the  hamular  process. 

When  the  mouth  is  wide  open,  the  pterygo-maxillary  ligament  forms  a  prom- 
inent fold  readily  seen  and  felt  beneath  the  mucous  membrane,  behind  the  last 
molar  teeth.  A  little  below  the  attachment  of  this  ligament  to  the  lower  jaw 
we  can  easily  feel  the  gustatory  nerve,  as  it  runs  close  to  the  bone  below  the 
last  molar  tooth.  The  exact  position  of  the  nerve  can  be  ascertained  in  one's 
own  person  by  the  acute  pain  on  pressure.    A  division  of  the  nerve,  easily 
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effected  by  a  small  incision  in  the  right  place,  gives  much  temporary  relief  in 
cases  of  advanced  carcinoma  of  the  tongue. 

To  feed  a  patient  in  spasmodic  closure  of  the  jaw,  it  is  well  to  know  that 
there  exists  behind  the  last  molar  teeth  a  space  sufficient  for  the  passage  of  a 
small  tube. 

Antrum. — Lift  up  the  upper  lip  and  examine  the  front  wall  of  the  antrum. 
The  proper  place  in  which  to  tap  it  is  above  the  second  bicuspid  tooth,  about 
one  inch  above  the  margin  of  the  gum. 

20.  Posterior  Naree. — A  surgeon's  finger  should  be  familiar  with  the  feel 
of  the  posterior  nares,  and  of  all  that  is  within  reach  behind  the  soft  palate. 
This  is  important  in  relation  to  the  attachment  of  polypi,  to  plugging  the  nos- 
trils, and  the  proper  size  of  the  plug.  In  the  examination  of  this  part  of  the 
back  of  the  throat  it  is  necessary  to  throw  the  head  well  back,  because,  in  this 
position,  nearly  all  the  pharynx  m  front  of  the  basilar  process  comes  down  below 
the  level  of  the  hard  palate,  and  can  be  seen  as  well  as  felt.  But  when  the 
skull  is  horizontal,  t.  *.,  at  a  right  angle  with  the  spine,  the  hard  palate  is  on  a 
level  with  the  margin  of  the  foramen  magnum,  and  the  parts  covering  the  ba- 
silar process  are  concealed  from  view. 

The  head,  then,  being  well  back,  introduce  the  forefinger  behind  the  soft 
palate,  and  turn  it  up  towards  the  base  of  the  skull.  You  feel  the  strong  grip 
of  the  superior  constrictor.  Hooking  the  finger  well  forwards,  you  can  feel  the 
contour  of  the  posterior  nares.  Their  size  depends  upon  the  anterior,  but  rarely 
exceeds  a  small  inch  in  the  long  diameter,  and  a  small  half-inch  in  the  short. 
The  plug  for  the  posterior  nares  should  not  be  larger  than  this.  Their  plane  is 
not  perpendicular,  but  slopes  a  little  forwards.  You  can  feel  the  septum  formed 
by  the  vomer,  and  also  the  posterior  end  of  the  inferior  spongy  bone  in  each 
nostril. 

21.  Tonsils. — Before  taking  leave  of  the  throat,  look  well  at  the  position  of 
the  tonsils  between  the  anterior  and  posterior  half  arches  of  the  palate.  In  a 
healthy  state  they  should  not  project  beyond  the  level  of  these  arches.  In  all 
operations  upon  the  tonsils,  we  should  remember  the  close  proximity  of  the 
internal  carotid  artery  to  their  outer  side.  .  Nothing  intervenes  but  the  pharyn- 
geal aponeurosis,  and  the  superior  constrictor  of  the  pharynx.  Hence  the  rule 
in  operating  on  the  tonsils  always  to  keep  the  point  of  the  knife  inwards. 

In  troublesome  hemorrhage  from  the  tonsils,  after  an  incision  or  removal,  it 
is  well  to  know  that  they  are  accessible  to  pressure  if  necessary  by  means  of  a 
padded  stick,  or  even  a  finger. 

22.  Features, — A  word  or  two  on  the  lines  of  the  face  as  indicative  of  ex- 
pression. Every  one  pays  unconscious  homage  to  the  study  of  physiognomy, 
when,  scanning  the  features  of  a  stranger,  he  draws  conclusions  concerning  his 
intelligence,  disposition,  and  character.  Without  discussing  how  much  physiog- 
nomy is  really  worth,  there  can  be  no  doubt  that  it  is  a  mistake  to  place  it  in 
the  same  category  as  phrenology,  since  the  latter  lacks  that  sound  basis  of 
physiology  which  no  one  can  deny  to  the  former. 

The  muscles  of  the  features  are  generally  described  as  arising  from  the  bony 
fabric  of  the  face,  and  as  inserted  into  the'nose,  corners  of  the  mouth,  and  the 
lips.  But  this  gives  a  very  inadequate  idea  of  their  true  insertion.  They  drop 
fibres  into  the  skin  all  along  their  course,  so  that  there  is  hardly  a  point  of  the 
face  which  has  not  its  little  fibre  to  move  it.  The  habitual  recurrence  of  good 
or  evil  thoughts,  the  indulgence  in  particular  modes  of  life,  call  into  play  corre- 
sponding sets  of  muscles  which,  by  producing  folds  and  wrinkles,  give  a  perma- 
nent cast  to  the  features,  and  speak  a  language  which  all  can  understand,  and 
rarely  misleads.  Schiller  puts  this  well  when  he  says  that  "it  is  an  admirable 
proof  of  infinite  wisdom  that  what  is  noble  and  beneVolent  beautifies  the  human 
countenance ;  what  is  base  and  hateful  imprints  upon  it  a  revolting  expression." 
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THE  NECK. 

23.  Subcutaneous  Veins. — Notice  first  the  direction  of  the  subcutaneous 
veins.  The  chief  subcutaneous  vein  is  the  external  jugular.  Its  course  corre- 
sponds with  a  line  drawn  from  the  angle  of  the  jaw  to  the  middle  of  the  clavicle, 
where  it  joins  the  subclavian.  It  is  made  more  prominent  by  putting  the 
sterno-mastoid  into  action,  or  gentle  pressure  on  the  lower  end  of  the  vein.  It 
is  exceptionally  joined  by  a  branch  which  runs  over  the  clavicle,  and  is  termed 
"jugulo-cephalic."  The  anterior  jugular  generally  runs  along  the  front  border 
of  the  sterno-mastoid. 

24.  Parts  in  Central  Line.  Os-hy oides. — Immediately  below  and  nearly 
on  a  level  with  the  lower  jaw  we  feel  the  body  of  the  os-hyoides,  and  can  trace 
backwards  on  each  side  the  whole  length  of  the  cornua.  They  might  easily  be 
broken  by  the  grasp  of  a  garotter.  Below  the  body  of  the  os-hyoides  is  the 
gap  above  the  thyroid  cartilage.  This  gap  corresponds  with  the  anteriorly 
thyro-hyoid  ligament  and  the  apex  of  the  epiglottis:  so  that  in  cases  of  cut 
throat  in  this  situation,  nearly  the  whole  of  the  epiglottis  lies  above  the  wound. 

Thyroid  Cartilage. — The  projection  and  depth  of  the  notch  in  the  thyroid 
cartilage,  or  "pomum  Adami,"  varies  in  different  persons.  Between  the  notch 
and  the  hyoid  bone  there  is  a  large  bursa,  to  facilitate  the  play  of  the  cartilage 
beneath  the  bone  in  deglutition.  The  notch  does  not  appear  till  puberty,  and 
is,  throughout  life,  much  less  distinct  in  the  female  than  the  male.  The  finger 
can  trace  the  upper  borders  and  cornua  of  the  thyroid  cartilage:  its  lower 
cornua  can  be  felt  by  the  side  of  the  cricoid. 

On  each  side  of  the  thyroid  cartilage  we  can  recognize  the  lateral  lobes  of  the 
thyroid  gland.  On  the  upper  and  front  part  of  the  gland  we  can  distinctly  feel 
the  pulsation  of  the  superior  thyroid  artery.  This  pulsation,  coupled  with  the 
fact  that  the  gland  rises  and  falls  with  the  larynx  in  deglutition,  is  the  best 
distinction  between  a  bronchocele  and  other  tumors  resembling  it. 

Below  the  angle  of  the  thyroid  cartilage  we  feel  the  interval  between  it  and 
the  cricoid,  which  is  occupied  hy  the  crico-thyroid  membrane.  In  laryngotomy 
we  cut  through  this  membrane  transversely  close  to  the  upper  edge  of  the  cri- 
coid cartilage,  in  order  that  the  incision  may  be  as  far  as  possible  from  the 
attachment  of  the  vocal  cords. 

25.  Cricoid  Cartilage. — The  projection  of  the  cricoid  cartilage  is  a  point  of 
great  interest  to  the  surgeon,  because  it  is  his  chief  guide  in  opening  the  air- 
passages,  and  can  always  be  felt  even  in  infants,  however  young  or  fat.  It 
corresponds  to  the  interval  between  the  fifth  and  sixth  cervical  vertebrae.  The 
commencement  of  the  oesophagus  lies  behind  it:  here,  therefore,  a  foreign  sub- 
stance too  large  to  be  swallowed  would  probably  lodge,  and  might  be  felt  ex- 
ternally. 

Again,  a  transverse  line  drawn  from  the  cricoid  cartilage  horizontally  across 
the  neck  would  pass  over  the  spot  where  the  omo-hyoid  crosses  the  common 
carotid.    Just  above  this  spot  is  the  most  convenient  place  for  tying  the  arterv. 

26.  Those  who  have  not  directed  their  attention  to  the  subject  are  hardly 
aware  what  a  little  distance  there  is  between  the  cricoid  cartilage  and  the  upper 
part  of  the  sternum.  In  a  person  of  the  average  height  sitting  with  the  neck 
in  an  easy  position,  the  distance  is  barely  one  inch  and  a  half.  When  the  neck 
is  well  stretched,  about  three-quarters  of  an  inch  more  is  gained.  Thus,  we 
have  (generally)  not  more  than  seven  or  eight  rings  of  the  trachea  above  the 
sternum.  None  of  these  rings  can  be  felt  externally.  The  second,  third,  and 
fourth  are  covered  by  the  isthmus  of  the  thyroid  gland.  The  trachea,  it  should 
be  remembered,  recedes  from  the  surface  more  and  more  as  it  descends,  so  that, 
just  above  the  sternum  in  a  short,  fat-necked  adult,  the  front  of  the  trachea 
would  be  quite  one  inch  and  a  half  from  the  skin. 
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27.  Trachea, — In  the  dead  subject  nothing  is  more  easy  than  to  open  the 
trachea :  in  the  living,  no  operation  may  be  attended  with  greater  difficulties. 
In  urgent  dyspnoea  you  must  expect  to  find  the  patient  with  his  head  bent  for- 
wards, and  the  chin  dropped,  to  relax  as  much  as  possible  the  parts.  On  raising 
his  head,  a  paroxysm  of  dyspnoea  is  almost  sure  to  come  on,  threatening  instant 
suffocation.  The  elevator  and  depressor  muscles  draw  the  trachea  and  larynx 
up  and  down  with  a  rapidity  and  a  force  which  may  bring  the  cricoid  cartilage 
within  half  an  inch  of  the  sternum.  The  great  thyroid  veins  which  descend  in 
front  of  the  trachea  are  sure  to  be  distended.  There  may  be  a  middle  thyroid 
artery.  In  children  the  lobes  of  the  thymus  may  extend  up  in  front  of  the 
trachea,  and  the  left  vena  innominata  may  cross  it  unusually  high.  Thus  the 
air-tube  may  be  covered  by  important  parts  which  ought  not  to  be  cut.  Con- 
sidering all  these  possible  complications,  the  least  difficult  and  the  best  mode  of 
proceeding  is  to  open  the  trachea  just  below  the  cricoid  cartilage ;  and  if  more 
room  be  requisite,  to  pull  down  the  isthmus  of  the  thyroid  gland,  or  (in  children) 
divide  the  cricoid  itself.  It  is  important  that  all  the  incisions  be  made  strictly 
in  the  middle  line,  the  "  line  of  safety." 

28.  Sterno-mastoid  Muscle. — The  sterno- mastoid  muscle  is  the  great  surgi- 
cal landmark  of  the  neck.  It  stands  out  in  bold  relief  when  the  head  turns 
towards  the  opposite  shoulder.  Its  inner  border  overlaps  the  common  carotid, 
which  can  be  easily  compressed  for  a  short  time  against  the  spine  about  the 
level  of  the  cricoid  cartilage.  The  artery  extends  (generally)  as  high  as  the 
upper  border  of  the  thyroid  cartilage,  ana  corresponds  with  a  line  drawn  from 
the  sterno-clavicular  joint  to  midway  between  the  angle  of  the  jaw  and  the 
mastoid  process. 

Between  the  sternal  origins  of  the  sterno-mastoid  is  the  fossa  above  the  ster- 
num, more  or  less  perceptible  in  different  necks.  As  it  heaves  and  sinks  alter- 
nately, especially  in  distressed  breathing,  it  was  called  by  the  old  anatomists 
"  fonticulus  gutturis."  In  beautiful  necks,  as  seen  in  the  "  Venus,"  it  is  filled 
up  by  fat. 

Notice  the  interval  between  the  sternal  and  clavicular  origins  of  the  sterno- 
mastoid.  A  knife  introduced  a  very  little  way  into  this  interval  would  wound, 
slanting  inwards,  the  common  carotid,  slanting  outwards,  the  internal  jugular 
vein.  These  facts  are  of  importance  in  performing  the  subcutaneous  section  of 
the  tendon  of  this  muscle. 

29.  Sterno-clavicular  Joint. — Many  important  parts  lie  behind  the  sterno- 
clavicular joint.  There  is  the  commencement  of  the  vena  innominata ;  behind 
this  comes  the  division  of  the  arteria  innominata  on  the  right  side,  and  the 
common  carotid  on  the  left.  Deeper  still,  the  apex  of  the  lung  rises  into  the 
neck. 

In  a  child  the  arteria  innominata  often  lies  in  front  of  the  trachea  and  divides 
a  little  higher  than  the  joint :  a  point  to  be  remembered  in  tracheotomy  (27). 

80.  Apex  of  Lung  in  the  Neck. — The  extent  to  which  the  apex  of  the 
lung  rises  into  the  neck  is  greater  than  is  generally  supposed.  Many  observa- 
tions in  reference  to  this  point  lead  to  the  conclusion  that  the  lung  rises  behind 
the  sterno-mastoid,  on  an  average,  one  inch  and  a  half  above  the  clavicle ;  in 
persons  with  long  necks,  as  much  as  two  inches.  The  apex  of  the  lung  and 
pleura  is  covered  by  the  clavicular  origin  of  the  sterno-mastoid,  the  sterno- 
thyroid, and  a  part  of  the  scalenus  anticus.  It  is  also  crossed  by  the  subclavian 
vessels  in  the  first  part  of  their  course.  As  this  cervical  portion  of  lung  is 
peculiarly  liable  to  tubercular  disease,  it  should  always  be  carefully  examined. 
Its  condition  may  be  ascertained  by  percussion  on  theclavicle. 

81.  Supraclavicular  Fossa. — The  hollow  above  the  clavicle,  between  the 
sterno-mastoid  and  the  trapezius,  is  very  manifest  in  emaciation  and  old  age. 
Notice  the  termination  here  of  the  external  jugular  vein.  In  some  necks  only 
a  small  depression  is  visible,  particularly  when  the  trapezius  has  a  broad  inser- 
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tion  into  the  clavicle,  and  comes  well  forwards,  so  that  its  front  border  gives  a 
graceful  contour  to  the  base  of  the  neck. 

32.  Subclavian  Artery. — In  the  supra-clavicular  fossa,  near  the  outer 
border  of  the  sterno-mastoid,  and  about  one  inch  above  the  clavicle,  we  feel  the 
pulsation  of  the  subclavian  artery.  Here  the  artery  lies  upon  the  first  rib,  and 
can  be  effectually  compressed.  A  little  pressure  is  sufficient.  But  the  pressure 
must  be  made  in  the  right  direction,  or  the  artery  will  be  pressed  off  the  rib 
instead  of  against  it.  The  plane  of  the  rib  is  such,  that  the  pressure,  to  be 
effectual,  must  be  made  in  a  direction  downwards  and  a  little  inwards.  It  is 
best  to  stand  behind  the  shoulder  and  make  the  pressure  with  the  thumb. 

It  is  worth  remembering  that  the  outer  border  of  the  sterno-mastoid  corre- 
sponds pretty  nearly  with  the  outer  edge  of  the  scalenus  anticus,  which  is  the 
surgical  guide  to  the  subclavian  artery. 

By  pressing  deeply  at  the  upper  part  of  the  supra-clavicular  fossa,  the  trans- 
verse process  of  the  seventh  cervical  vertebra  can  be  distinctly  felt. 

In  long  and  thin  necks,  a  thin  cord  is  perceptible,  running  nearly  parallel 
with  and  just  above  the  clavicle.  It  is  the  posterior  bellv  of  the  omo-hyoideus. 
See  it  rising  and  falling  in  breathing,  and  making  tense  during  inspiration  that 
part  of  the  cervical  fascia  which  lies  over  the  cervical  portion  of  the  lung.  Thus 
it  may  be  said  to  be  in  all  respects  a  muscle  of  inspiration,  co-operating  with 
the  sterno-mastoid  and  scaleni.  In  the  language  of  transcendental  anatomy,  we 
may  say  that  the  central  tendon  of  the  omo-hyoid  represents  a  rudimentary 
cervical  rib.  Its  posterior  belly  is  analogous  to  a  serration  of  the  serratus  mag- 
nus;  its  anterior  belly  to  a  sterno-hyoid. 


THE  CHEST. 

83.  As  a  rule,  the  right  half  of  the  chest  is  slightly  larger  than  the  left.  Of 
ninety-two  persons  of  the  male  sex  and  good  constitutions,  seventy-one  had  the 
right  side  tne  larger;  eleven  the  left;  ten  had  both  sides  equal.  The  maximum 
of  difference  in  favor  of  the  right  was  1 J  inch.  The  measurements  were  made 
on  a  plane  with  the  nipple. 

34.  Peculiarities  in  the  Female. — The  chest  of  the  female  differs  from 
that  of  the  male  in  the  following  points: — Its  general  capacity  is  less;  the 
sternum  is  shorter;  the  upper  opening  is  larger  in  proportion  to  the  lower;  the 
upper  ribs  are  more  movable,  and  therefore  permit  a  greater  enlargement  of  the 
chest  at  its  upper  part,  in  adaptation  to  the  requirements  of  pregnancy. 

85.  The  top  of  the  sternum  is  on  a  level  with  the  second  dorsal  vertebra; 
and  the  available  space  between  the  top  of  the  sternum  and  the  spine  is  hardly 
more  than  two  inches.1 

86.  Farts  behind  first  Bone  of  Sternum — There  is  little  or  no  lung  behind 
the  first  bone  of  the  sternum,  the  space  being  occupied  by  the  trachea  and  large 
vessel  as  follows : — 

The  left  vena  innominata  crosses  the  sternum  just  below  the  upper  border. 
Next  come  the  great  primary  branches  of  the  arch  of  the  aorta.     Deeper  still  is 
the  trachea  dividing  intoits  two  bronchi  opposite  the  junction  of  the  first  and' 
second  bones  of  the  sternum.     Deepest  of  all  is  the  oesophagus. 

About  one  inch  from  the  upper  border  of  the  sternum  is  the  highest  part  of 
the  arch  of  the  aorta,  which  lies  on  the  bifurcation  of  the  trachea. 

87.  The  course  of  the  arteria  innominata  corresponds  with  a  line  drawn  from 
the  middle  of  the  junction  of  the  first  with  the  second  bone  of  the  sternum,  to 

1  In  several  adult  normal  skeleton*!  measured  in  the  Hnnterian  Museum,  the  average  diameters 
of  the  upper  opening  of  the  chest  were — anteroposterior,  about  2$  inches;  transverse,  about  4} 
inches.  In  the  skeleton  of  O'Brien,  the  Irish  giant,  the  anteroposterior  diameter  measures  4 
inches,  the  transverse  6£. 
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the  right  sternoclavicular  joint.    When  the  artery  rises  higher  than  usual  into 
the  neck,  its  pulsation  can  be  felt  in  the  fossa  above  the  sternum. 

38.  Rules  for  Counting  the  Bibs. — In  fat  persons  it  is  often  difficult  to 
count  the  ribs;  hence  the  following  rules  may  be  useful : — 

a.  The  finger  passed  down  from  the  top  of  the  sternum  soon  comes  to  a  trans- 
verse projection,  slight,  but  always  to  be  felt,  at  the  junction  of  the  first  with 
the  second  bone  of  the  sternum.  This  corresponds  with  the  level  of  the  cartilage 
of  the  second  rib. 

b.  The  nipple  in  the  male  is  placed,  in  the  great  majority  of  cases,  between 
the  fourth  and  the  fifth  ribs,  about  three-quarters  of  an  inch  external  to  their 
cartilages. 

c.  The  lower  external  border  of  the  pectoralis  major  corresponds  with  the 
direction  of  the  fifth  rib. 

d.  A  line  drawn  horizontally  from  the  nipple  round  the  chest  cuts  the  sixth 
intercostal  space  midway  between  the  sternum  and  the  spine.  This  is  a  useful 
rule  in  tapping  the  chest. 

e.  When  the  arm  is  raised,  the  first  visible  digitation  of  the  serratus  magnus 
corresponds  with  the  sixth  rib.  The  digitations  below  this  correspond  respec- 
tively with  the  seventh,  eighth,  and  ninth  ribs. 

/.  The  scapula  covers  the  ribs  from  the  second  to  the  seventh,  inclusive. 

g.  The  eleventh  and  twelfth  ribs  can  be  felt  even  in  corpulent  persons,  outside 
the  erector  spinaB,  sloping  downwards. 

h.  One  should  remember  the  fact  that  the  sternal  end  of  each  rib  lies  on  a 
lower  level  than  its  corresponding  vertebra.  For  instance,  a  line  drawn  hori- 
zontally backwards  from  the  middle  of  the  third  rib  at  its  junction  with  the 
sternum,  to  the  spine,  would  touch  the  body,  not  of  the  third  dorsal  vertebra, 
but  of  the  sixth.  Again,  the  end  of  the  sternum  would  be  about  the  level  of 
the  tenth  dorsal  vertebra. 

39.  Interval  below  Clavicle. — Immediately  below  the  clavicle  we  recog- 
nize the  triangular  interval  between  the  pectoralis  major  and  the  deltoid.  This 
space  varies  in  different  cases,  depending  on  the  distance  between  the  muscles. 
Tt  is  important  as  a  guide  to  the  coracoid  process  and  the  axillary  artery.  In  a 
case  of  injury  to  the  shoulder,  to  ascertain  whether  the  coracoid  process  is 
broken,  carry  the  arm  outwards,  to  pat  the  deltoid  and  pectoral  muscles  on  the 
stretch,  and  make  manifest  the  space  between  their  opposite  borders.  Pressing 
the  thumb  into  the  space  we  can  feel  the  inner  side  of  the  coracoid  process,  the 
apex  being  under  the  fibres  of  the  deltoid ;  thus  it  is  easy  to  ascertain  whether 
it  be  broken.  Moreover,  this  space  corresponds  with  the  line  of  the  axillary 
artery ;  here  its  pulsation  can  be  distinctly  felt,  and  here  it  can  be  compressed 
(but  not  easily,  or  for  long)  against  the  second  rib. 

40.  Internal  Mammary  Artery. — The  line  of  the  internal  mammary  artery 
runs  perpendicularly  behind  the  cartilages  of  the  ribs,  about  half  an  inch  from 
the  sternum.  The  perforating  branch  through  the  second  intercostal  space  is 
generally  the  largest. 

41.  Outline  of  Heart  on  Chest-wall. — To  have  a  general  idea  of  the  form 
and  position  of  the  heart,  map  its  outline  on  the  wall  of  the  chest,  as  follows : — 

a.  To  define  the  base  draw  a  transverse  line  across  the  sternum  corresponding 
with  the  upper  borders  of  the  third  costal  cartilages :  continue  the  line  half  an 
inch  to  the  right  of  the  sternum  and  one  inch  to  the  left. 

b.  To  find  the  apex,  mark  a  point  about  two  inches  below  the  left  nipple,  and 
one  inch  to  its  sternal  side.     This  point  will  be  between  the  fifth  and  sixth  ribs. 

c.  To  find  the  lower  border  (which  lies  on  the  central  tendon  of  the  dia- 
phragm), draw  a  line,  slightly  curved  downwards,  from  the  apex  across  the 
bottom  of  the  sternum  (not  the  ensiform  cartilage)  as  far  as  its  right  edge. 

d.  To  define  the  right  border  (formed  by  the  right  auricle),  continue  the  last 
line  upwards  with  an  outward  curve,  so  as  to  join  the  right  end  of  the  base. 

e.  To  define  the  left  border  (formed  by  the  left  ventricle),  draw  a  line  curving 
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to  the  left,  but  not  including  the  nipple,  from  the  left  end  of  the  base  to  the 
apex. 

Such  an  outline  (seen  in  the  cut,  with  the  angles  rounded  off)  shows  that  the 
apex  of  the  heart  points  downwards  and  towards  the  left,  the  base  a  little  up- 
wards and  towards  the  right;  that  the  greater  part  of  it  lies  in  the  left  half  of 

Fig.  521. 


the  chest,  and  that  the  only  part  which  lies  to  the  right  of  the  Bternum  ia  the 
right  auricle.  A  needle  introduced  in  the  third,  the  fourth,  or  the  fifth  right 
intercostal  space  close  to  the  sternum  would  penetrate  the  lung  and  the  right 
auricle. 

A  needle  passed  through  the  second  intercostal  space,  close  to  the  right  side 
of  the  sternum,  would,  after  passing  through  the  lung,  enter  the  pericardium 
and  the  most  prominent  part  of  the  bulge  of  the  aorta. 

A  needle  passed  through  the  first  intercostal  space,  close  to  the  right  side  of 
the  sternum,  would  pass  through  the  lung  and  enter  the  superior  vena  cava 
above  the  pericardium. 

42.  The  best  definition  of  that  part  of  the  precordial  region,  which  is  leas 
resonant  on  percussion,  was  given  by  Dr.  Latham  years  ago  in  his  "Clinical 
Lectures."  "Make  a  circle  of  two  inches  in  diameter  round  a  point  midway 
between  the  nipple  and  the  end  of  the  sternum.  This  circle  will  define,  suffi 
ciently  for  all  practical  purposes,  that  part  of  the  heart  which  lies  immediately 
behind  the  wall  of  the  chest,  and  is  not  covered  by  lung  or  pleura." 

Apex  of  the  Heart. — The  apex  of  the  heart  pulsates  between  the  fifth  and 
sixth  ribs,  two  inches  below  the  nipple,  and  one  inch  to  its  sternal  side.  The 
place  and  extent,  however,  of  the  bean's  impulse,  vary  a  little  with  the  position 
of  the  body.  Of  this  any  one  may  convince  himself  by  leaning  forwards,  back- 
wards, on  this  side  and  on  that,  feeling,  at  the  same  time,  the  heart.  Inspira- 
tion and  expiration  also  alter  the  position  of  the  heart.  In  a  deep  inspiration 
it  may  descend  half  an  inch,  and  can  be  felt  beating  at  the  pit  of  the  stomach. 
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43.  Valves  of  the  Heart. — The  aortic  valves  lie  behind  the  third  inter* 
costal  space,  close  to  the  left  side  of  the  sternum. 

The  pulmonary  valves  lie  in  front  of  the  aortic  behind  the  junction  of  the 
third  rib,  on  the  left  side,  with  the  sternum. 

The  tricuspid  valves  lie  behind  the  middle  of  the  sternum,  about  the  level 
of  the  fourth  costal  cartilage. 

The  mitral  valves  (the  deepest  of  all)  lie  behind  the  third  intercostal  space, 
about  one  inch  to  the  left  of  tne  sternum. 

Thus  these  valves  are  so  situated  that  the  mouth  of  an  ordinary  sized  stetho- 
scope will  cover  a  portion  of  them  all,  if  placed  over  the  junction  of  the  third 
intercostal  space,  on  the  left  side,  with  the  sternum.  All  are  covered  by  a  thin 
layer  of  lung ;  therefore  we  hear  their  action  better  when  the  breathing  if  for  a 
moment  suspended. 

44.  Outline  of  the  Lungs. — Now  let  us  trace  on  the  chest  the  outline  of 
the  lungs,  with  as  much  precision  as  their  expansion  and  contraction  in  breath- 
ing permit.    (See  Fig.  521.) 

45.  The  apex  of  each  lung  rises  into  the  neck  behind  the  sternal  end  of  the 
clavicle  and  sterno- mastoid  muscle  as  much  as  1 J  inch,  in  females  rather  higher 
than  in  males  (80).  From  the  sternal  ends  of  the  clavicles  the  lungs  converge, 
so  that  their  tnin  edges  almost  meet  in  the  mesial  line  on  a  level  with  the 
second  costal  cartilage.  Thus  there  is  little  or  no  lung  behind  the  first  bone  of 
the  sternum.  From  the  level  of  the  second  costal  cartilage  to  the  level  of  the 
fourth,  the  margins  of  the  lungs  run  parallel,  or  nearly  so,  close  behind  the 
middle  of  the  sternum  :  consequently  their  thin  edges  overlap  the  great  vessels 
and  valves  at  the  base  of  the  heart. 

Below  the  level  of  the  fourth  costal  cartilage  the  margins  of  the  lungs  diverge, 
bat  not  in  an  equal  degree.  The  margin  of  the  right  corresponds  with  the 
direction  of  the  cartilage  of  the  sixth  rib :  the  margin  of  the  left,  being  notched 
for  the  heart,  runs  behind  the  cartilage  of  the  fourth.  A  line  drawn  perpen- 
dicularly from  the  nipple  would  find  the  lung  margin  about  the  lowest  part  of 
the  sixth  rib.  Laterally,  i.  e.  in  the  axillary  line,  the  lung  margin  comes  down 
as  low  as  the  eighth  rib :  posteriorly,  i.  e.  in  the  dorsal  or  scapular  line,  it  de- 
scends as  low  as  the  tenth. 

It  should  be  remembered  that,  in  a  deep  inspiration,  the  lung  margins  descend 
about  1J  inch. 

In  children  the  lungs  are  separated  in  front  by  the  thymus  gland.  Allowance 
should  be  made  for  this.  About  the  approach  of  puberty  the  thymus  dis- 
appears. 

46.  Anterior  Mediastinum, — The  direction  of  the  anterior  mediastinum 
is  not  straight  down  the  middle  of  the  sternum,  but  slants  a  little  to  the  left, 
owing  to  the  position  of  the  heart.  The  right  pleural  sac  generally  encroaches 
a  little  upon  the  left,  behind  the  middle  of  the  sternum.  A  needle  introduced 
through  the  middle  of  the  sternum  opposite  the  third  or  the  fourth  rib  would  go 
through  the  right  pleura. 

47.  Reflection  of  Pleura. — The  reflection  of  the  pleura  from  the  wall  of 
the  chest  on  to  the  diaphragm  corresponds  with  a  sloping  line  drawn  from  the 
bottom  of  the  sternum  over  the  cartilages  of  the  ribs  down  to  the  lower  border* 
of  the  last  rib. 

Since  the  pleura  lines  the  inside  of  the  last  rib,  a  musket  ball  or  other  foreign 
body,  loose  in  the  pleural  sac,  and  rolling  on  the  diaphragm,  might  fall  to  the 
lowest  part  of  the  sac,  which  would  be  between  the  eleventh  and  twelfth  ribs. 
The  ball  might  be  extracted  here.  The  chest  might  also  be  tapped  here,  but 
not  with  a  trocar,  since  a  trocar  would  penetrate  both  layers  of  pleura,  and  go 
through  the  diaphragm  into  the  abdomen. 

The  operation  should  be  done  cautiously,  by  an  incision  beginning  about  two 
inches  from  the  spine,  on  the  outer  border  of  the  "  erector  spin®,"  on  a  level 
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between  the  spines  of  the  eleventh  and  twelfth  dorsal  vertebras.  The  intercostal 
artery  will  not  be  injured  if  the  opening  be  made  below  the  middle  of  the  space, 
which  is  very  wide.1 


THE  BA  CK. 

48.  Median  Furrow. — In  a  muscular  man,  a  furrow,  caused  by  the  prom 
inence  of  the  erector  spinae  on  each  side,  runs  down  the  middle  of  the  back. 
The  bottom  of  the  furrow  corresponds  with  the  interval  between  the  3pine  of 
the  last  lumbar  and  that  of  the  first  sacral  vertebra. 

49.  Spines  of  Vertebrae. — A  little  friction  with  the  fingers  down  the  back- 
bone will  cause  the  spines  of  the  vertebra  to  be  tipped  with  red,  so  that  thev 
can  be  easily  counted  and  any  deviation  from  the  straight  line  detected.  Still 
it  is  worth  remembering  that  the  spine  of  the  third  dorsal  is  on  a  level  with  the 
commencement  of  the  spine  of  the  scapula — that  the  spine  of  the  seventh  dorsal 
is  on  a  level  with  the  inferior  angle  of  the  scapula — that  the  spine  of  the  last 
dorsal  is  on  a  level  with  the  head  of  the  last  rib. 

Division  Of  the  Trachea. — The  division  of  the  trachea  is  opposite  the 
spine  of  the  third,  in  some  cases  the  fourth,  dorsal  vertebra.  In  front  this  divi- 
sion is  on  the  level  of  the  junction  of  the  first  with  the  second  bone  of  the  ster- 
num. 

The  root  of  the  spine  of  the  scapula  is  marked  by  a  slight  dimple  in  the  skin. 
This  is  on  a  level  with  the  third  intercostal  space.  A  stethoscope  placed  on  the 
inner  side  of  this  dimple  would  cover  the  bronchus,  more  especially  the  right, 
since  it  is  nearer  to  the  chest  wall. 

60.  The  place  where  the  kidney  is  most  accessible  to  pressure  is  below  the 
last  rib,  on  the  outer  edge  of  the  erector  spinae. 

61.  The  highest  part  of  the  ilium  is  about  the  level  of  the  fourth  lumbar  spine. 
The  best  incision  for  opening  the  descending  colon  is  in  a  slightly  sloping  line 
beginning  at  the  outer  edge  of  the  erector  spinae,  midway  between  the  crest  of 
the  ilium  and  the  last  rib,  and  continued  across  the  flank  for  three  inches  or 
more,  according  to  the  amount  of  subcutaneous  fat. 

52.  In  the  pit  of  the  neck  we  can  feel  the  trapezius  and  the  ligamentum 
nuchas.  By  pressing  deeply  we  detect  the  forked  and  prominent  spine  of  the 
second  cervical  vertebra. 

53.  The  spines  of  the  third,  fourth,  and  fifth  cervical  vertebrae  recede  from 
the  surface  to  permit  free  extension  of  the  neck,  and  cannot  often  be  felt.  But 
the  spines  of  the  sixth  and  seventh  (v.  prominens)  stand  out  well. 

54.  Notice  that  most  of  the  spines  of  the  dorsal  vertebrae,  owing  to  their  obli- 
quity, do  not  tally  with  the  heads  of  their  corresponding  ribs.  Thus,  the  spine 
of  tne  second  dorsal  corresponds  with  the  head  of  the  third  rib ;  the  spine  of 
the  third  dorsal  with  the  head  of  the  fourth  rib,  and  so  on  till  we  come  to  the 
eleventh  and  twelfth  dorsal  vertebrae,  which  do  tally  with  their  corresponding 
ribs.     All  this,  however,  is  best  seen  in  the  skeleton. 

55.  The  spines  of  the  vertebrae  may  be  useful  as  landmarks  indicative  of  the 
levels  of  important  organs ;  I  have  therefore  arranged  them  in  a  tabular  form, 
thus : — 

1  Special  experiments  upon  this  subject  were  mode  many  years  ago,  by  the  late  Professor 
Qnekett  in  the  work  rooms  of  the  College  of  Surgeons. 
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Tabular  Plan  of  Parts  opposite  the  Spines  of  the  Vertebra. 


7th.  Apex  of  lung :  higher  in  the  female  than  in  the  male.     (30) 


a, 
GO 

« 

o 


-3 


1st. 

2d. 

3d.  Aorta  reaches  spine.  Apex  of  lower  lobe  of  lung.  Angle  of  bifur- 
cation of  trachea.     (49) 

4th.  Aortic  arch  ends.     Upper  level  of  heart. 

5th. 

6th. 

7th. 

8th.  Lower  level  of  heart.     Central  tendon  of  diaphragm. 

9th.  (Esophagus  and  vena  cava  through  diaphragm.  Upper  edge  of 
spleen. 

10th.  Lower  edge  of  lung.  Liver  comes  to  surface  posteriorly.  Cardiac 
orifice  of  stomach. 

11th.  Lower  border  of  spleen.     Renal  capsule. 

12th.  Lowest  part  of  pleura.     Aorta  through  diaphragm.     Pylorus. 

1st.  Renal  arteries.     Pelvis  of  kidney.     (83) 

2d.  Termination  of  spinal  cord.  Pancreas.  Duodenum  just  below.  Re- 
ceptaculum  chyli. 

3d.  Umbilicus.     Lower  border  of  kiduey. 

4th.  Division  of  aorta.     (65)     Highest  part  of  ilium. 

5th. 


56.  Origins  of  the  Spinal  Nerves. — It  is  useful  to  know  opposite  what 

vertebrae  the  spinal  nerves  in  the  different  regions  arise  from  the  spinal  cord. 
They  arise  as  follows : — 

The  origins  of  the  eighth  cervical  nerves  correspond  to  the  interval  between 
the  occiput  and  the  sixth  cervical  spine. 

The  origins  of  the  first  six  dorsal  nerves  correspond  to  the  interval  between 
the  sixth  cervical  and  the  fourth  dorsal  spines. 

The  origins  of  the  six  lower  dorsal  nerves  correspond  to  the  interval  between 
the  fourth  and  the  eleventh  dorsal  spines. 

The  origins  of  the  five  lumbar  nerves  correspond  to  the  interval  between  the 
eleventh  and  twelfth  dorsal  spines. 

The  origins  of  the  five  sacral  nerves  correspond  to  the  spine  of  the  last  dorsal 
and  the  first  lumbar  vertebrae. 

57.  Movements  Of  the  Spine. — The  movements  of  which  the  spine  is 
capable  are  threefold :  1,  Flexion  and  extension ;  2,  lateral  inclination ;  3,  torsion. 
Flexion  and  extension  are  freest  between  the  third  and  the  sixth  cervical  verte- 
brae, b  tween  the  eleventh  dorsal  and  the  second  lumbar,  and  between  the  last 
lumbar  and  the  sacrum.  This  is  well  marked  in  severe  cases  of  opisthotonos, 
where  the  body  is  supported  on  the  back  of  the  head  and  heels.  Of  this  there 
is  a  beautiful  illustration  (see  Fig.  522)  in  Sir  C.  Bell's  "Anatomv  of  Expres- 
sion," p.  160. 

Still  better  mav  it  be  observed  when  a  mountebank  bends  backwards,  and 
touches  the  ground  with  his  head. 

The  lateral  movement  is  freest  in  the  neck  and  the  loins. 

The  movement  of  torsion  or  rotation  round  its  own  axis  may  be  proved  bv 

the  following  experiment :   Seated  upright,  with  the  back  and*  shoulders  well 

•  applied  against  the  back  of  a  chair,  we  can  turn  the  head  and  neck  as  far  as 

70 J.     Leaning  forwards  so  as  to  let  the  dorsal  and  lumbar  vertebrae  come  into 

play,  we  can  turn  30°  more. 
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Fig.  522. 


Opisthotonos.    (After  Bell.) 

58.  Position  and  Motions  of  Scapula. — There  are  a  few  points  worthy 
of  observation  about  the  scapula.  It  covers  the  ribs  from  the  second  to  the 
seventh  inclusive.  We  can  feel  its  superior  angle  covered  by  the  trapezius. 
The  inferior  angle  is  covered  by  the  latissimus  dorsi,  which  keeps  it  well  applied 
against  the  ribs  in  the  strong  and  athletic ;  but  in  weak  and  consumptive  persons 
the  lower  angles  of  the  scapulae  project  like  wings — hence  the  terms  "scapulae 
alatae." 

A  line  drawn  horizontally  from  the  spine  of  the  sixth  dorsal  vertebra  over 
the  inferior  angle  of  the  scapula  gives  the  upper  border  of  the  latissimus  dorsi. 
Another  line  drawn  from  the  root  of  the  spine  of  the  scapula  to  the  spine  of  the 
last  dorsal  vertebra  gives  the  lower  border  of  the  trapezius,  which  stands  a 
little  in  relief. 

59.  The  sliding  movement  of  the  scapula  on  the  chest  can  be  properly  under- 
stood only  on  the  living  subject.  It  can  move  not  only  upwards  ana  downwards 
as  in  shrugging  the  shoulders — backwards  and  forwards  as  in  throwing  back 
the  shoulders — but  it  has  a  rotatory  movement  round  a  movable  centre.  This 
rotation  is  seen  while  the  arm  is  being  raised  from  the  horizontal  to  the  vertical 
position,  and  is  effected  by  the  co-operation  of  the  trapezius  with  the  serratus 
raagnus.  The  glenoid  cavity  is  thus  made  to  look  upwards,  the  inferior  angle 
slides  forwards,  and  is  well  held  under  the  latissimus  aorsi. 

60.  For  the  medical  examination  of  the  back,  the  patient  should  sit  with  the 
arms  hanging  between  his  thighs,  to  lower  the  scapulae  as  much  as  possible.  In 
this  position  the  spine  of  the  scapula  corresponds  (nearly)  with  the  fissure  be- 
tween the  upper  and  lower  lobes  of  the  lung ;  the  apex  of  the  lower  lobe  being 
about  the  level  of  the  third  rib. 


TEE  ABDOMEN. 

The  student  is  assumed  to  be  familiar  with  the  arbitrary  lines  dividing  the 
abdomen  into  regions. 

61.  Abdominal  Lines. — The  linea  alba,  or  central  line  of  the  abdomen, 
marks  the  union  of  the  aponeuroses  of  the  abdominal  muscles.  It  runs  from 
the  apex  of  the  ensiform  cartilage  to  the  symphysis  pubis.  As  this  line  is  the 
thinnest  and  least  vascular  part  of  the  abdominal  wall,  we  make  our  incision 
along  it  in  ovariotomy,  and  in  the  high  operation  of  lithotomy ;  in  it,  we  tap 
the  abdomen  in  ascites,  and  the  distended  bladder  in  retention  of  urine. 

The  so-called  "  linea  semilunaris,"  where  the  aponeuroses  of  the  abdominal 
nvuscles  divide  to  form  the  sheath  of  the  rectus,  corresponds  with  a  line,  drawn 
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slightly  curved  (with  the  concavity  towards  the  linea  alba),  from  the  lowest 
part  of  the  seventh  rib  to  the  spine  of  the  pubes.  This  line  would  be  in  an 
adult  about  three  inches  from  the  umbilicus :  but  in  an  abdomen  distended  bv 
dropsy  or  other  cause,  the  distance  is  increased  in  proportion. 

It  is  important  to  know  the  position  of  the  "  line®  transversa^  "  or  tendinous 
intersections  across  the  rectus  abdominis.  There  are  rarely  any  below  the 
umbilicus,  and  generally  three  above  it.  The  first  is  about  the  level  of  the 
umbilicus.  The  second  is  about  four  inches  higher — that  is,  about  the  level  of 
the  lowest  part  of  the  tenth  rib.  These  are  the  principal  lines,  and  they  divide 
the  upper  part  of  each  rectus  into  two  nearly  quadrilateral  portions,  an  upper 
and  a  lower :  of  these,  those  on  the  right  side  are  a  trifle  larger  than  on  the 
left.  We  see  these  muscular  squares  pretty  plainly  in  some  athletic  subjects. 
Much  more  frequently  we  see  them,  too  much  exaggerated,  on  canvas  and  in 
marble.  Artists  are  apt  to  exaggerate  them,  and  make  the  front  of  the  belly 
too  much  like  a  chess-board.  It  is  lucky  for  them  that  all  the  world  do  not  see 
with  anatomical  eyes. 

A  familiarity  with  the  shape  and  position  of  these  divisions  of  the  rectus  is 
of  importance,  lest  we  should,  in  ignorance,  make  a  mistake  in  our  diagnosis. 
A  spasmodic  contraction  of  oue  of  these  divisions,  particularly  the  upper,  or  a 
collection  of  matter  within  its  sheath,  has  been  frequently  mistaken  for  deep- 
seated  abdominal  disease. 

In  the  erect  position,  the  anterior  superior  spines  of  the  ilia  are  a  little  below 
the  level  of  the  promontory  of  the  sacrum.  The  bifurcation  of  the  aorta  is 
about  the  level  of  the  highest  part  of  the  crest  of  the  ilium. 

62.  Umbilicus* — The  umbilicus  is  not  midway  between  the  ensiform  carti- 
lage and  the  pubes,  but  rather  nearer  to  the  pubes.  In  all  cases  it  is  situated 
above  the  centre  of  a  man's  height.  It  is  a  vulgar  error  to  say  that  when  a 
man  lies  with  legs  and  arms  outstretched,  and  a  circle  is  drawn  round  him,  the 
umbilicus  lies  in  the  centre  of  it.  This  central  point  is  in  most  persons  just 
above  the  pubes. 

In  very  corpulent  persons  two  deep  transverse  furrows  run  across  the  abdo- 
men. One  runs  across  the  navel  and  completely  conceals  it.  The  other  is  lower 
down,  just  above  the  fat  of  the  pubes.  In  tapping  the  bladder  above  the  pubes 
in  such  a  case,  the  trocar  should  be  introduced  where  this  line  intersects  the 
linea  alba. 

Although  the  position  of  the  umbilicus  varies  a  little  in  different  persons,  as 
the  abdomen  is  unusually  protuberant  or  the  reverse,  still,  as  a  general  rule,  it 
is  placed  about  the  level  of  the  body  of  the  third  lumbar  vertebra.  Now,  since 
the  aorta  divides  a  little  below  the  middle  of  the  fourth  lumbar,  it  follows  that 
the  best  place  to  apply  pressure  on  this  great  vessel  is  one  inch  below  the 
umbilicus,  and  slightly  to  the  left  of  it  (65).  That  the  aorta  can,  under  favorable 
circumstances,  be  compressed  under  chloroform  sufficiently  to  cure  an  aneurism 
below  it,  is  proved  by  recorded  cases,  and  by  none  more  effectually  than  by  a 
case  related  in  the  second  volume  of  the  "Reports  of  St.  Bartholomew's  Hospital." 

It  may  be  asked,  why  not  apply  pressure  on  the  aorta  above  the  umbilicus? 
The  answer  is,  that  the  aorta  above  the  umbilicus  is  further  from  the  surface, 
and  is,  moreover,  covered  by  important  structures  upon  which  pressure  would 
be  dangerous. 

63.  Parts  behind  Linea  Alba. — Let  us  next  consider  what  viscera  lie 
immediately  behind  the  linea  alba.  For  two  or  three  fingers7  breadth  below 
the  ensiform  cartilage  there  is  the  left  lobe  of  the  liver,  which  here  crosses  the 
middle  line.  Below  the  edge  of  the  liver  comes  the  stomach,  more  or  less  in 
contact  with  the  linea  alba,  according  to  its  degree  of  distension.  In  extreme 
distension  the  stomach  pushes  everything  out  of  the  way,  and  occupies  all  the 
room  between  the  liver  and  the  umbilicus.  When  empty  and  contracted,  it 
retreats  behind  the  liver,  and  lies  flat  in  front  of  the  pancreas  at  the  back  of  the 
abdomen ;  thus  giving  rise  to  the  hollow  termed  the  "pit  of  the  stomach."    But 
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as  the  stomach  distends,  it  makes  a  considerable  fulness  where  there  was  a  pit. 
The  middle  of  the  transverse  colon  lies  above  the  umbilicus,  occupying  space 
(vertically  two  or  three  inches)  according  to  its  distension.  Behind  and  below 
the  umbilicus,  supposing  the  bladder  contracted,  are  the  small  intestines,  covered 
by  the  great  omentum. 

64.  Peritoneum. — The  peritoneum  is  in  contact  with  the  linea  alba  all  the 
way  down  to  the  pubes,  when  the  bladder  is  empty.  But  when  the  bladder 
distends,  it  raises  the  peritoneum  from  the  middle  line  above  the  pubes ;  so  that 
with  a  bladder  distended  halfway  up  to  the  umbilicus,  there  is  a  space  of  nearly 
two  inches  above  the  symphysis  where  the  bladder  may  be  tapped  without  risk 
of  injury  to  the  peritoneum.  For  the  same  reason,  we  have  space  sufficient  for 
the  successful  performance  of  the  high  operation  for  stone.  This  fact  in  anatomy 
must  have  been  well  understood  by  Jean  de  Dot,  the  smith  at  Amsterdam,  who, 
in  the  seventeenth  century,  cut  himself  in  the  linea  alba  above  the  pubes,  aud 
took  out  of  his  bladder  a  stone  as  large  as  a  hen's  egg.  The  stone;  the  knife, 
and  the  portrait  of  the  operator,  may  be  seen  to  this  day  in  the  museum  at 
Leyden. 

65.  Division  of  Aorta. — The  aorta  generally  divides  at  a  point  about  one 
inch  and  a  half  below  the  umbilicus.  A  more  reliable  guide  to  this  division 
than  the  umbilicus,  is  a  point  (a  very  little  to  the  left)  of  the  middle  line  about 
the  level  of  the  highest  part  of  the  crest  of  the  ilium.  A  line  drawn  with  a 
slight  curve  outwards  from  this  point  to  the  groin,  where  the  pulsation  of  the 
common  femoral  can  be  distinctly  felt  (rather  nearer  to  the  pubes  than  the  ilium), 
gives  the  direction  of  the  common  iliac  and  external  iliac  arteries.  About  the 
first  two  inches  of  this  line  belong  to  the  common  iliac,  the  remainder  to  the 
external.  Slight  pressure  readily  detects  the  pulsation  of  the  external  iliac 
above  "  Poupart's  ligament." 

I  have  given  the  length  of  the  common  iliac  as  about  two  inches.  As  a  rule, 
this  is  correct;  tut  it  should  be  remembered  there  are  frequent  deviations.  I 
have  seen  it  any  length  between  three-quarters  of  an  inch  and  three  inches  and 
a  half.  These  varieties  may  arise  either  from  a  high  division  of  the  aorta,  or  a 
low  division  of  the  common  iliac,  or  both.  It  is  impossible  to  ascertain  during 
life  what  is  its  length  in  a  given  instance ;  for  there  is  no  necessary  relation 
between  its  length  and  the  height  of  the  stature.  I  have  seen  it  very  short  in 
tall  men  and  vice  versd.  Anatomists  generally  describe  the  left  as  a  trifle  longer 
than  the  right;  but  from  an  examination  of  a  hundred  bodies,  I  found  their 
average  length  to  be  pretty  nearly  the  same. 

66.  Mr.  Abernethy,  who  in  the  year  1796  first  put  a  ligature  round  the  exter- 
nal iliac,  made  his  incision  in  the  line  of  the  artery.  But  the  easiest  and  safest 
way  to  reach  the  vessel  is  by  an  incision  (recommended  in  the  first  instance  by 
Sir  Astley  Cooper,  and  now  generally  adopted),  beginning  just  on  the  inner  side 
of  the  artery,  a  little  above  Poupart's  ligament,  and  continued  upwards  and 
outwards  a  little  beyond  the  spine  of  the  ilium.  The  same  incision  extended 
further  in  the  same  direction  would  reach  the  common  iliac. 

67.  Bony  Prominences. — The  anterior  superior  spine  of  the  ilium,  the 
spine  of  the  pubes,  and  the  line  of  Poupart's  ligament  are  landmarks  with  which 
every  surgeon  should  be  thoroughly  familiar. 

68.  Spine  of  Ilium. — The  spine  of  the  ilium  is  the  spot  from  which  we 
measure  the  length  of  the  lower  extremity.  It  is  a  valuable  landmark  in 
determining  the  nature  of  injuries  to  the  pelvis  and  the  hip.  The  thumb  easily 
feels  the  spine,  even  in  fat  persons.  Its  position  with  regard  to  the  trochanter 
major  should  be  carefully  examined.  The  best  way  to  do  this  is  to  place  the 
thumbs  firmly  on  the  opposite  spines,  and  to  grasp  the  trochanters  with  the 
fingers.  Any  abnormal  position  on  one  side  is  thus  easily  ascertained  with  the 
second  side  as  a  guide. 

69.  Spines  01  Pubes. — The  spine  of  the  pubes  is  the  best  guide  to  the  ex- 
ternal abdominal  ring.    It  cannot  easily  be  felt  by  placing  the  finger  directly 
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over  it,  since  it  is  generally  covered  by  fat.  To  feel  it  distinctly,  we  should 
push  up  the  skin  of  the  scrotum  and  get  beneath  the  subcutaneous  fat.  If  there 
be  any  difficulty  in  finding  it,  abduct  the  thigh,  and  the  tense  tendon  of  the 
adductor  longus  will  lead  up  to  it. 

The  position  of  the  spine  of  the  pubes  is  appealed  to  as  a  means  of  diagnosis 
in  doubt  between  inguinal  and  femoral  hernia.  The  spine  lies  on  the  outer  side 
of  the  neck  of  an  inguinal  hernia,  on  the  inner  side  of  the  neck  of  a  femoral. 

The  spine  of  the  pubes  is  nearly  on  the  same  horizontal  line  as  the  upper 
part  of  the  trochanter  major.  In  this  line,  about  one  full  inch  external  to  the 
.  spine,  is  the  femoral  ring.     Here  is  the  seat  of  stricture  in  a  femoral  hernia. 

70.  Poupart's  Ligament,  or  Crural  Arch. — The  line  of  Poupart's  liga- 
ment (crural  arch)  is  in  most  persons  indicated  by  a  slight  crescent-like  furrow 
along  the  skin.  It  corresponds  with  a  line  drawn  not  straight,  but  with  a  gentle 
curve  downwards  from  the  spine  of  the  ilium  to  the  spine  of  the  pubes.  With 
the  help  of  the  preceding  landmarks  it  is  easy  to  find  the  exact  position  of  the 
external  and  internal  abdominal  rings,  and  the  direction  of  the  inguinal  canal. 

71.  Abdominal  Kings. — The  external  abdominal  ring  is  situated  imme- 
diately above  the  spine  of  the  pubes.  It  is  an  oval  opening  with  the  long  axis 
directed  obliquely  downwards  and  inwards.  Though  its  size  varies  a  little 
in  different  persons,  yet  as  a  rule  it  will  admit  the  end  of  the  little  finger,  so 
that  we  can  tell  by  examination  whether  it  be  free  or  otherwise.  To  ascertain 
this,  the  best  way  is  to  push  up  the  thin  skin  of  the  scrotum  before  the  finger : 
then,  by  tracking  the  spermatic  cord,  the  finger  readily  glides  over  the  crest  of 
the  pubes  and  feels  the  sharp  margins  of  the  ring. 

The  precise  position  of  the  internal  ring  is  about  midway  between  the  spine 
of  the  ilium  and  the  symphysis  of  the  pubes,  and  about  two-thirds  of  an  inch 
above  Poupart's  ligament. 

72.  Inguinal  Canal. — The  position  of  the  external  and  internal  abdominal 
rings  being  ascertained,  it  is  plain  that  the  direction  of  the  inguinal  canal  must 
be  obliquely  downwards  and  inwards,  and  that  its  length  in  a  well-formed  adult 
male  is  from  one  and  a  half  to  two  inches,  according  as  we  include  the  openings 
or  not.  In  very  young  children  the  canal  is  much  shorter  and  less  oblique,  the 
inner  ring  being  Dehind  the  outer.  With  the  growth  of  the  pelvis  in  its  trans- 
verse direction,  the  anterior  spines  of  the  ilia  become  further  apart,  and  thus 
draw  the  internal  ring  more  and  more  away  from  (t.  e.  to  the  outer  side  of)  the 
external. 

73.  Spermatic  Cord. — The  spermatic  cord  can  be  felt  as  it  emerges  through 
the  external  ring,  and  its  course  can  be  tracked  into  the  scrotum.  The  vas 
deferens  can  be  distinctly  felt  at  the  back  of  the  cord,  and  separated  from  its 
other  component  parts. 

74c.  Epigastric  Artery. — The  direction  of  the  internal  epigastric  artery 
corresponds  with  a  line  drawn  from  the  inner  border  of  the  internal  ring  up  the 
middle  of  the  rectus  muscle,  towards,  the  chest. 

In  thin  persons  the  absorbent  glands  which  lie  along  Poupart's  ligaments  can 
be  distinctly  felt.  They  are  usually  oval,  with  their  long  axes  parallel  to  the 
line  of  the  ligament. 

75.  Abdominal  Viscera. — Now  let  us  see  how  far  we  can  make  out  ex- 
ternally the  position  and  size  of  the  abdominal  viscera. 

To  make  this  examination  with  anything  like  success,  it  is  desirable  to  relax 
the  abdominal  muscles.  The  man  should  be  on  his  back,  the  head,  shoulders, 
and  thorax  being  well  raised,  to  relax  the  recti  muscles ;  and  the  thighs  bent 
on  the  abdomen,  to  relax  the  several  fasciaB  attached  to  the  crural  arch.  To 
induce  complete  relaxation  where  a  very  careful  examination  is  desired,  chloro- 
form should  be  given. 

In  manipulating  the  abdomen  we  should  not  use  the  tips  of  the  fingers.  This 
is  sure  to  excite  the  contraction  of  the  muscles.  The  flat  hand  should  be  gently 
pressed  upon  it,  and  with  an  undulating  movement. 


932  LANDMARKS,  MEDICAL  AND  SURGICAL. 

76.  It  is  well  to  bear  in  mind  that  the  central  tendon  of  the  diaphragm  is 
about  the  level  of  the  lower  end  of  the  sternum  or  the  junction  of  the  seventh 
rib ;  that  the  right  half  of  the  diaphragm  rises  to  about  the  level  of  the  fifth 
rib— that  is,  about  an  inch  below  the  nipple ;  that  the  left  half  does  not  rise  so 
high.    In  tranquil  breathing  the  diaphragm  descends  about  half  an  inch. 

The  position  of  the  abdominal  viscera  varies,  to  a  certain  extent,  in  different 
persons.  In  some  of  them,  especially  the  stomach,  their  position  varies  in  the 
same  person  at  different  times. 

Let  us  take,  first,  the  largest  of  the  abdominal  viscera — the  liver. 

77.  Liver. — The  liver  lies  under  the  right  hypochondrium,  and  pasfies  across 
the  middle  line  over  the  stomach  into  the  left  hypochondrium,  generally  speak- 
ing, as  far  as  the  left  mammary  line.  The  extent  to  which  it  can  be  felt  below 
the  edges  of  the  ribs  depends  upon  whether  it  is  enlarged  or  not,  and  also  upon 
the  amount  of  flatus  in  the  stomach  and  intestines.  As  a  rule,  in  health  its 
lower  thin  border  projects  about  half  an  inch  below  the  costal  cartilages,  and 
can  be  felt  moving  up  and  down  with  the  action  of  the  diaphragm ;  but  it 
requires  an  educated  hand  to  feel  it.  An  uneducated  hand  would  miss  it  alto- 
gether. That  part  of  it,  however,  which  crosses  the  middle  line  below  the  ensi- 
form  cartilage  is  much  more  accessible  to  the  feel;  here  it  lies  immediately 
behind  the  linea  alba,  and  in  front  of  the  stomach,  nearly  half-way  down  to  the 
umbilicus.  Here,  therefore,  is  the  best  place  to  feel  wnether  the  liver  be  en- 
larged or  pushed  down  lower  than  it  ought  to  be.  If  it  be  much  enlarged  and 
much  lower,  even  the  most  untutored  hand  could  detect  its  edge. 

Even  if  the  edge  of  the  liver  be  felt  very  much  lower  than  is  normal  below 
the  ribs,  it  does  not  necessarily  follow  that  the  liver  is  enlarged,  since  it  may  be 
pressed  down  by  other  causes — for  instance,  the  habit  of  wearing  tight  stays. 

To  what  height  does  the  liver  ascend  ?  This  can  only  be  ascertained  by  care- 
ful percussion  of  the  chest- wall.  The  highest  part  of  its  convexity  on  the  right 
side  is  about  one  inch  below  the  nipple,  or  nearly  on  a  level  with  the  external 
and  inferior  angle  of  the  pectoralis  major.  Posteriorly  the  liver  comes  to  the 
surface  below  the  base  of  the  right  lung,  about  the  level  of  the  tenth  dorsal 
spine. 

Roughly  speaking,  the  upper  border  of  the  liver  corresponds  with  the  level 
of  the  tendinous  centre  of  the  diaphragm :  that  is,  the  level  of  the  lower  end 
of  the  sternum.  Thus  a  needle  thrust  into  the  right  side,  between  the  sixth 
and  seventh  ribs,  would  traverse  the  lung,  and  then  go  through  the  diaphragm 
into  the  liver. 

78.  Gall  Bladder. — The  gall  bladder,  or  rather  the  fundus  of  it,  is  situated, 
but  cannot  be  felt,  just  below  the  edge  of  the  liver  about  the  ninth  costal  carti- 
lage, outside  the  edge  of  the  right  rectus  muscle. 

79.  Stomach. — The  stomach  varies  in  size  more  than  any  other  organ  in 
the  body.  When  empty  and  contracted  (63)  it  lies  at  the  back  of  the  abdomen, 
overlapped  by  the  left  lobe  of  the  liver,  and  in  front  of  the  pancreas.  When 
very  full,  it  turns  on  its  axis  and  swells  up  towards  the  front,  coming  close 
behind  the  wall  of  the  abdomen,  occupying  most  of  the  left  hypochoudrium 
and  epigastrium,  displacing  the  contiguous  organs,  pushing  in  every  direction, 
and  often  interfering  with  the  action  of  the  heart  and  left  lung.  Hence  the 
palpitation  and  distressing  heart-symptoms  in  indigestion  and  flatulence. 

The  cardiac  orifice  of  the  stomach  lies  to  the  left  of  the  middle  line,  just 
below  the  level  of  the  junction  of  the  seventh  costal  cartilage  with  the  sternum. 

80.  Pylorus. — The  pylorus  lies  under  the  liver,  on  the  right  side,  near  the 
end  of  tne  cartilage  of  the  eighth  rib ;  but  it  cannot  be  felt  unless  enlarged  and 
hardened  by  disease,  and  even  then  not  with  certainty. 

81.  Spleen* — The  spleen,  if  healthy,  cannot  be  felt,  so  completely  is  it 
sheltered  by  the  ribs.  It  lies  on  the  left  side,  connected  to  the  great  end  of  the 
stomach,  beneath  the  ninth,  tenth,  and  eleventh  ribs,  between  the  axillary  lines — 
lines,  namely,  drawn  vertically  downwards  from  the  anterior  and  posterior 
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margins  of  the  axilla.    Its  upper  edge  is  on  a  level  with  the  spine  of  the  ninth 
dorsal  vertebra,  its  lower  with  the  spine  of  the  eleventh. 

Its  position  and  size,  therefore,  in  health  can  only  be  ascertained,  and  not  very 
accurately,  by  the  extent  of  dulness  on  percussion.  The  greatest  amount  of 
dulness  would  be  over  the  tenth  and  eleventh  ribs ;  above  this  the  thin  edge  of 
the  lung  would  intervene  between  the  spleen  and  the  abdominal  wall.  If,  there- 
fore, the  spleen  can  be  distinctly  felt  below  the  ribs,  it  must  be  enlarged.  In 
proportion  to  its  enlargement,  so  can  its  lower  rounded  border  be  detected  below 
the  tenth  and  eleventh  ribs,  especially  when  forced  downwards  by  a  deep  inspi- 
ration.1 

82.  Pancreas. — The  pancreas  lies  transversely  •  behind  the  stomach,  and 
crosses  the  aorta  and  the  spine  about  the  junction  of  the  first  and  second  lumbar 
vertebrae.  The  proper  place  to  feel  for  it,  therefore,  would  be  in  the  linea  alba 
about  two  or  three  inches  above  the  umbilicus.  Is  it  perceptible  to  the  touch  ? — 
only  under  very  deep  pressure,  and  very  favorable  circumstances,  such  as  an 
emaciated  and  empty  abdomen.  It  is  worth  remembering  that  it  may  be  felt 
under  such  conditions.  Sir  W.  Jenner  says  that  he  has  known  the  pancreas  of 
normal  size,  in  thin  persons  mistaken  for  disease — disease  of  the  transverse  arch 
of  the  colon,  or  aneurism  of  the  abdominal  aorta. 

83.  Kidney. — The  kidney  lies  at  the  back  of  the  abdomen,  on  the  quadratus 
lumborum  and  psoas  muscles,  opposite  the  two  lower  dorsal  and  two  upper 
lumbar  spines.  The  right,  owing  to  the  size  of  the  liver,  is  a  trifle — say,  three- 
quarters  of  an  inch — lower  than  the  left.  The  pelvis  of  the  kidney  is  about  the 
level  of  the  spine  of  the  first  lumbar  vertebra :  the  upper  border  is  about  the 
level  of  the  space  between  the  eleventh  and  twelfth  dorsal  spines;  the  lower 
border  comes  as  low  as  the  third  lumbar  spine.  During  a  deep  inspiration  both 
kidneys  are  depressed  by  the  diaphragm  nearly  half  an  inch. 

Can  we  feel  the  normal  kidney  ?  The  only  place  where  it  is  accessible  to 
pressure  is  just  below  the  last  rib,  on  the  outer  edge  of  the  "erector  spinae."  I 
say  accessible  to  pressure,  for  I  have  never  succeeded  in  satisfying  myself  that 
I  have  distinctly  felt  its  rounded  lower  border  in  the  living  subject,  nor  even  in 
the  dead,  with  the  advantage  of  flaccid  abdominal  walls  and  the  opportunity  of 
making  hard  pressure  with  both  hands,  placed  simultaneously,  one  in  front  of 
the  abdomen,  the  other  on  the  back.  For  these  reasons  I  believe  that,  although 
we  can  easily  ascertain  its  degree  of  tenderness  on  pressure,  we  cannot  actually 
feel  it  unless  it  be  considerably  enlarged. 

We  must  be  on  our  guard  not  to  mistake  for  the  kidney  an  enlarged  liver  or 
spleen,  or  an  accumulation  of  feces  in  the  lumbar  part  of  the  colon. 

84.  Large  Intestine. — Let  us  now  trace  the  large  intestine  and  see  where 
it  is  accessible  to  pressure.  The  "caecum,"  or  "caput  coli,"  and  the  ileo-caecal 
valve  lie  in  the  right  iliac  fossa.  The  ascending  colon  runs  up  the  right  lumbar 
region  over  the  right  kidney.  The  transverse  colon  crosses  the  abdomen  two 
or  three  inches  above  the  umbilicus.  The  descending  colon  lies  in  the  left 
lumbar  region  in  front  of  the  left  kidney.  The  sigmoid  flexure  occupies  the 
left  iliac  fossa. 

Throughout  the  whole  of  this  tortuous  course,  except  at  the  angles  of  the 
transverse  colon,  the  large  bowel  is  accessible  to  pressure,  and  we  could,  under 
favorable  circumstances,  detect  hardened  feces  in  it.  Within  the  last  few 
months  we  have  had  two  instances  of  this  in  St.  Bartholomew's  Hospital.  One 
was  a  collection  of  feces  in  the  transverse  colon,  which  formed  a  distinct  tumor 
in  the  abdomen.  All  the  symptoms  yielded  to  large  and  repeated  injections  of 
olive  oil.  The  other  case  was  an  accumulation  of  fecal  matter  in  the  sigmoid 
flexure,  which  during  life  was  thought  to  be  malignant  disease. 

85.  Colotomy. — The  operation  of  opening  the  colon  (colotomy)  may  be  done 

1  See  some  good  observations  on  the  position  of  the  enlarged  spleen  by  Sir  W.  Jenner,  "  Med. 
Gaz.,"  Jan.  16,  1869. 
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-z:~ence  of  Jeep-seated  collections  of  matter,  or  the  internal  com- 

of  Catheters. — In  the  introduction  of  catheters  the  following 

.    -.     a.j»m>  :Le  point  of  the  instrument  well  applied  against  the 

:'    L.t  ir^hra: — Depress  the  handle  at  the  right  moment  (90); 

..    ..    l-  :n  v:**w:  in  cases  of  difficulty  feel  the  urethra  through  the 

.^—/•a*-:  *¥- nattier  the  instrument  be  in  the  right  direction.     Atten- 

-.-  *•;.""*  /.  "mushes  the  risk  of  making  a  false  passage. 

I  m  tie  Child. — In  children  the  membranous  part  of  the  urethra  is, 

-  .:.v  _.  "  _>rv  Iohj:,  owing  to  the  smallness  of  the  prostate.     It  is 

-  u-  "irvod,  because  the  bladder  in  children  is  more  in  the  abdo- 
:  ...  v.v'5.  Ir  is,  moreover,  composed  of  thin  and  delicate  walls. 
-.   ^  .   c  i"S6,  therefore,  should  be  used  in  passing  a  catheter;  else 

>  :.v.kiv  t«>  pass  through  the  coats  and  make  a  false  passage. 

..  \  ::j.  u^h  »if  beuisr  able  to  ascertain  through  the  rectum  whether  the 

c    :i  *.:»*  r.-ht  track  and  moving  freely  in  the  bladder,  which  can 

*  * »»    •  • » •  it Tvn 


THE  THIGH. 
Jbupfcrt^  Ligament,  or  Crural  Arch. — Mark  the  anterior  superior 

.   in,  :.  c  spiue  of  the  pubes,  and  define  the  line  of  "Poupart's  liga- 

*     -.  i   .wo::- is  between  them.     This  line  is  one  of  our  guides  in  the 

^    i     :^\  :».al  and  femoral  herniae.     If  the  bulk  of  the  tumor  be  above 

v    i»  ■  i-a  :s  probably  inguinal;  if  below  it,  femoral.     The  line  is  not 

^  ,  .  o   •  -:r.vi  rV'>m  the  spine  of  the  ilium  to  the  spine  of  the  pubes,  but 

.    «t»\  w  *:Ii  the  convexity  downwards,  owing  to  its  close  connection 

:ls.  a  a  ;t  of  the  thigh.     In  many  persons  it  can  be  distinctly  felt;  in 

%.      rv  -i\v .^  course  is  indicated  by  a  slight  furrow  in  the  skin. 

.     •»•   v,    >i  Vvu:  the  spine  of  the  pubes,  refer  to  paragraph  69. 

•  v.  T^rti^r  at  the  Bend  of  the  Thigh,— When  the  thigh  is  even  slightly 

,     .      v .-    4  ,v<»  ^  a  sveoud  furrow  in'  the  skin  below  that  at  the  crural  arch. 

^s.^i-1-        'ow  Iv^tus  at  the  angle  between  the  scrotum  and  the  thigh, 

..w  v    v.    »  *  *x  si:vt  is  gradually  lost  between  the  top  of  the  trochanter  and 

%    .    *  »  v.  -v-'-'T  spine  of  the  ilium.     It  runs  right  across  the  front  of  the 

x        %     v  »  -  .  iu\     For  this  reason  it  is  a  valuable  landmark  in  amputa- 

%      u.   •    »  •,/.-•  .     The  point  of  the  knife  should  be  introduced  externally 

.  v*  cvi^'is,  should  run  precisely  along  the  line  of  it,  and  come  out 

.   •  x.  so  •.  sit  the  capsule  of  the  joint  may  be  opened  with  the  first 

\     v  x  wvvi  disease  of  the  hip  pressure  made  in  this  line,  just  below 

%    ,  k      s-  •    --i,  will  toll  us  if  the  joint  be  tender.     Effusion  into  the  joint 

...»    v  t       :uv  of  the  furrow,  and  makes  a  fulness  when  contrasted  with 


. «    * , »  > » 

\      X 


»S\x 

t    VO. 

v  ■  .  v       f     »    * 


<ft?>.v»tt<HiA  Opening. — IQ  most  persons  there  is  a  natural  depression 

v      >  v  ^  ojviiiivu  ui  the  fascia  lata,  where  the  saphena  vein  joins  the 

:^»a  of  this  opening  is  just  below  the  inner  third  of  Poupart's 

sm  uioh  and  a  half  external  to  the  spine  of  the  pubes.     This 

o  f*o  >\>  oiling  of  a  femoral  hernia  first  appears :  therefore  it 

v    x.  >%,  v     '\  evrni nod  in  cases  of  doubt. 

>NvYiNV*U  Riugf*     rl*a°  position  of  the  femoral  ring,  through  which  the 

W  \  v    'o  t   i'to  abdomen,  is,  on  a  deeper  plane,  about  half  an  inch 

v  v».«\-sui<  opening,  and  immediately  under  Pouparfs  ligament. 

,v  N»»   ■   o  \  ••£  is  vertical  in  the  supine  position  of  the  body,  the  way 

xx  .  x    ,   \J  irvio  reduce  a  femoral  hernia  is  by  pressure,  applied  first 

„\  ,-  j    vV'  vn,  afterwards  in  an  upward.     The  intestine  protruded 

,vx  \«x  v  v.'v.or  a  s4uirp  edge  of  fascia,  namely,  the  upper  horn  of  the 
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saphenous  opening  (known  as  Hey's  ligament).  At  the  same  time  we  bend  the 
thigh,  to  relax  the  fascia  as  much  as  possible. 

A  good  way  to  find  the  seat  of  the  femoral  ring  with  precision  is  the  follow- 
ing: Feel  for  the  pulsation  of  the  femoral  artery  on  the  pubes;  allow  half  an 
inch  (on  the  inner  side)  for  the  femoral  vein ;  then  comes  the  femoral  ring. 

In  performing  the  operation  for  the  relief  of  the  stricture  in  femoral  hernia 
the  incision  through  the  skin  should  be  about  an  inch  and  a  half  external  to  the 
spine  of  the  pubes.  Its  direction  should  be  vertical,  and  its  middle  should  be 
just  over  the  femoral  ring. 

97.  Lymphatic  Glands  in  the  Groin. — The  cluster  of  inguinal  and  femo- 
ral lymphatic  glands  can  sometimes  be  felt  in  thin  persons.  The  inguinal 
lie  for  the  most  part  along  the  line  of  Poupart's  ligament :  they  receive  the 
absorbents  from  the  wall  of  the  abdomen,  the  urethra,  the  penis,  the  scrotum, 
and  the  anus.  The  femoral  glands  lie  chiefly  over  the  saphenous  opening  and 
along  the  outer  side  of  the  saphena  vein :  they  receive  the  absorbents  of  the 
lower  extremity ;  they  receive  some  also  from  the  scrotum— of  which  we  have 
practical  evidence  in  cases  of  chimney-sweeper's  cancer. 

98.  Trochanter  Major. — The  trochanter  major  is  a  most  valuable  landmark, 
to  which  we  are  continually  appealing  in  injuries  and  diseases  of  the  lower 
extremity.  There  is  a  natural  depression  over  the  hip  (in  fat  persons)  where  it 
lies  very  near  the  surface,  and  can  be  plainly  felt,  especially  wnen  the  thigh  is 
rotated.  Nothing  intervenes  between  the  bone  and  the  skin  except  the  strong 
fascia  of  the  glutaeus  maximus  and  the  great  bursa  underneath  it. 

The  top  of  the  trochanter  lies  pretty  nearly  on  a  level  with  the  spine  of  the 
pubes,  And  is  about  three- fourths  of  an  inch  lower  than  the  top  of  the  head  of 
the  femur.  A  careful  examination  of  the  bearing  of  the  great  trochanter  to  the 
other  bony  prominences  of  the  pelvis,  and  a  comparison  of  its  relative  position 
with  that  of  the  opposite  side,  are  the  best  guides  in  the  diagnosis  of  injuries 
about  the  hip,  and  the  position  of  the  head  of  the  femur. 

99.  Nelaton's  Line. — "  If  in  the  normal  state  you  examine  the  relations  of 
the  great  trochanter  to  the  other  bony  prominences  of  the  pelvis,  you  will  find 
that  the  top  of  the  trochanter  corresponds  to  a  line  drawn  from  the  anterior 
superior  spine  of  the  ilium  to  the  most  prominent  part  of  the  tuberosity  of  the 
ischium.  This  line  also  runs  through  the  centre  of  the  acetabulum.  The  extent 
of  displacement  in  dislocation  or  fracture  is  marked  by  the  projection  of  the 
trochanter  behind  and  above  this  line."1 

u  Ndlaton's  line,"  as  it  is  termed,  theoretically  holds  good.  But  in  stout  per- 
sons it  is  not  always  easy  to  feel  these  bony  points  so  as  to  draw  the  line  with 
precision.  A  surgeon  must,  after  all,  in  many  cases  trust  to  measurement  by 
his  eyes  and  his  flat  hands — his  best  guides.  Thus,  let  the  thumbs  be  placecl 
firmly  on  the  spines  of  the  ilia,  while  the  fingers  grasp  the  trochanters  on  each 
side.  Having  the  sound  side  as  a  standard  of  comparison  the  hand  will  easily 
detect  any  displacement  on  the  injured  side.  Winslow's*  observation  is  very 
much  to  the  point — "Feel  whether  the  injured  member  answers  to  the  sound." 

The  top  of  the  great  trochanter  is  the  guide  in  an  operation  recently  intro- 
duced by  Mr.  Adams,  namely,  the  "  subcutaneous  section  of  the  neck  of  the 
femur."  "  The  puncture  should  be  made  one  inch  above  and  nearly  one  inch  in 
front  of  the  top  of  the  trochanter.  The  neck  of  the  bone  is  to  be  sawn  through 
at  right  angles  to  its  axis,  the  saw  working  parallel  to  Poupart's  ligament,  and 
about  one  inch  below  it." 

Spine  of  the  Hium. — The  anterior  superior  spine  of  the  ilium  is  the  point 
from  which  we  measure  the  length  of  the  lower  limb.  By  looking  at  the  spines 
of  opposite  sides  we  can  detect  any  slant  in  the  pelvis.  By  pressure  on  both 
spines  simultaneously  we  examine  if  there  be  a  fracture  of  the  pelvis,  or  disease 
at  the  sacro- iliac  joint. 

1  NGlaton,  "  Patholopie  chirurpicale," t.  iv.  p.  441.    1848. 
8  YVinslow,  "{Structure  of  the  Human  Body."    London,  1733. 


934  LANDMARKS,  MEDICAL  AND  SURGICAL. 

in  the  right  or  left  loin,  below  the  kidney,  in  that  part  of  the  colon  not  covered 
by  peritoneum. 

The  landmarks  of  the  operation  are : — (1)  The  last  rib,  of  which  feel  the  sloping 
edge;  (2)  the  crest  of  the  ilium;  (3)  the  outer  border  of  the  "erector  spiuse." 
The  incision  should  be  about  three  inches  long,  midway  between  the  rib  and 
the  ilium.  It  should  begin  at  the  outer  border  of  the  "erector  spinae,"  and 
should  slope  downwards  and  outwards  in  the  direction  of  the  rib.  The  edge  of 
the  "quadratus  lumborum,"  which  is  the  guide  to  the  colon,  is  about  one  inch 
external  to  the  edge  of  the  "erector  spinae,"  or  three  full  inches  from  the  lumbar 
spines.  The  line  of  the  gut  is  vertical,  and  runs  (for  a  good  two  inches)  between 
the  lower  border  of  the  kidney  and  the  iliac  crest. 

Small  Intestines. — All  the  room  below  the  umbilicus  is  occupied  by  the 
small  intestines.  The  coils  of  the  jejunum  lie  nearer  to  the  umbilicus  (one 
reason  of  the  great  fatality  of  umbilical  herniee).  Those  of  the  ileum  are  lower 
down. 

On  the  right  side,  a  little  below  the  ninth  rib,  the  colon  lies  close  to  the  gall 
bladder,  and  is,  after  death,  sometimes  tinged  with  bile.  Posteriorly,  this  part 
of  the  colon  is  in  contact  with  the  kidney  and  duodenum. 

86.  Bladder. — When  the  bladder  distends,  it  gradually  rises  out  of  the  pelvis 
into  the  abdomen,  pushes  the  small  intestines  out  of  the  way,  and  forms  a  swell- 
ing above  the  pubes,  reaching  in  some  instances  up  to  the  navel.  The  outline 
of  this  swelling  is  perceptible  to  the  hand  as  well  as  to  percussion.  More  than 
this,  fluctuation  can  be  felt  through  the  distended  bladder  by  tapping  on  it  in 
front  with  the  fingers  of  one  hand,  while  the  forefinger  of  the  other  passed  up 
the  rectum  feels  the  bottom  of  the  "trigone." 
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The  body  is  supposed  to  be  placed  in  the  usual  position  for  lithotomy. 

87.  Bony  Framework. — We  can  readily  feel  the  osseous  and  ligamentous 
boundaries  of  the  perineum ;  namely,  the  rami  of  the  pubes  and  ischia,  the 
tuberosities  of  the  ischia,  the  great  sacro-ischiatic  ligaments,  and  the  apex  of 
the  coccyx.  This  framework  forms  a  lozenge-shaped  space.  If  we  draw  an 
imaginary  line  across  it  from  the  front  of  one  tuber  ischii  to  the  other,  we  divide 
this  space  into  an  anterior  and  a  posterior  triangle.  The  anterior  is  nearly 
equilateral,  and,  in  a  well-formed  pelvis,  its  sides  are  from  three  to  three  and  a 
half  inches  long.  It  is  called  the  urethral  triangle.  The  posterior,  containing 
the  greater  part  of  the  anus  and  the  ischio-rectal  fossa  on  each  side,  is  called  the 
anal  triangle. 

88.  Raphe. — A  slight  central  ridge  of  skin,  called  the  "  raphd,"  runs  from  the 
anus  up  the  perineum,  scrotum,  and  penis.  This  "raph£,"  or  middle  line  of  the 
perineum,  is  the  "line  of  safety"  in  making  incisions  to  let  out  matter  or  effused 
urine,  or  to  divide  a  stricture. 

89.  Central  Point  of  Perineum. — It  is  very  important  to  know  that  a 

point  of  the  raph£  about  midway  between  the  scrotum  (where  it  joins  the  peri- 
neum) and  the  centre  of  the  anus,  corresponds  with  the  so-called  "central  ten- 
don" where  the  perineal  muscles  meet.  The  bulb  of  the  urethra  lies  above  this 
point,  and  never,  at  any  age,  comes  lower  down.  The  artery  of  the  bulb,  too, 
never  runs  below  this  level.  Therefore  the  incision  in  lithotomy  should  never 
commence  above  it.  A  knife  introduced  at  this  point,  and  pusted  backwards 
with  a  very  slight  inclination  upwards,  would  enter  the  membranous  part  of  the 
urethra  just  in  front  of  the  prostate  gland ;  pushed  still  further  it  would  enter 
the  neck  of  the  bladder.  This  point,  then,  is  a  very  good  landmark  to  the 
urethra  in  lithotomy,  or,  indeed,  in  any  operations  on  the  perineum. 

The  incision  in  the  lateral  operation  of  lithotomy,  beginning  below  the  point 
indicated,  should  be  carried  downwards  and  outwards  between  the  anus  and  the 
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ischium,  a  little  nearer  to  the  ischium  than  the  anus.    The  lower  end  of  the 
incision  should  reach  a  point  just  below  the  anus. 

90.  Triangular  Ligament. — In  a  thin  perineum,  we  can  feel  the  lower 
border  of  the  deep  perineal  fascia  or  "so-called  triangular"  ligament  of  the 
urethra.  The  urethra  passes  through  it  about  one  inch  below  the  lower  part  of 
the  symphysis  pubis,  and  about  three-quarters  of  an  inch  higher  than  the  central 
tendon  of  the  perineum.  It  is  important  to  bear  in  mind  these  landmarks  in 
introducing  a  catheter.  If  the  catheter  be  depressed  too  soon,  its  passage  will 
be  resisted  by  the  triangular  ligament ;  if  too  late,  it  will  be  likely  to  make  a 
false  passage  by  running  through  the  bulb. 

91.  Anus. — One  of  the  most  important  landmarks  which  guide  a  surgeon  in 
his  operations  about  the  anus,  is  a  white  line  which  was  first  pointed  out  by 
Mr.  Hilton,1  and  can  be  easily  recognized  in  the  living  body.  It  shows  the 
junction  of  the  skin  and  mucous  membrane,  and  is  of  especial  interest  because 
it  marks  with  great  precision  the  linear  interval  between  the  external  and 
internal  sphincter  muscles.  It  is  an  exact  and  truthful  landmark,  and  can  be 
relied  upon.  From  this  line  the  internal  sphincter  extends  upwards,  beneath 
the  mucous  membrane,  for  about  an  inch,  becoming  gradually  more  and  more 
attenuated. 

The  wrinkled  appearance  of  the  anus  is  caused  by  the  contraction  of  the 
external  sphincter.  At  the  bottom  of  these  cutaneous  folds,  especially  towards 
the  coccyx,  we  look  for  "  fissure  of  the  anus." 

92.  Landmarks  in  the  Rectum, — Many  valuable  landmarks  may  be  felt 
by  introducing  the  finger  into  the  rectum,  with  a  catheter  at  the  same  time  in 
the  urethra.     The  principal  of  these  landmarks  are  the  following: — 

a.  The  finger  can  feel  the  extent  and  powerful  grasp  of  the  internal  sphincter 
for  about  one  inch  up  the  bowel. 

b.  Urethra. — Through  the  front  wall  of  the  bowel  it  can  most  distinctly  feel 
the  track  of  the  membranous  part  of  the  urethra,  exactly  in  the  middle  line. 
This  is  very  important,  because  you  can  ascertain  with  precision  whether  the 
catheter  has  deviated  from  the  proper  track. 

c.  Prostate  Gland. — About  an  inch  and  a  half  or  two  inches  from  the  anus, 
the  finger  comes  upon  the  prostate  gland.  The  gland  lies  in  close  contact  with 
the  bowel,  and  can  be  detected  by  its  shape  and  hard  feel.  The  finger,  moved 
from  side  to  side,  can  examine  the  size  of  its  lateral  lobes. 

d.  The  finger,  introduced  still  further,  can  reach  beyond  the  prostate,  as  far 
as  the  apex  of  the  trigone  of  the  bladder.  More  than  this,  it  can  feel  the  angle 
betweeji  the  "ductus  communes  ejaculatorii,"  which  forms  the  apex  of  the  tri- 
gone. This  is  the  precise  spot  where  the  distended  bladder  should  be  punctured 
through  the  rectum.  The  more  distended  the  bladder,  the  easier  can  this  spot 
be  felt.  Fluctuation  is  at  once  detected  by  a  gentle  tap  on  the  bladder  above 
the  pubes  (86).  The  trocar  must  be  thrust  in  the  direction  of  the  axis  of  the 
distended  bladder;  that  is,  roughly  speaking,  in  a  line  drawn  from  the  anus 
through  the  pelvis  to  the  umbilicus. 

e.  The  fola  of  peritoneum,  called  the  recto-vesical  pouch,  is  about  four  inches 
from  the  anus,  therefore  it  is  not  within  reach  of  the  finger;  and  we  run  no 
risk  of  wounding  it  in  tapping  the  bladder  if  the  trocar  be  introduced  near  the 
angle  of  the  trigone. 

/.  The  finger  can  feel  one  of  the  ridges  or  folds  of  mucous  membrane  which 
are  situated  at  the  lower  part  of  the  rectum.  This  fold  projects  from  the  side, 
and  sometimes  from  the  upper  part  of  the  rectum,  near  the  prostate.  When 
thickened  or  ulcerated,  this  fold  occasions  great  pain  in  defecation ;  and  great 
relief  is  afforded  by  its  division. 

g.  Lastly,  the  finger  can  examine  the  condition  of  the  spaces  filled  with  fat 
on  either  side  of  the  rectum,  called  the  ischio-rectal  fossae,  with  a  view  to 

1  "  Lectures  od  Best  and  Pain,"  p.  280. 


93G  LANDMARKS,  MEDICAL  AND  SURGICAL. 

ascertain  the  existence  of  deep-seated  collections  of  matter,  or  the  internal  com- 
munications of  fistulae. 

Introduction  of  Catheters. — In  the  introduction  of  catheters  the  following 
are  good  rules.  Keep  the  point  of  the  instrument  well  applied  against  the 
upper  surface  of  the  urethra: — Depress  the  handle  at  the  right  moment  (90); 
keep  the  umbilicus  in  view ;  in  cases  of  difficulty  feel  the  urethra  through  the 
rectum,  to  ascertain  whether  the  instrument  be  in  the  right  direction.  Atten- 
tion to  these  rules  diminishes  the  risk  of  making  a  false  passage. 

Urethra  in  the  Child. — In  children  the  membranous  part  of  the  urethra  is, 
relatively  speaking,  very  long,  owing  to  the  smallness  of  the  prostate.  It  is 
also  more  sharply  curved,  because  the  bladder  in  children  is  more  in  the  abdo- 
men than  in  the  pelvis.  It  is,  moreover,  composed  of  thin  and  delicate  walls. 
The  greatest  gentleness,  therefore,  should  be  used  in  passing  a  catheter ;  else 
the  instrument  is  likely  to  pass  through  the  coats  and  make  a  false  passage. 
Hence  the  advantage  of  being  able  to  ascertain  through  the  rectum  whether  the 
instrument  be  in  the  right  track  and  moving  freely  in  the  bladder,  which  can 
also  be  easily  felt  in  children. 
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93.  Poupart's  Ligament,  or  Crural  Arch. — Mark  the  anterior  superior 

spine  of  the  ilium,  the  spine  of  the  pubes,  and  define  the  line  of  "Poupart's  liga- 
ment" which  extends  between  them.  This  line  is  one  of  our  guides  in  the 
diagnosis  of  inguinal  and  femoral  hernias.  If  the  bulk  of  the  tumor  be  above 
the  line,  the  hernia  is  probably  inguinal ;  if  below  it,  femoral.  The  line  is  not 
a  straight  one  drawn  from  the  spine  of  the  ilium  to  the  spine  of  the  pubes,  but 
slightly  curved,  with  the  convexity  downwards,  owing  to  its  close  connection 
with  the  fascia  lata  of  the  thigh.  In  many  persons  it  can  be  distinctly  felt ;  in 
nearly  all  its  precise  course  is  indicated  by  a  slight  furrow  in  the  skin. 
For  the  points  about  the  spine  of  the  pubes,  refer  to  paragraph  69. 

94.  Furrow  at  the  Bend  of  the  Thigh, — When  tne  thigh  is  even  slightly 

bent,  there  appears  a  second  furrow  in  the  skin  below  that  at  the  crural  arch. 
This  second  furrow  begins  at  the  angle  between  the  scrotum  and  the  thigh, 
passes  outwards,  and  is  gradually  lost  between  the  top  of  the  trochanter  and 
the  anterior  superior  spine  of  the  ilium.  It  runs  right  across  the  front  of  the 
capsule  of  the  nip-joint.  For  this  reason  it  is  a  valuable  landmark  in  amputa- 
tion at  the  hip-joint.  The  point  of  the  knife  should  be  introduced  externally 
where  the  furrow  begins,  should  run  precisely  along  the  line  of  it,  and  come  out 
where  it  ends;  so  that  the  capsule  of  the  joint  may  be  opened  with  the  first 
thrust.  In  suspected  disease  of  the  hip  pressure  made  in  this  line,  just  below 
the  spine  of- the  ilium,  will  tell  us  if  the  joint  be  tender.  Effusion  into  the  joint 
obliterates  all  trace  of  the  furrow,  and  makes  a  fulness  when  contrasted  with 
the  opposite  groin. 

95.  Saphenous  Opening. — In  most  persons  there  is  a  natural  depression 
over  the  saphenous  opening  in  the  fascia  lata,  where  the  saphena  vein  joins  the 
femoral.  The  position  of  this  opening  is  just  below  the  inner  third  of  Pou  part's 
ligament,  and  about  an  inch  and  a  half  external  to  the  spine  of  the  pubes.  This 
is  the  place  where  the  swelling  of  a  femoral  hernia  first  appears :  therefore  it 
ought  to  be  carefully  examined  in  cases  of  doubt. 

96.  Femoral  King. — The  position  of  the  femoral  ring,  through  which  the 
hernia  escapes  from  the  abdomen,  is,  on  a  deeper  plane,  about  half  an  inch 
higher  than  the  saphenous  opening,  and  immediately  under  Poupart's  ligament. 
As  the  plane  of  the  ring  is  vertical  in  the  supine  position  of  the  body,  the  way 
in  which  we  should  try  to  reduce  a  femoral  hernia  is  by  pressure,  applied  first 
in  a  downward  direction,  afterwards  in  an  upward.  The  intestine  protruded 
has  to  pass  back  under  a  sharp  edge  of  fascia,  namely,  the  upper  horn  of  the 
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saphenous  opening  (known  as  Hey's  ligament).  At  the  same  time  we  bend  the 
thigh,  to  relax  the  fascia  as  much  as  possible. 

A  good  way  to  find  the  seat  of  the  femoral  ring  with  precision  is  the  follow- 
ing: Feel  for  the  pulsation  of  the  femoral  artery  on  the  pubes;  allow  half  an 
inch  (on  the  inner  side)  for  the  femoral  vein ;  then  comes  the  femoral  ring. 

In  performing  the  operation  for  the  relief  of  the  stricture  in  femoral  hernia 
the  incision  through  the  skin  should  be  about  an  inch  and  a  half  external  to  the 
spine  of  the  pubes.  Its  direction  should  be  vertical,  and  its  middle  should  be 
just  over  the  femoral  ring. 

97.  Lymphatic  Glands  in  the  Groin. — The  cluster  of  inguinal  and  femo- 
ral lymphatic  glands  can  sometimes  be  felt  in  thin  persons.  The  inguinal 
lie  for  the  most  part  along  the  line  of  Poupart's  ligament :  they  receive  the 
absorbents  from  the  wall  of  the  abdomen,  the  urethra,  the  penis,  the  scrotum, 
and  the  anus.  The  femoral  glands  lie  chiefly  over  the  saphenous  opening  and 
along  the  outer  side  of  the  saphena  vein :  they  receive  the  absorbents  of  the 
lower  extremity ;  they  receive  some  also  from  the  scrotum— of  which  we  have 
practical  evidence  in  cases  of  chimney-sweeper's  cancer. 

98.  Trochanter  Major. — The  trochanter  major  is  a  most  valuable  landmark, 
to  which  we  are  continually  appealing  in  injuries  and  diseases  of  the  lower 
extremity.  There  is  a  natural  depression  over  the  hip  (in  fat  persons)  where  it 
lies  very  near  the  surface,  and  can  be  plainly  felt,  especially  when  the  thigh  is 
rotated.  Nothing  intervenes  between  the  bone  and  the  skin  except  the  strong 
fascia  of  the  glutaeus  maximus  and  the  great  bursa  underneath  it. 

The  top  of  the  trochanter  lies  pretty  nearly  on  a  level  with  the  spine  of  the 
pubes,  And  is  about  three-fourths  of  an  inch  lower  than  the  top  of  the  head  of 
the  femur.  A  careful  examination  of  the  bearing  of  the  great  trochanter  to  the 
other  bony  prominences  of  the  pelvis,  and  a  comparison  of  its  relative  position 
with  that  of  the  opposite  side,  are  the  best  guides  in  the  diagnosis  of  injuries 
about  the  hip,  and  the  position  of  the  head  of  the  femur. 

99.  N61aton'8  Line. — "  If  in  the  normal  state  you  examine  the  relations  of 
the  great  trochanter  to  the  other  bony  prominences  of  the  pelvis,  you  will  find 
that  the  top  of  the  trochanter  corresponds  to  a  line  drawn  from  the  anterior 
superior  spine  of  the  ilium  to  the  most  prominent  part  of  the  tuberosity  of  the 
ischium.  This  line  also  runs  through  the  centre  of  the  acetabulum.  The  extent 
of  displacement  in  dislocation  or  fracture  is  marked  by  the  projection  of  the 
trochanter  behind  and  above  this  line."1 

"  N&aton's  line,"  as  it  is  termed,  theoretically  holds  good.  But  in  stout  per- 
sons it  is  not  always  easy  to  feel  these  bony  points  so  as  to  draw  the  line  with 
precision.  A  surgeon  must,  after  all,  in  many  cases  trust  to  measurement  by 
his  eyes  and  his  flat  hands — his  best  guides.  Thus,  let  the  thumbs  be  placecl 
firmly  on  the  spines  of  the  ilia,  while  the  fingers  grasp  the  trochanters  on  each 
side.  Having  the  sound  side  as  a  standard  of  comparison  the  hand  will  easily 
detect  any  displacement  on  the  injured  side.  Winslow's1  observation  is  very 
much  to  the  point — "Feel  whether  the  injured  member  answers  to  the  sound." 

The  top  of  the  great  trochanter  is  the  guide  in  an  operation  recently  intro- 
duced by  Mr.  Adams,  namely,  the  "  subcutaneous  section  of  the  neck  of  the 
femur."  "  The  puncture  should  be  made  one  inch  above  and  nearly  one  inch  in 
front  of  the  top  of  the  trochanter.  The  neck  of  the  bone  is  to  be  sawn  through 
at  right  angles  to  its  axis,  the  saw  working  parallel  to  Poupart's  ligament,  and 
about  one  inch  below  it." 

Spine  of  the  Ilinm. — The  anterior  superior  spine  of  the  ilium  is  the  point 
from  which  we  measure  the  length  of  the  lower  limb.  By  looking  at  the  spines 
of  opposite  sides  we  can  detect  any  slant  in  the  pelvis.  By  pressure  on  both 
spines  simultaneously  we  examine  if  there  be  a  fracture  of  the  pelvis,  or  disease 
at  the  sacro-iliac  joint. 

1  Nelaton,  "  Patholopie  chirurpicale."  t.  iv.  p.  441.    1848. 
*  Witislow,  "Structure  of  the  Human  Body."    London,  1733. 
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100.  "  In  reducing  a  dislocation  of  the  hip  by  manipulation  it  is  important  to 
bear  in  mind  that,  in  every  position,  the  head  of  the  femur  faces  nearly  in  the 
direction  of  the  inner  aspect  of  its  internal  condyle."1 

101.  Compression  of  Femoral  Artery. — About  a  point  midway  between 

the  spine  of  the  ilium  and  the  symphysis  pubis,  the  femoral  artery  can  be  felt 
beating,  and  effectually  compressed,  against  the  pubes.  How  should  the  pres- 
sure be  applied  when  the  patient  lies  on  the  back  ?  In  accordance  with  the 
slope  of  the  bone — that  is,  with  a  slight  inclination  upwards. 

If  the  Italian  tourniquet  be  used,  we  should  be  careful  to  adjust  the  counter- 
pad  well  under  the  tuberosity  of  the  ischium.  If  digital  pressure  be  used,  it  is 
easy  to  command  the  femoral  by  slight  pressure  of  the  thumb,  provided  the 
fingers  have  a  firm  hold  on  the  great  trochanter. 

102.  SartorillS. — The  sartorius  is  the  great  fleshy  landmark  of  the  thigh,  as 
the  biceps  is  of  the  arm,  and  the  sterno-cleido-mastoideus  of  the  neck.  Its 
direction  and  borders  may  easily  be  traced  by  asking  the  patient  to  raise  his 
leg,  a  movement  which  puts  the  muscle  in  action.  The  same  action  defines  the 
boundaries  of  the  triangle  (of  Scarpa)  formed  by  Poupart's  ligament,  the  ad- 
ductor longus  and  sartorius. 

Line  of  Femoral  Artery. — To  define  the  course  of  the  femoral  artery,  draw 
a  line  from  midway  between  the  anterior  superior  spine  of  the  ilium  and  the  sym- 
physis pubis  to  the  (spur-like)  tubercle  for  the  adductor  magnus  on  the  inner 
side  of  the  knee.     The  femoral  artery  lies  under  the  upper  §  of  this  line. 

The  sartorius  begins  to  cross  the  artery,  as  a  rule,  from  three  to  four  inches 
below  Poupart's  ligament.  The  point  at  which  the  profunda  artery  arises  is 
(generally)  about  one  and  a  half  or  two  inches  below  the  ligament.  Therefore 
the  incision  for  tying  the  femoral  in  Scarpa's  triangle  should  commence  about  a 
hand's  breadth  below  Poupart's  ligament,  and  be  continued  for  three  inches  in 
the  line  of  the  artery. 

To  command  the  femoral  in  Scarpa's  triangle,  the  pad  of  the  tourniquet 
should  be  placed  at  the  apex,  and  the  direction  of  the  pressure  should  be,  not 
backwards,  but  outwards,  so  that  the  artery  .may  be  compressed  against  the 
femur. 

In  the  middle  third  of  the  thigh  the  femoral  artery  lies  in  Hunter's  canal 
overlapped  by  the  sartorius.  About  the  commencement  of  the  lower  third  the 
artery  leaves  the  canal  through  the  oval  opening  in  the  adductor  magnus,  and 
enters  the  popliteal  space.  The  line  for  finding  the  artery  in  Hunter's  canal 
has  been  already  traced.  The  incision  to  reach  the  artery  in  this  part  of  its 
course  would  fall  in  with  the  outer  border  of  the  sartorius. 

To  command  the  femoral  artery  in  Hunter's  canal,  the  pressure  should  be 
directed  outwardly,  so  as  to  press  tlie  vessel  against  the  bone. 


THE  BUTTOCKS. 

103.  Bony  T^^^TPft^ff. — The  bony  landmarks  of  the  buttocks  which  can 
be  distinctly  felt  are :  1,  the  posterior  superior  spines  of  the  ilia ;  2,  the  spines 
of  the  sacral  vertebrae;  3,  the  two  tubercles  of  the  last  sacral  vertebra;  4,  the- 
apex  of  the  coccyx  in  the  deep  groove  leading  to  the  anus ;  5,  the  tuberosities 
of  the  ischia  on  each  side  of  the  anus. 

The  posterior  spines  of  the  ilia  are  about  the  level  of  the  second  sacral  spine, 
and  correspond  with  the  middle  of  the  sacro-iliac  symphysis. 

The  third  sacral  spine  marks  the  lowest  part  to  which  the  cerebrospinal 
fluid  descends  in  the  spinal  canal. 

The  tuberosities  of  the  ischia,  in  the  erect  position,  are  covered  by  the  glutens 
maximus.    In  the  sitting  position  they  support  the  weight  of  the  body,  and  are 

1  Bigelow,  "  Mechanism  of  Dislocation  and  Fracture  of  the  Hip."    Philadelphia,  1869. 
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only  covered  by  a  thick  pad  of  coarse  fat.  Between  this  pad  and  the  bones 
there  is  a  bursa,  which  I  have  more  than  once  seen  enlarged  and  inflamed  in 
coachmen. 

The  prominence  of  the  nates  is  one  of  the  characteristics  of  man  in  connection 
with  his  erect  attitude.  "Les  fesses  n'appartiennent  qu'i  Pesp^ce  humaine." 
They  are  formed  of  an  accumulation  of  fat  over  the  great  muscle  of  the  buttock 
(glutaeus  maximus).  From  their  appearance  we  may  gather  some  indication  of 
the  state  of  the  constitution.  They  are  firm  and  globose  in  the  vigorous ;  loose 
and  flaccid  in  the  infirm.  Wasting  and  flattening  of  one  compared  with  the 
other,  is  an  early  symptom  of  disease  in  the  hip. 

104.  Fold  Of  the  Buttock.— The  deep  furrow,  termed  "  the  fold  of  the  but- 
tock,"  which  separates  the  nates  from  the  back  of  the  thigh,  corresponds  with 
the  lower  border  of  the  glutaeus  maximus.  Its  altered  direction  in  disease  of 
the  hip  is  very  characteristic.  This  is  the  best  place  to  feel  the  great  ischiatic 
nerve.  We  find  it  by  pressing  deep  between  the  trochanter  and  the  tuber  ischii 
rather  nearer  to  the  latter.  When  we  sit  upright,  the  nerve  is  not  liable  to 
pressure ;  but  it  becomes  numbed  when  we  sit  long  sideways. 

105.  Gluteal  Artery. — To  find  at  what  point  the  gluteal  artery  comes  out 
of  the  pelvis,  draw  a  line  from  the  posterior  superior  spine  of  the  ilium  to  the 
trochanter  major,  rotated  inwards.  The  junction  of  the  upper  with  the  middle 
third  of  this  line  lies  over  the  artery  as  it  emerges  from  the  upper  border  of  the 
great  ischiatic  notch. 

The  point  of  exit  of  the  ischiatic  artery  from  the  pelvis  is  about  half  an  inch 
lower  than  that  of  the  gluteal. 

106.  Pudic  Artery. — The  pudic  artery  lies  over  the  spine  of  the  ischium. 
To  find  it,  draw  a  line  from  the  outer  side  of  the  tuber  ischii  to  the  posterior 
superior  spine  of  the  ilium.  The  junction  of  the  lower  with  the  middle  third 
gives  the  position  of  the  artery.  The  ischiatic  artery  lies  close  to  it,  but  nearer 
the  middle  line. 

Looking  at  the  course  of  these  arteries  it  appears  that  when  seated  on  hard 
seats  the  pressure  is  sustained  by  the  bones ;  when  reclining  on  soft  seats  the 
pressure  is  sustained  more  by  the  soft  parts,  and  reaches  the  arteries ;  hence 
the  tendency  of  modern  modes  of  reposing  to  drive  the  blood  into  the  interior 
of  the  pelvis  and  favor  the  production  of  piles  and  uterine  disorders.  A  cele- 
brated French  accoucheur  used  to  say  that  the  fashion  of  high  waists,  tight 
lacing,  and  easy  chairs  brought  him  many  thousands  a  year. 


THE  KNEE. 

107.  Bony  Points. — The  patella ;  the  tuberosities  of  the  two  condyles ;  the 
tubercle  of  the  tibia  for  the  attachments  of  the  ligamentum  patellae ;  another 
(the  lateral)  tubercle,  on  the  outer  side  of  the  head  of  the  tibia;  and  the  head 
of  the  fibula  are  the  chief  bony  landmarks  of  the  knee. 

Observe  that  the  head  of  the  fibula  lies  at  the  outer  and  back  part  of  the 
tibia,  and  that  it  is  pretty  nearly  on  a  level  with  the  tubercle  for  the  attachment 
of  the  ligamentum  patellae. 

We  can  also  feel  the  little  spur-like  projection  of  bone  above  the  internal  con- 
dyle which  gives  attachment  to  the  tendon  of  the  adductor  magnus.  The  spur- 
like  projection  corresponds  with  the  level  of  the  epiphysis  of  the  lower  end  of 
the  femur,  and  also  with  the  level  of  the  highest  part  of  the  trochlea  for  the 
patella ;  facts  worth  notice  in  performing  excision  of  the  knee. 

"  In  reducing  a  dislocation  of  the  hip,  it  is  important  to  bear  in  mind  that  the 
inner  aspect  of  the  internal  condyle  in  every  position  of  the  limb  faces  nearly 
in  the  direction  of  the  head  of  the  femur."     (100.) 

The  tubercle  on  the  outer  side  of  the  heaa  of  the  tibia  gives  attachment  to 
the  broad  and  strong  aponeurosis  (tendon  of  the  tensor  fasciae),  which,  acting 
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like  a  brace  for  the  support  of  the  pelvis,  is  well  seen  in  emaciated  persons 
down  the  outer  side  of  the  thigh.  This  tubercle  indicates  the  level  to  which 
the  condyles  of  the  femur  descend,  and  the  lower  level  of  the  synovial  mem- 
brane. * 

The  patella,  in  extension  of  the  knee,  is  nearly  all  of  it  above  the  condyles ; 
in  flexion,  it  lies  in  the  iuner-condyloid  fossa  (more  on  the  external  condyle), 
and  thus  protects  the  joint  in  kneeling.  Its  inner  border  is  thicker  and  more 
prominent  than  the  outer,  which  slopes  down  towards  its  condyle. 

108.  Ligamentum  Patellae. — The  line  of  the  ligamentum  patellae  is  vertical. 
Hence  any  deviation  from  this  line,  one  way  or  the  other,  indicates  more  or  less 
dislocation  of  the  tibia.  There  is  a  pellet  of  fat  under  the  ligament,  which  an- 
swers a  "  packing"  purpose — sinking  in  when  the  knee  is  bent,  rising  when  the 
knee  is  extended,  and  bulging  on  either  side  of  the  tendon,  almost  enough  to 
give  the  feel  of  fluctuation. 

In  a  well-formed  leg  the  ligamentum  patellae,  the  tubercle  of  the  tibia,  and 
the  middle  of  the  ankle  should  be  in  the  same  line.  A  useful  point  in  the  ad- 
justment of  fractures. 

109.  Patellar  Bursa. — The  patellar  or  housemaids'  bursa  is  situated  not 
only  over  the  patella,  but  over  the  upper  part  of  the  ligament.  This  is  plain 
enough  when  the  bursa  becomes  enlarged.  There  is  another  subcutaneous 
bursa  over  the  insertion  of  the  ligament  into  the  tubercle  of  the  tibia.  This  is 
quite  independent  of  the  deep  bursa  between  the  tendon  and  the  bone. 

110.  Synovial  Membrane  of  Knee. — The  synovial  membrane  of  the  knee, 
when  the  joint  is  extended,  rises  like  a  cul-de-sac  above  the  upper  border  of  the 
patella  about  two  inches.  It  ascends,  too,  a  little  higher  under  the  vastus  in- 
ternus  than  the  vastus  externus — a  fact  very  manifest  when  the  joint  is  dis- 
tended. When  the  knee  is  bent  this  cul-de-sac  is  drawn  down — hence  the  rule 
of  bending  the  knee  in  operations  near  the  lower  end  of  the  femur. 

The  lower  level  of  the  synovial  membrane  of  the  knee  is  just  above  the  level 
of  the  upper  part  of  the  head  of  the  fibula.  The  tibio-fibular  synovial  mem- 
brane is,  as  a  rule  to  which  there  are  few  exceptions,  independent  of  that  of  the 
knee. 

111.  Popliteal  Tendons. — The  tendons  forming  the  boundaries  of  the  pop- 
liteal space  can  be  distinctly  felt  when  the  muscles  which  bend  the  knee  are 
acting.  On  the  outer  side,  we  have  the  biceps  running  down  to  the  head  of  the 
fibula.  On  the  inner  side,  we  feel  three  tendons,  disposed  as  follows :  nearest 
to  the  middle  of  the  popliteal  space  is  the  semitendinosus,  very  salient  and 
traceable  high  up  the  thigh ;  next  comes  the  thick  round  tendon  of  the  semi- 
membranosus; still  more  internally  is  the  gracilis.  The  sartorius,  which  forms 
a  graceful  muscular  prominence  on  the  inner  side  of  the  knee,  does  not  become 
tendinous  until  it  gets  below  it. 

112.  Popliteal  Bursa. — The  precise  position  of  the  bursa  in  the  popliteal 
space,  which  sometimes  enlarges  to  the  size  of  a  hen's  egg,  is  between  the  tendon 
of  the  inner  head  of  the  gastrocnemius  and  the  tendon  of  the  semimembranosus, 
just  where  they  rub  one  against  the  other.  The  bursa  is  from  one  and  a  half 
to  two  inches  long.  When  enlarged,  it  makes  a  swelling  on  the  inner  side  of 
the  popliteal  space,  which  bulges  and  becomes  tense  when  the  knee  is  extended 
and  vice  versfi.  I  examined  150  bodies  with  a  view  to  ascertain  how  often  this 
bursa  communicates  with  the  synovial  membrane  of  the  knee.  There  was  a 
communication  about  once  in  five  instances.  This  should  make  us  cautious  in 
interfering  too  roughly  with  the  bursa  when  enlarged. 

113.  Popliteal  Artery. — The  popliteal  artery  can  be  felt  beating  and  can 
be  compressed  against  the  back  of  the  femur,  close  to  which  it  lies.  But  pres- 
sure, sufficient  to  stop  the  blood,  should  be  firm,  and  shoxild  be  made  against 
the  bone  nearer  to  the  inner  than  the  outer  hamstrings.  The  line  of  the  artery 
corresponds  with  the  middle  of  the  ham.  It  lies  under  cover  of  the  fleshy  belly 
of  the  semimembranosus,  and  the  outer  border  of  this  muscle  is  the  guide  to  it. 
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An  incision  down  the  middle  of  the  ham  would  fall  in  with  the  vessel  just 
above  the  condyles. 

114.  Peroneal  Nerve. — The  peroneal  nerve  runs  parallel  with  and  close  to 
the  inner  border  of  the  tendon  of  the  biceps.  It  can  be  felt  in  thin  persons. 
There  is  a  risk  of  dividing  it  in  tenotomy  of  the  biceps,  unless  the  knife  be 
carefully  introduced  from  within  outwards.  Below  the  knee  the  nerve  can  be 
felt  close  to  the  fibula  just  below  the  head. 
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115.  Bony  Points. — The  tubercle  of  the  tibia  (for  the  attachment  of  the 
ligamentum  patellae),  the  sharp  front  edge  called  tlie  shin,  and  the  broad  flat 
subcutaneous  surface  of  the  bone  can  be  felt  all  the  way  down.  The  inner  edge 
can  be  felt  too,  but  not  so  plainly.  The  lower  third  is  the  narrowest  part  of 
the  bone  and  the  most  frequent  seat  of  fracture. 

The  head  of  the  fibula  is  a  good  landmark  on  the  outer  side  of  the  leg,  about 
one  inch  below  the  top  of  the  tibia  and  nearly  on  a  level  with  the  tubercle. 
Observe  that  it  is  placed  well  back,  and  that  it  forms  no  part  of  the  knee-joint, 
and  takes  no  share  in  supporting  the  weight. 

The  shaft  of  the  fibula  arches  backwards,  the  reverse  of  the  shaft  of  the  tibia. 
The  fact  of  the  bones  not  being  on  the  same  plane  should  be  remembered  in  flap 
amputations.  The  shaft  of  the  fibula  is  so  buried  amongst  the  muscles,  that  the 
only  part  to  be  distinctly  felt  is  the  lower  fourth.  Here  there  is  a  flat  surface, 
subcutaneous,  between  the  peroneus  tertius  in  front,  and  the  two  peronei  (lon- 
gus  and  brevis)  behind.     Here  is  the  most  frequent  seat  of  fracture. 

116.  Malleoli. — The  shape  and  relative  position  of  the  malleoli  should  be 
carefully  studied,  as  the  great  landmarks  of  the  ankle.  The  inner  malleolus 
does  not  descend  so  low  as  the  outer,  and  advances  more  to  the  front:  at  the 
same  time,  owing  to  its  greater  antero-posterior  depth,  it  is  on  the  same  plane 
as  the  outer  behind.  The  lower  border  of  the  inner  malleolus  is  somewhat 
rounded,  and  the  slight  notch  in  it  for  the  attachment  of  the  lateral  ligament 
can  be  felt.  The  outer  malleolus  descends  lower  than  the  inner,  thus  effectually 
locking  the  joint  on  the  outer  side.  Its  shape  is  not  unlike  the  head  of  a 
serpent.     Viewed  in  profile,  it  lies  just  in  the  middle  of  the  joint. 

In  Syme's  amputation  of  the  foot  at  the  ankle,  the  line  of  the  incision  should 
run  from  the  apex  of  the  outer  malleolus,  under  the  sole,  to  the  centre  of  the 
inner. 

In  a  well-formed  leg,  the  inner  edge  of  the  patella,  the  inner  ankle,  and  the 
inner  side  of  the  great  toe,  should  be  in  the  same  vertical  plane.  Look  to  these 
landmarks  in  adjusting  a  fracture  or  dislocation,  keeping  at  the  same  time  an 
eye  upon  the  conformation  of  the  opposite  limb. 

There  are  several  strong  tendons  to  be  seen  and  felt  about  the  ankle. 

117.  Tendo  Achillis. — Behind  is  the  tendo  Achillis.  It  forms  a  high  relief, 
with  a  shallow  gutter  on  each  side  of  it.  The  narrowest  part  of  the  tendon, 
where  it  should  be  divided  in  tenotomy,  is  about  the  level  of  the  inner  ankle, 
below  this  it  expands  again  to  be  attached  to  the  lower  and  back  part  of  the  os 
calcis.  Seen  in  profile,  the  tendon  is  not  straight,  but  slightly  concave — being 
drawn  in  by  an  aponeurosis  which  forms  a  sort  of  girdle  round  it.  This  girdle 
proceeds  from  the  posterior  ligament  of  the  ankle;  and,  though  most  of  its 
fibres  encircle  the  tendon,  some  of  them  adhere  to  and  draw  in  its  sides.  All 
this  disappears  when  the  tendon  is  laid  bare  by  dissection. 

118.  Tendons  behind  Inner  Ankle. — Above  and  behind  the  malleolus 
internus  we  can  feel  the  broad  flat  tendons  of  the  tibialis  posticus  and  the  flexor 
longus  digitorum.  The  tendon  of  the  tibialis  posticus  lies  nearest  to  the  bone 
and  comes  well  up  in  relief  in  adduction  of  the  foot.  It  lies  close  to,  and  parallel 
with,  the  inner  edge  of  the  tibia,  so  that  this  edge  is  the  best  guide  to  it.    There- 
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fore  in  tenotomy  the  knife  should  be  introduced  first  perpendicularly  between 
the  tendon  and  the  bone,  and  then  turn  at  right  angles  to  cut  the  tendon.  The 
tendon  has  a  separate  sheath  and  synovial  membrane,  which  commences  about 
one  inch  and  a  half  above  the  apex  of  the  malleolus,  and  is  continued  to  its 
insertion  into  the  tubercle  of  the  scaphoid  bone.  The  proper  place,  then,  for 
division  of  the  tendon,  is  about  two  inches  above  the  end  of  the  malleolus. 

In  a  young  and  fat  child,  where  the  inner  edge  of  the  tibia  cannot  be  distinctly 
felt,  the  best  guide  to  the  tendon  is  a  point  midway  between  the  front  and  the 
back  of  the  ankle.  An  incision  in  front  of  this  point  might  injure  the  internal 
saphena  vein ;  behind  this  point,  the  posterior  tibial  artery. 

119.  Tendons  behind  Outer  Ankle. — Behind  the  malleolus  externua  we 

feel  the  two  peroneal  (long  aud  short)  tendons.  They  lie  close  to  the  edge  of 
the  fibula,  the  short  one  nearer  to  the  bone.  In  dividing  these  tendons,  the 
knife  should  be  introduced  perpendicular  to  the  surface,  and  about  two  inches 
above  the  apex  of  the  ankle,  so  as  to  be  above  the  synovial  sheaths  of  the 
tendons. 

Tendons  in  front  of  Ankle. — Over  the  front  of  the  ankle,  when  the 
muscles  are  in  action,  we  can  see  and  feel,  beginning  on  the  inner  side,  the  ten- 
dons of  the  tibialis  anticus,  the  extensor  longus  pollicis,  the  extensor  longus 
digitorum,  and  the  peroneus  tertius.  They  start  up  like  cords  when  the  foot  is 
raised,  and  are  kept  in  their  proper  relative  position  by  strong  pulleys  formed 
by  the  anterior  annular  ligament.  Of  these  pulleys  the  strongest  is  that  of  the 
extensor  communis  digitorum.  When  the  ankle  is  sprained,  the  pain  and 
swelling  arise  from  a  stretching  of  these  pulleys  and  effusion  into  their  syno- 
vial sheaths.  A  laceration  of  one  of  the  pulleys  and  escape  of  the  tendon  is 
extremely  rare. 

The  place  for  the  division  of  the  tendon  of  the  tibialis  anticus,  so  as  to  divide 
it  below  its  synovial  sheath,  is  about  one  inch  before  its  insertion  into  the 
cuneiform  bone.  The  knife  should  be  introduced  on  the  outer  side,  so  as  to 
avoid  the  dorsal  artery  of  the  foot. 

Now  trace  the  lines  of  the  arteries,  and  the  landmarks  near  which  they  divide. 

120.  Popliteal  Artery. — About  one  inch  and  a  quarter  below  the  head  of 
the  fibula,  or  say  one  inch  below  the  tubercle  of  the  tibia,  the  popliteal  artery 
divides  into  the  anterior  and  posterior  tibial.  The  peroneal  comes  off  from  the 
posterior  tibial  about  three  inches  below  the  head  of  the  fibula. 

Consequently  we  may  lay  down,  as  a  general  rule,  that,  in  amputations  one 
inch  below  the  head  of  the  fibula,  only  one  main  artery,  the  popliteal,  is  divided. 
In  amputations  two  inches  below  the  head  of  the  fibula,  two  main  arteries,  the 
anterior  and  posterior  tibial,  are  divided.  In  amputations  three  inches  below 
the  head,  three  main  arteries,  the  two  tibials  and  the  peroneal,  are  divided. 

121.  Anterior  Tibial  Artery. — The  anterior  tibial  artery  comes  in  front  of 
the  interosseous  membrane,  one  inch  and  a  quarter  below  the  head  of  the  fibula, 
and  here  lies  close  to  this  bone.  Its  subsequent  course  is  defined  by  a  line 
drawn  from  the  front  of  the  head  of  the  fibula  to  the  middle  of  the  front  of  the 
ankle.  This  line  corresponds  pretty  nearly  with  the  outer  border  of  the  tibialis 
anticus  all  the  way  down.  If  this  muscle  be  put  in  action,  its  outer  border  is 
plainly  seen,  and  the  incision  for  the  ligature  of  the  artery  in  any  part  of  its 
course  may  be  defined  with  the  greatest  precision.  The  artery  can  be  felt 
beating  and  compressed  where  it  crosses  the  front  of  the  tibia  and  ankle. 

122.  Posterior  Tibial  Artery. — The  posterior  tibial  commences  about  one 
inch  and  a  quarter  below  the  head  of  the  fibula.  Its  subsequent  course  corre- 
sponds with  a  line  drawn  from  the  middle  of  the  upper  part  of  the  calf  to  the 
hollow  behind  the  inner  ankle,  where  it  can  be  felt  beating  distinctly  about  half 
an  inch  behind  the  edge  of  the  tibia.  A  vertical  incision  down  the  middle  of 
the  calf  would  reach  the  artery  under  cover  of  the  gastrocnemius  and  soleus. 
A  vertical  incision  along  the  middle  third  of  the  leg,  about  half  an  inch  from 
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the  inner  edge  of  the  tibia,  would  enable  the  operator  to  reach  the  artery  side- 
ways, by  detaching  from  the  bone  the  tibial  origin  of  the  soleus. 

123.  Saphena  Veins. — The  subcutaneous  veins  on  the  dorsum  of  the  foot 
form  an  arch  convex  towards  the  toes  (as  on  the  back  of  the  hand),  from  which 
issue  the  two  main  subcutaneous  trunks  of  the  lower  limb,  the  internal  and  ex- 
ternal saphena  veins.  The  internal  saphena  vein  can  be  always  plainly  seen 
over  the  front  of  the  inner  ankle.  Its  farther  course  up  the  inner  side  of  the 
leg,  knee,  and  thigh  to  its  termination  in  the  femoral  is  not  in  all  persons  mani- 
fest. 

The  external  saphena  vein  runs  behind  the  outer  ankle  and  up  the  middle  of 
the  calf  to  empty  itself  (generally)  into  the  popliteal  vein. 


THE  FOOT. 

What  are  the  bony  landmarks  which  guide  us  in  the  surgery  of  the  foot  ? 

124.  Points  of  Bone. — Along  the  inner  side  of  the  foot,  beginning  from 
behind,  we  can  feel — 1,  the  tuberosity  of  the  os  calcis ;  2,  the  projection  of  the 
internal  malleolus;  3,  the  projection  of  the  os  calcis,  termed  "sustentaculum 
tali,"  about  one  full  inch  below  the  malleolus ;  4,  about  one  inch  in  front  of  the 
malleous  internus,  and  a  little  lower,  is  the  tubercle  of  the  scaphoid  bone ;  the 
gap  between  it  and  the  sustentaculum  tali  being  filled  by  the  calcaneo-scaphoid 
ligament  and  the  tendon  of  the  tibialis  posticus,  in  which  there  is  often  a  sesa- 
moid bone;  5,  the  internal  cuneiform  bone;  6,  the  projection  of  the  first  meta- 
tarsal bone;  7,  the  sesamoid  bones  of  the  great  toe. 

Along  the  outer  side  of  the  foot  we  can  feel — 1,  the  external  tuberosity  of  the 
os  calcis ;  2,  the  external  malleolus ;  3,  the  peroneal  tubercle  of  the  os  calcis, 
one  inch  below  the  malleolus,  with  the  long  peroneal  tendon  below  it,  and  the 
short  one  above  it ;  4,  the  projection  of  the  base  of  the  fifth  metatarsal  bone. 

125.  Lines  of  Joints. — In  fat  persons  the  following  rules  for  finding  the 
joints  may  be  of  service  as  regards  the  surgery  of  the  foot : — 

The  level  of  the  ankle  joint  lies  about  half  an  inch  above  the  end  of  the  inner 
malleolus.    This  is  worth  remembering  in  performing  uSyme's"  amputation. 

The  tubercle  of  the  scaphoid  bone  is  the  best  guide  to  the  astragalo-scaphoid 
joint  which  lies  immediately  behind  it;  and  the  plane  of  this  joint  is  in  the  same 
line  as  that  of  the  calcaneocuboid.  Thus  a  line  drawn  transversely  over  the 
dorsum  of  the  foot,  behind  the  tubercle  of  the  scaphoid,  would  strike  both  the 
joints  opened  in  "Chopart's"  operation. 

Place  your  thumb  on  the  tubercle  of  the  scaphoid,  and  measure  about  one 
inch  and  a  half  in  front ;  here  you  find  the  joint  between  the  internal  cuneiform 
bone  and  the  metatarsal  bone  of  the  great  toe.  This  point  is  useful  in  Lisfranc's 
operation,  which  consists  in  the  removal  of  the  metatarsal  bones. 

The  line  of  the  calcaneocuboid  joint  lies  midway  between  the  external 
malleolus  and  the  (tarsal)  end  of  the  metatarsal  bone  of  the  little  toe. 

The  projection  of  the  fifth  metatarsal  bone  is  the  guide  to  the  joint  between 
it  and  the  cuboid. 

Notice  that  the  line  of  the  joints  between  the  metatarsal  bones  and  the  first 
phalanges  lies  a  full  inch  further  back  than  the  interdigital  folds  of  the  skin. 
This  is  a  point  to  be  remembered  in  amputating  the  toes. 

126.  Dorsal  Artery, — The  line  of  the  dorsal  artery  of  the  foot  is  from  the 
middle  of  the  ankle  to  the  interval  between  the  first  and  second  metatarsal 
bones.  The  artery  can  be  felt  beating  over  the  bones  along  the  outer  side  of 
the  extensor  longus  pollicis,  which  is  the  best  guide  to  it. 

127.  Bursa. — The  synovial  sheath  of  the  extensor  longus  pollicis  extends 
from  the  front  of  the  ankle,  over  the  instep  (apex  of  the  internal  cuneiform 
bone)  as  far  as  the  metatarsal  bone  of  the  great  toe.  There  is  generally  a  bursa 
over  the  instep,  above,  or  it  may  be  below,  the  tendon. 
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There  is  often  a  large  irregular  bursa  between  the  tendons  of  the  extensor 
longus  digitorum,  and  the  projecting  end  of  the  astragalus,  over  which  the 
tendons  play.  There  is  much  friction  here.  It  is  well  to  be  aware  that  this 
bursa  sometimes  communicates  with  the  joint  of  the  head  of  the  astragalus. 

128.  Plantar  Arteries. — The  course  of  the.  external  plantar  artery  corre- 
sponds with  a  line  drawn  from  the  hollow  behind  the  inner  ankle  obliquely 
across  the  sole  nearly  to  the  base  of  the  fifth  metatarsal  bone ;  from  thence  the 
artery  turns  transversely  across  the  foot,  lying  (deeply)  near  the  bases  of  the 
metatarsal  bones,  till  it  inosculates  with  the  dorsal  artery  of  the  foot  in  the  first 
interosseous  space. 

The  course  of  the  internal  plantar  corresponds  with  a  line  drawn  from  the 
inner  side  of  the  os  calcis  to  the  middle  of  tne  great  toe. 

129.  Plantar  Fascia. — To  divide  the  plantar  fascia  subcutaneously,  the  best 
place  is  about  one  inch  in  front  of  its  attachment  to  the  os  calcis.  This  is  the 
narrowest  part  of  it.  The  knife  should  be  introduced  on  the  inner  side ;  and 
the  incision  will  be  behind  the  plantar  artery. 

The  subcutaneous  section  of  the  tendon  of  the  abductor  pollicis  should  be 
made  about  one  inch  before  its  insertion. 


TEE  ARM. 

130.  Clavicle. — The  line  of  the  clavicle  and  the  projection  of  the  joint  at 
either  end  of  it  can  always  be  felt,  even  in  the  fattest  persons.  Its  direction  is 
not  perfectly  horizontal,  out  slightly  inclined  downwards,  when  the  arm  hangs 
quietly  by  tne  side.  When  the  body  lies  flat  on  the  back,  the  shoulder  not  only 
falls  back,  but  rises  a  little,  the  weight  of  the  limb  being  taken  off.  Hence  the 
modern  practice  of  treating  fractures  of  the  clavicle  (in  the  early  stage)  by  the 
supine  position. 

On  the  front  surface  of  the  clavicle,  not  far  from  its  acromial  end,  there  is  in 
many  persons  of  mature  age  a  spine-like  projection  of  bone.  So  far  as  I  know, 
it  has  not  been  described.  A  gentleman,  himself  a  surgeon,  showed  me  an 
instance  in  his  own  person.     He  suspected  it  was  an  exostosis. 

As  a  rule  the  acromio-clavieular  joint  forms  an  even  plane.  But  there  is 
sometimes  a  knob  of  bone  at  the  acromial  end  of  the  clavicle ;  or  it  may  be 
only  a  thickening  of  the  fibro-cartilage,  sometimes  existing  in  the  joint.  In 
either  case  this  relief  might  be  mistaken  for  a  dislocation,  or  even  for  a  fracture. 
A  reference  to  the  other  shoulder  might  settle  the  question. 

131.  Bony  Points  of  the  Shoulder. — We  can  distinctly  feel  the  spine  of 
the  scapula  and  the  acromion,  more  especially  at  the  angle  where  they  join 
behind  the  shoulder.  This  angle  is  the  best  place  from  which  to  measure  in 
taking  the  comparative  length  of  the  arms. 

In  some  shoulders,  though  very  rarely,  there  is  an  abnormal  symphysis  be- 
tween the  spine  of  the  scapula  and  the  acromion.  There  may  indeed  be  two 
symphyses  and  two  acromial  bones,  in  which  case  the  acromion  has  two  points 
of  ossification.  These  abnormal  symphyses  might  be  mistaken  for  fractures, 
until  we  have  examined  the  opposite  shoulder,  which  is  sure  to  present  a  simi- 
lar conformation.1 

Tuberosities. — Projecting  beyond  the  acromion  (the  arm  hanging  by  the 
side),  we  can  feel,  through  the  fibres  of  the  deltoid,  the  upper  part  of  the  hume- 
rus. It  distinctly  moves  under  the  hand  when  the  arm  is  rotated.  It  is  not 
the  head  of  the  bone  which  is  felt,  but  the  tuberosities,  the  greater  externally, 
the  lesser  in  front.  These  tuberosities  form  the  convexity  of  the  shoulder. 
When  the  arm  is  raised,  this  convexity  disappears;  there  is  a  slight  depression 

1  See  Pruge  on  "  Ossa  Acromialia"  ("  ZeitPchrift  fUr  rationelle  Mcdiz."),  3.  Beihe  Bd.  vii.  1859. 
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in  its  place.  The  head  of  the  bone  can  be  felt  by  pressing  the  fingers  high  up 
in  the  axilla. 

The  absence  of  this  prominence  formed  by  the  upper  part  of  the  humerus 
under  the  deltoid,  and  the  presence  of  a  prominence  low  in  the  hollow  of  the 
axilla,  or  in  front,  below  the  coracoid  process,  or  behind,  on  the  back  of  the 
scapula,  bespeak  dislocation  of  the  head  of  the  bone. 

In  examining  obscure  injuries  about  the  shoulder,  it  is  worth  remembering 
that,  in  the  normal  relation  of  the  bones,  and  in  every  position,  the  great  tube- 
rosity faces  in  the  direction  of  the  external  condyle.  The  head  of  the  bone 
faces  very  much  in  the  direction  of  the  internal  condyle. 

It  is  worth  remembering  also  that  the  upper  epiphysis  of  the  humerus  includes 
the  tuberosities;  and  that  it  does  not  unite  by  bone  to  the  shaft,  till  about  the 
20th  year. 

By  making  deep  pressure  in  front  of  the  shoulder,  when  the  arm  is  pendent 
and  supine,  we  can  feel  the  bicipital  groove.  It  looks  directly  forwards,  and 
runs  in  a  line  drawn  vertically  downwards  through  the  middle  of  the  biceps  to 
its  tendon  at  the  elbow.  We  should  be  aware  of  this,  lest  it  should  be  mistaken 
for  a  fracture. 

132.  Coraco-acromial  Ligament, — Under  the  anterior  fibres  of  the  deltoid, 
we  can  distinctly  feel  the  position  and  extent  of  the  coraco-acromial  ligament. 
A  knife,  passed  vertically  through  the  middle  of  it,  goes  at  once  into  the 
shoulder  joint  and  strikes  the  bicipital  groove  with  the  tendon — a  point  to  be 
remembered  in  excision. 

In  persons  of  an  athletic  build,  the  triangular  form  and  beautiful  structure 
of  the  deltoid  become  conspicuous  when  the  muscle  is  in  action.  The  depression 
on  the  outer  side  of  the  arm,  indicating  its  insertion,  is  the  place  selected  for 
issues  or  setons. 

The  arm  being  held  up  by  an  assistant,  the  anterior  and  posterior  borders  of 
the  relaxed  deltoid  admit  of  being  raised  so  that  in  amputation  at  the  shoulder 
the  knife  can  be  introduced  beneath  the  muscle  to  make  the  flap. 

133.  Axilla. — The  anterior  border  of  the  axilla,  formed  by  the  pectoralis 
major,  follows  the  line  of  the  fifth  rib.  In  counting  the  ribs,  or  in  tapping  the 
chest,  it  is  worth  remembering  that  the  first  visible  digitation  of  the  serratus 
magnus  is  attached  to  the  sixth  rib.  The  angle  of  the  digitation  is  directed 
forwards  and  corresponds  to  the  upper  edge  of  the  rib.  The  second  visible 
digitation  corresponds  to  the  seventh  rib;  the  interval  between  these  digitations, 
therefore,  corresponds  to  the  sixth  intercostal  space — a  convenient  place  for 
tapping  the  chest.    (38.) 

In  the  normal  state  no  glands  can  be  felt  in  the  axilla. 

134.  Axillary  Artery. — When  the  arm  is  raised  to  a  right  angle,  and  the 
head  of  the  humerus  thereby  depressed,  the  axillary  artery  is  plainly  felt  beating, 
and  can  be  perfectly  compressed  on  the  inner  side  of  the  coraco-brachialis.  This 
muscle  stands  out  in  relief  along  the  humeral  side  of  the  axilla,  and  is  the  best 
guide  to  the  artery.  A  line  drawn  along  its  inner  border — that  is,  down  the 
middle  of  the  axilla — corresponds  with  the  course  of  the  artery. 

The  depth  and  form  of  the  axilla  alter  in  different  positions  of  the  arm.  In 
the  arm  raised  and  abducted  the  axilla  becomes  nearly  fiat;  hence  this  position 
is  always  adopted  in  operations. 

In  opening  abscesses  in  the  axilla,  the  incision  should  be  made  midway 
between  the  borders,  and  the  point  of  the  knife  introduced  from  above  down- 
wards. 

135.  Brachial  Artery. — When  the  arm  is  extended  and  supinated,  a  line 
drawn  from  the  deepest  part  of  the  middle  of  the  axilla  down  the  inner  side  of 
the  biceps  to  the  middle  of  the  bend  of  the  elbow,  corresponds  with  the  course  of 
the  brachial  artery.  The  artery  can  be  felt  and  compressed  all  the  way  down; 
but  nowhere  so  effectually  as  midway,  where  it  lies  on  the  tendon  of  the  coraco- 
brachialis  on  the  inner  side  of  the  humerus.    The  proper  direction  to  apply  the 
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pressure  is  outwards  and  a  little  backwards,  else  the  artery  is  apt  to  slip  off  the 
Done. 

The  musculo-spiral  nerve  and  superior  profunda  artery  wind  round  the  back 
of  the  humerus  about  its  middle,  and  come  to  the  front  of  the  external  condy- 
loid ridge.  Thus,  for  full  three  inches  above  the  condyles,  there  is  nothing  to 
interfere  with  operations  on  the  back  of  the  bone,  which  is  here  broad  and  flat, 

136.  Bend  01  Elbow. — At  the  bend  of  the  elbow,  the  tendon  of  the  biceps 
can  be  plainly  felt,  as  well  as  the  pulsation  of  the  brachial  artery  close  to  its 
inner  side,  before  dividing  into  the  radial  and  ulnar. 

Cutaneous  Veins. — The  bend  of  the  elbow  in  young  children  and  in  persons 
with  fat  and  round  arms  presents  a  semicircular  fold  of  which  the  curve  embraces 
the  lower  part  of  the  biceps ;  but  in  muscular  persons  we  see  the  distinct  boun- 
daries of  the  triangular  space  formed  by  the  pronator  teres  on  the  inner  side, 
and  the  supinator  longus  on  the  outer.  Here  can  be  traced,  standing  out  in 
strong  relief  under  the  thin  white  skin,  the  superficial  veins,  which,  in  days 
gone  by,  when  bleeding  was  the  fashion,  were  of  such  great  importance.  Their 
arrangement,  although  subject  to  variety,  is  very  much  like  the  branches  of 
the  letter  M,  the  middle  of  the  M  being  at  the  middle  of  the  elbow.  Of  these 
branches  the  median  basilic,  which  runs  over  the  tendon  of  the  biceps,  is  the 
largest  and  most  conspicuous,  and  is  generally  selected  for  venesection ;  it  crosses 
the  course  of  the  brachial  artery,  nothing  intervening  but  the  semilunar  apo- 
neurosis from  the  tendon  of  the  biceps. 

137.  Landmarks  of  Elbow. — It  is  of  great  importance  to  be  familiar  with 
the  relative  positions  of  the  various  bony  prominences  about  the  elbow.  We 
can  always  feel  the  internal  and  external  condyles.  The  internal  is  the  more 
prominent  of  the  two,  and  a  trifle  higher. 

Olecranon. — We  can  always  feel  the  olecranon.  This  is  somewhat  nearer 
to  the  inner  than  to  the  outer  condyle.  Between  the  olecranon  and  the  internal 
condyle  is  a  deep  depression  in  which  lies  the  ulnar  nerve  (vulgarly  called  the 
"  funny  bone"). 

On  the  outer  side  of  the  olecranon,  just  below  the  external  condyle,  is  a  pit 
in  the  skin,  constant  even  in  fat  persons  (when  the  elbow  is  extended).  This 
pit  is  considered  one  of  the  beauties  of  the  elbow  in  a  graceful  arm ;  it  is  seen  in 
a  child  as  a  pretty  little  dimple.  To  the  surgeon  it  is  most  interesting,  as  in 
this  valley  behind  the  supinator  longus  and  the  radial  extensors  of  the  wrist  he 
can  distinctly  feel  the  head  of  the  radius  rolling  in  pronation  and  supination  of 
the  arm.  It  is,  therefore,  one  of  the  most  important  landmarks  of  the  elbow, 
since  it  enables  us  to  say  whether  the  head  of  the  radius  is  in  its  right  place, 
and  whether  it  rotates  with  the  shaft. 

Can  the  tubercle  of  the  radius  be  felt  ?  Yes,  but  only  on  the  back  of  the 
forearm  in  the  extreme  pronation.  Its  projection  is  then  distinctly  perceptible 
just  below  the  place  where  the  head  of  the  bone  is  felt. 

Relations  of  Olecranon  and  Condyles. — To  examine  the  relative  posi- 
tions of  the  olecranon  and  condyles  in  the  different  motions  of  the  elbow -joint, 
place  the  thumb  on  one  condyle,  the  tip  of  the  middle  finger  on  the  other,  and 
the  tip  of  the  forefinger  on  the  olecranon.  In  extension,  the  highest  point  of 
the  olecranon  is  never  above  the  line  of  the  condyles;  indeed,  it  is  just  in  this 
line.  With  the  elbow  at  right  angles  the  point  of  the  olecranon  is  vertically 
below  the  line  of  the  condyles.  In  extreme  flexion  the  point  of  the  olecranon 
lies  in  front  of  the  line  of  the  condyles. 

All  these  relative  positions  would  be  altered  in  a  dislocation  of  the  ulna,  but 
not  (necessarily)  in  a  fracture  of  the  lower  end  of  the  humerus. 

Sometimes,  though  rarely,  we  meet  with  a  hook-like  projection  of  bone  above 
the  internal  condyle.  It  is  called  a  "  supra-condyloid"  process ;  it  can  be  felt 
through  the  skin,  with  its  concavity  downwards,  and  is  a  rudiment  of  the  bony 
canal  which,  in  many  mammalia,  transmits  the  median  nerve  and  ulnar  artery. 
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A  third  origin  of  the  pronator  teres  is  always  attached  to  it ;  this  origin  covers 
the  brachial  artery.1 

BurBfB. — The  subcutaneous  bursa  over  the  olecranon,  if  distended,  would  be 
as  large  as  a  walnut.  A  second  bursa  sometimes  exists  a  little  lower  down 
upon  the  ulna.  There  is  also  a  small  subcutaneous  bursa  over  each  of  the  con- 
dyles. 

The  vertical  extent  of  the  elbow-joint  is  limited,  above  by  a  line  drawn  from 
one  condyle  to  the  other;  below  by  a  line  corresponding  to  the  lowest  part  of 
the  head  of  the  radius. 

138.  Interosseous  Arteries. — About  one  inch  below  the  head  of  the  radius, 
the  ulnar  artery  gives  off  the  common  interosseous ;  and  this  divides,  about 
half  an  inch  lower,  into  the  anterior  and  posterior  interosseous.  Thus,  in  ampu- 
tating the  forearm,  say  two  inches  below  the  head  of  the  radius,  four  arteries  at 
least  would  require  ligature. 

By  flexion  of  the  elbow  to  the  utmost,  the  circulation  through  the  brachial 
artery  can  be  arrested ;  but  the  position  is  painful,  and  can  be  tolerated  only  for 
a  short  time. 

Lymphatio  Gland. — There  is  a  small  lymphatic  gland  just  above  the  inner 
conctyle,  in  front  of  the  intermuscular  septum.  It  is  the  first  to  take  alarm  in 
poisoned  wounds  of  the  hand. 
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139.  Ulna. — The  edge  of  the  ulna  can  be  felt  subcutaneous  from  the  ole- 
cranon to  the  styloid  process  (in  supination).  Any  irregularity  could  be  easily 
detected.  The  styloid  process  of  the  ulna  does  not  descend  so  low  as  the  styloid 
process  of  the  radius,  or  it  would  impede  the  free  abduction  of  the  hand.  Its 
apex  is  on  a  level  with  the  radio-carpal  joint.  The  head  of  the  ulna  is  plainly 
felt  and  seen  projecting  at  the  back  of  the  wrist,  especially  in  pronation  of  the 
forearm.  It  then  lies  between  the  tendons  of  the  extensor  carpi  ulnaris  .and 
extensor  minimi  digiti.     There  is  often  a  subcutaneous  bursa  over  it. 

140.  Radius. — The  upper  half  of  the  shaft  of  the  radius  is  so  covered  by 
muscles  that  we  cannot  feel  it ;  the  lower  half  is  more  accessible  to  the  touch, 
especially  just  above  and  just  below  the  part  where  it  is  crossed  by  the  extensors 
of  the  thumb.  Its  styloid  process  is  readily  felt,  and  made  all  the  more  manifest 
by  being  covered  by  the  first  two  extensor  tendons  of  the  thumb.  It  descends 
lower,  and  lies  more  to  the  front  than  the  corresponding  process  of  the  ulna. 
The  relative  positions  of  these  styloid  processes  can  be  best  examined  by  placing 
the  thumb  on  one  and  the  forefinger  on  the  other. 

Feel  for  the  little  bony  pulley  on  the  back  of  the  radius  near  the  wrist,  which 
keeps  in  place  the  third  extensor  tendon  of  the  thumb.  This  and  the  bone  just 
above  it  is  the  place  which  we  examine  for  a  suspected  fracture  (termed  Colles's) 
near  the  lower  end  of  the  radius. 

141.  Carpus. — Below  the  styloid  process  of  the  radius,  just  on  the  inner  side 
of  the  extensors  of  the  thumb,  we  feel  the  tubercle  of  the  scaphoid  bone. 
Between  the  styloid  procees  and  the  tubercle  is  the  level  of  the  radio-carpal 
joint.     A  little  lower  we  feel  the  trapezium. 

Just  below  the  ulna  on  the  palm  of  the  hand  we  feel  the  pisiform  bone ;  -and, 
on  the  inner  side  of  this,  the  cuneiform. 

There  are  several  transverse  furrows  on  the  palmar  aspect  of  the  wrist.  The 
lowest  of  these,  which  is  slightly  convex  downwards,  corresponds  with  the  upper 
edge  of  the  anterior  annular  ligament  and  the  intercarpal  joint.    The  line  or  the 

1  See  on  this  subject  a  monograph,  "Canal is  Supra-Condyloideus  Humeri."  By  W.  Grttber. 
Petersburg!!,  1856. 
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radio-carpal  joint,  as  already  stated,  is  on  a  level  with  the  apex  of  the  styloid 
process  of  the  ulna. 

In  forcible  flexion  of  the  wrist,  the  tendon  of  the  flexor  carpi  radialis  and 
that  of  the  palmaris  longus  come  up  in  relief.  On  the  outer  side  of  the  first- 
named  tendon  we  feel  the  pulse,  the  radial  artery  here  lying  close  to  the  radius. 

The  tendon  of  the  palmaris  longus  runs  near  the  middle  of  the  wrist,  and 
close  to  its  inner  border  runs  the  median  nerve.  In  letting  out  deep-seated 
matter  near  the  wrist,  the  incision  should  be  made  close  to  and  parallel  with  the 
inner  edge  of  the  radial  flexor  tendon,  so  as  to  avoid  injury  to  the  median 
nerve. 

We  can  feel  the  tendon  of  the  flexor  carpi  ulnaris  for  some  distance  above 
the  wrist.     It  overlies  the  ulnar  artery,  and  somewhat  masks  its  pulsation. 

142.  Pulse. — The  "pulse  at  the  wrist"  is  felt  just  outside  the  tendon  of  the 
flexor  carpi  radialis.  In  feeling  the  pulse  it  should  be  remembered  that,  in 
some  cases,  the  superficialis  volae  arises  higher  and  is  larger  than  usual.  In 
such  cases  it  runs  by  the  side  of  the  radial  artery,  and  gives  additional  volume 
to  the  pulse.  The  old  writers  call  it  "pulsus  duplex."  When  in  doubt,  there- 
fore, it  is  well  to  feel  the  pulse  in  each  wrist. 

143.  Great  Carpal  Bursa. — The  great  synovial  sheath  under  the  annular 
ligament  common  to  the  flexor  tendons  of  the  fingers  and  the  long  flexor  of  the 
thumb,  extends,  upwards,  about  an  inch  and  a  half  above  the  edge  of  the  liga- 
ment, and  downwards,  as  low  as  the  middle  of  the  palm.  This  general  synovial 
sheath  communicates  with  the  special  sheaths  of  the  thumb  and  the  little 
finger ;  not  with  that  of  the  index,  middle,  and  ring  fingers. 

144.  "Tabatifere  Anatomique." — On  the  outer  side  of  the  wrist  we  can 
distinctly  see  and  feel,  when  in  action,  the  three  extensor  tendons  of  the  thumb. 
Between  the  second  and  third  there  is  a  deep  depression,  at  the  root  of  the 
thumb,  which  the  French  humorously  call  the  "tabatifcre  anatomique."  In  this 
depression  we  can  make  out — 1,  the  relief  of  the  superficial  radial  vein ;  2,  the 
radial  artery,  in  its  passage  to  the  back  of  the  hand ;  3,  the  upper  end  of  the 
metacarpal  Done  of  the  thumb. 

145.  Tendons  on  back  of  Wrist. — The  relative  positions  of  the  several 
extensor  tendons  of  the  wrist  and  fingers,  as  they  play  in  their  grooves  over  the 
back  of  the  radius  and  ulna,  can  all  be  distinctly  traced  when  the  several 
muscles  are  put  in  action.  The  length  of  their  svnovial  sheaths  should  be 
remembered.  They  vary  from  one  inch  and  a  half  to  two  inches  and  a  half. 
The  longest  of  all  are  those  of  the  extensors  of  the  thumb.  When  these  sheaths 
are  inflamed  and  swollen,  the  motion  of  the  tendons  becomes  painful  and  gives 
rise  to  a  feeling  of  crepitus,  called  "tenalgia  crepitans"  by  some  writers.  It  is 
said  to  be  met  with  sometimes  in  "pianistes." 

146.  Lines  of  Arteries. — The  course  of  the  radial  artery  corresponds  with 
a  line  drawn  from  the  outer  border  of  the  tendon  of  the  biceps  at  the  bend  of 
the  elbow  down  the  front  of  the  forearm  to  the  front  of  the  styloid  process  of 
the  radius.  In  the  upper  third  of  its  course  the  artery  is  overlapped  by  the 
supinator  longus.  To  make  allowance  for  this,  the  incision  for  the  ligature  of 
the  artery  in  this  situation  should  be  made,  not  precisely  in  the  line  of  its 
course,  but  rather  nearer  the  middle  of  the  forearm. 

The  line  of  the  ulnar  artery  runs  from  the  middle  of  the  bend  of  the  elbow 
(slightly  curving  inwards)  to  the  outer  side  of  the  pisiform  bone.  The  radial 
and  ulnar  arteries  can,  in  most  cases,  be  effectually  commanded  by  pressure  well 
applied  at  the  wrist,  in  wounds  of  the  palmar  arch. 

Before  we  make  incisions  along  the  forearm  it  is  always  desirable  to  ascertain 
whether  the  ulnar  artery,  which  usually  runs  under  the  superficial  muscles,  may 
not  run  abnormally  over  them  ;  in  which  case  its  pulsations  can  be  felt  all  down 
the  forearm. 
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147.  It  is  beside  the  purpose  here  to  examine  the  question  whether  the  hand 
can  tell  more  than  the  arm,  the  leg,  or  any  part  of  the  body,  about  the  physical 
constitution  of  its  owner,  and  to  what  use  it  has  been  put.  Those  who  are  in- 
terested in  this  subject  should  read  a  very  elaborate  treatise  by  Carus,1  "  On  the 
Reason  and  Meaning  of  the  Different  Forms  of  the  Hand."  Still  less  would  I 
indulge  curiosity  by  inquiring  whether  the  professors  of  chiromancy,  relying  on 
the  text  "  erit  signum  in  manu  tua  et  quasi  monumentum  ante  oculos  tuos,"  can 
advance  any  reasonable  pretensions  for  their  assertion  that  they  can  read  in  the 
furrows  of  the  palm  the  future  destiny  of  its  master. 

148.  Furrow  in  Palm. — The  only  furrow  in  the  palm  useful  as  a  surgical 
landmark  is  that  which  runs  transversely  across  its  lower  third,  and  is  well  seen 
when  the  fingers  are  slightlv  bent.  This  transverse  furrow  corresponds  pretty 
nearly  with  the  metacarpal  joints  of  the  fingers,  with  the  upper  limit  of  the 
synovial  sheaths  of  the  flexor  tendons  of  the  fingers  (that  of  the  little  finger 
excepted  (143) ) ;  also  with  the  splitting  of  the  palmar  fascia  into  its  four  slips. 
The  transverse  metacarpal  ligament  lies  in  the  same  line  with  it.  Again,  a 
little  below  this  furrow,  the  digital  arteries  bifurcate  to  run  along  the  opposite 
sides  of  the  fingers. 

149.  Interdigital  Folds. — By  pressing  upon  the  interdigital  folds  of  skin, 
we  can  feel  the  transverse  ligament  of  the  fingers,  which  prevents  their  too  wide 
separation.  The  skin  of  these  folds  is  much  thinner  on  the  dorsal  than  the  pal- 
mar aspect;  hence  deep-seated  abscesses  in  the  palm  very  frequently  burst  on 
the  back  of  the  hand. 

150.  Digital  Furrows. — Concerning  the  transverse  furrows  on  the  palmar 
surface  of  the  fingers,  notice  that  the  first  furrows,  close  to  the  palm,  do  not  cor- 
respond with  the  metacarpal  joints.  The  second  and  third  furrows  do  corre- 
spond with  their  respective  joints. 

The  slight  depression  observable  between  the  ball  of  the  thumb  and  that  of 
the  little  finger  corresponds  with  4he  metacarpal  joints.  The  second  and  third 
furrows  do  correspond  with  their  respective  joints. 

151.  Palmar  Arterial  Arches. — In  opening  abscesses  in  the  palm,  it  is  impor- 
tant to  bear  in  mind  the  position  of  the  large  arterial  arches  which  lie  beneath 
the  palmar  fascia.  The  line  of  the  superficial  palmar  arch  crosses  the  palm 
about  the  junction  of  the  upper  with  the  lower  two-thirds — that  is,  in  the  line 
of  the  thumb  separated  widely  from  the  fingers.  From  this,  the  digital  arteries 
run  straight  between  the  shafts  of  the  metacarpal  bones  towards  the  clefts  of 
the  fingers.  Incisions,  therefore,  to  let  out  pus  beneath  the  palmar  fascia  may 
safely  be  made  in  the  lower  two-thirds  of  the  palm,  provided  they  run  in  the 
direction  of  the  middle  line  of  the  fingers.  The  deep  palmar  arch  lies  half  an 
inch  nearer  the  wrist  than  the  superficial. 

152.  Digital  Arteries. — As  the  digital  arteries  run  along  the  sides  of  the 
fingers,  the  incision  to  open  a  thecal  abscess  should  be  made  strictly  in  the 
middle  line.  It  should  be  made  not  over  but  between  the  joints,  since  the 
sheath  is  strongest  and  thickest  over  the  shafts  of  the  phalanges,  and  therefore 
more  likely  to  produce  strangulation  of  the  inclosed  tendons. 

153.  Metacarpal  Joint  of  Thumb. — The  joint  of  the  metacarpal  bone  of 
the  thumb  with  trie  trapezium  can  be  distinctly  felt  by  tracing  the  dorsal  sur- 
face of  the  bone  upwards  till  we  come  to  the  prominence  which  indicates  the 
joint  at  the  bottom  of  the  "  tabatifere  anatomique."  Supposing,  however,  there 
be  much  swelling,  the  knife  introduced  at  the  angle  between  the  first  and 
second  metacarpal  bones  readily  finds  the  joint  if  the  blade  be  directed  out- 
wards. 

1  "  Ueber  Grand  and  Bedeatung  der  verschiedenen  Formen  der  Hand."    Stuttgart,  1646. 
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154.  Sesamoid  Bones. — The  sesamoid  bones  of  the  thumb  can  be  distinctly 
felt.  Just  above  them — that  is,  nearer  to  the  wrist — lies  the  joint  between  the 
metacarpal  bone  and  the  first  phalanx.  We  should  remember  the  position  of 
these  bones  in  amputation  at  this  joint.  Mutatis  mutandis  the  same  observa- 
tions apply  to  the  sesamoid  bones  of  the  great  toe. 

The  extensor  tendon  of  the  last  joint  of  the  thumb  crosses  the  apex  of  the 
first  interosseous  space.  Under  the  tendon,  and  in  the  angle  between  the  bones, 
we  feel  the  radial  artery  just  before  it  sinks  into  the  palm. 

155.  Subcutaneous  Veins. — The  veins  on  the  back  of  the  hand,  and  their 
arrangement  in  the  form  of  arches  which  receive  the  digital  veins,  is  sufficientlv 
obvious.  The  number  and  arrangement  of  the  arches  may  vary,  but  in  all 
hands  it  is  interesting  to  notice  that  the  veins  from  the  fingers  run  up  between 
the  knuckles  and  are  out  of  harm's  way. 

156.  Interosseous  Arteries. — Since  the  dorsal  interosseous  arteries,  like 
the  palmar,  run  along  the  interosseous  space,  incisions  to  let  out  pus  should 
always  be  made  along  the  lines  of  the  metacarpal  bones. 

157.  Digital  BursaB. — Small  subcutaneous  bursas  are  sometimes  developed 
over  the  knuckles  and  the  backs  of  the  joints  of  the  fingers.  They  often  be- 
come enlarged  and  unseemly  in  persons  of  a  rheumatic  or  gouty  tendency. 

158.  Knuckles  and  Digital  Joints. — The  three  rows  of  projections  called 

"  the  knuckles"  are  formed  by  the  proximal  bones  of  the  several  joint :  thus 
the  first  row  is  formed  by  the  ends  of  the  metacarpals ;  the  second  by  the  ends 
of  the  first  phalanges  and  so  forth.  In  amputations  of  the  fingers  it  is  well  to 
remember  tnat  in  all  cases  the  line  of  the  joints  is  a  little  in  advance  of  the 
knuckles,  that  is,  nearer  the  end  of  the  fingers. 

Long  and  graceful  fingers,  coupled  with  thickness  and  breadth  of  the  sentient 
pulp  at  their  ends,  and  too  great  arching  of  the  nails,  have  been  regarded  ever 
since  the  days  of  Hippocrates,  as  not  unlikely  indications  of  a  tendency  to 
pulmonary  disease. 


PALPATION  BY  THE  RECTUM. 

The  following  report  is  from  Mr.  Walsham,  one  of  the  Demonstrators  of 
Anatomy,  who  having  a  small  hand  (somewhat  less  than  seven  and  a  half  inches 
round),  has  lately  had  opportunites,  in  St.  Bartholomew's  Hospital,  of  intro- 
ducing it  up  the  rectum,  in  the  living  subject,  for  the  purpose  of  diagnosis: — 

u  It  is  possible  to  introduce  the  hand  (if  small)  into  the  rectum ;  in  many 
cases  into  the  sigmoid  flexure,  and  in  rare  instances  into  the  descending  colon. 

"Once  beyond  the  sphincter,  the  hand  enters  a  capacious  sac,  and  the  follow- 
ing important  parts  can  be  felt  through  its  walls: — 

"Through  the  anterior  wall  the  hand  first  recognizes  the  prostate,  which  feels 
like  a  moderately  large  chestnut.  Immediately  behind  the  prostate,  the  vesi- 
culro  seminales  may  be  distinguished  as  two  softish  masses  situated  one  on  either 
side  of  the  middle  line.  Internal  to  them,  the  whip-cord-like  feel  of  the  vasa 
deferentia  can  be  readily  traced  over  the  bladder  to  the  sides  of  the  pelvis. 

"The  bladder  is  easily  recognized,  when  moderately  distendea,  as  a  soft 
flutuating  tumor  behind  the  prostate;  when  empty  it  cannot  be  distinguished 
from  the  intestines,  which  then  descend  between  the  rectum  and  the  pubes. 
The  arch  of  the  pubes  can  well  be  defined  when  the  bladder  is  empty. 

"  Through  the  posterior  wall  of  the  bowel  the  coccyx  and  sacrum  can  be  felt, 
the  curve  of  the  sacrum  being  readily  followed  by  the  hand. 

"The  projecting  spine  of  the  ischium  on  each  side  of  the  pelvis  is  a  valuable 
landmark.  From  this  poiut  the  outlines  of  the  greater  and  lesser  sacro-ischiatic 
foramina  can  be  traced  by  the  fingers ;  and  any  new  growth,  encroaching  on  the 
pelvic  cavity  through  these  apertures,  could  be  easily  detected. 

"If  the  hand  be  now  pushed  farther  up  the  gut,  the  promontory  of  the  sacrum 
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is  reached ;  the  pulsation  of  the  iliac  vessels  becomes  manifest,  and  the  course 
of  the  external  iliac  can  be  traced  along  the  brim  of  the  pelvis  to  the  crural 
arch,  the  loose  attachments  of  the  rectum  permitting  very  free  movement  in 
this  direction.  The  internal  iliac  artery  can  also  be  followed  to  the  upper  part 
of  the  great  sacro-ischiatic  foramen. 

"By  semi- rotatory  movement,  and  alternately  flexing  and  extending  the 
fingers,  the  hand  can  gradually  be  insinuated  into  the  commencement  of  the 
sigmoid  flexure.  In  the  sigmoid  flexure  the  fingers  can  explore  the  whole  of 
the  lower  part  of  the  abdomen,  the  loose  attachment  of  this  portion  of  the  gut 
permitting  the  hand  to  travel  freely  over  the  iliac  and  hypogastric  regions. 

"The  parts  that  can  here  be  felt  are  the  bifurcation  of  the  aorta,  the  division 
of  the  common  iliac  arteries,  the  iliac  fossa,  and  the  crest  of  the  ilium. 

"  In  the  female,  the  uterus  in  the  middle  line,  and  the  ovaries  on  either  side, 
can  be  readily  distinguished. 

"In  the  introduction  of  the  hand  into  the  rectum,  in  a  patient  under  chloro- 
form, the  dilatation  of  the  sphincter  ani  should  be  very  gradual:  first  two 
fingers,  then  four,  and  finally  the  thumb  should  be  passed.  It  is  necessary  to 
use  considerable  force,  and  unless  care  be  taken,  not  only  the  integumentary 
edge  of  the  anus,  but  the  sphincter  itself,  may  be  lacerated.  The  introduction 
is  facilitated  by  the  application  of  the  other  hand  upon  the  abdomen. 

"When  the  dilatation  has  been  gradual  and  the  hand  not  too  large,  no  incon- 
tinence of  feces  and  no  very  considerable  amount  of  pain  has  resulted. 

"Dr.  G.  Simon,  in  a  paper  in  the  4Archiv  fur  Clinische  Chirurgic/1  states  that 
repeated  dilatation  of  the  anus  to  its  maximum  does  not  destroy  its  contractile 
power;  that  he  has  often  made  as  many  as  five  examinations  of  the  same 
rectum;  that  in  clinical  cases  he  has  always  permitted  one  or  two  of  those 
present  to  repeat  the  examination,  and  that  in  no  instance  has  permanent  incon- 
tinence of  feces  been  the  result. 

"We  have,  however,  been  informed  on  reliable  authority  that  permanent 
incontinence  of  feces  has  occasionally  followed  these  repeated  examinations. 

"What  sized  hand  can  be  introduced  with  safety  ?  Dr.  Simon  states  that  it 
ought  not  to  exceed  nine  inches  in  circumference." 

Lastly,  we  think  it  right  to  insist  upon  the  important  fact  that,  in  some  sub- 
jects, even  a  small  hand  cannot  be  passed  up  the  rectum  beyond  the  reflection 
of  the  peritoneum  over  the  second  part  of  the  gut.  In  such  instances  the  peri- 
toneum offers  a  resistance  like  a  tight  garter,  and  prevents  the  further  advance 
of  the  hand  without  great  risk  of  laceration  of  the  parts.* 


EXAMINATION  PER  Y AG  IN  AM. 

For  this  report  I  am  indebted  to  Dr.  Godson,  Assistant  Physician- Accoucheur, 
St.  Bartholomew's  Hospital: — 

"  The  finger  introduced  into  the  vagina  comes  upon  the  caruncul®  myrti- 
formes,  which  are  vascular  membranous  processes  independent  of  the  hymen, 
variable  in  number,  size,  and  form.  It  also  feels  the  transverse  ridges  known 
as  *  rugae.' 

"Along  the  anterior  wall  of  the  vagina  the  finger  readily  detects  the  track 
of  the  urethra,  which  feels  like  a  prominent  cord  and  forms  an  excellent  guide 
to  the  orifice  of  the  meatus  urinarius  in  passing  a  catheter.  This  orifice  is 
indicated  by  a  slight  semicircular  prominence,  situated  about  one-third  of  an 
inch  above  the  orifice  of  the  vagina.  Behind  the  urethra  the  finger  comes 
upon  the  posterior  wall  of  the  bladder.    But  the  bladder  is  not  perceptible,  as 

1  Vol.  xv.  p.  1, 1872. 

*  For  further  information  on  this  subject,  see  a  paper  by  Mr.  Walsh  am,  in  St.  Bartholomew's 
Hospital  Reports,  vol.  xii. 
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such,  to  the  touch  unless  distended.  With  a  catheter  previously  introduced  it 
is  much  more  readily  explored. 

"  The  septum  between  the  vagina  and  the  rectum  is  so  thin  that,  should  the 
rectum  contain  fecal  matter,  its  presence  becomes  at  once  apparent  to  the  finger. 

"  The  cervix  uteri  is  felt  protruding  from  the  roof  of  the  vagina  in  a  direction 
downwards  and  backwards— that  is,  in  a  line  from  the  umbilicus  to  the  coccyx. 
The  os  uteri  is  felt,  small  and  round,  in  the  centre  of  the  cervix.  The  posterior 
lip  feels  a  little  lower  than  the  anterior.  The  cul-de-sac  formed  by  the  vagina 
in  front  and  behind  the  cervix  should  be  perfectly  elastic  to  the  touch,  and  not 
communicate  the  sensation  of  a  resisting  body.  Any  resistance  here  bespeaks 
an  abnormal  condition. 

"The  bony  landmarks  within  reach  of  a  finger,  or  perhaps  two,  in  a  woman 
who  has  not  borne  a  child,  are  the  symphysis  pubis,  the  rami  of  the  pubes  and 
ischia.  .  The  coccyx  and  part  of  the  hollow  of  the  sacrum  may  also  be  felt,  but 
not  without  exerting  much  pressure  on  the  posterior  wall  of  the  vagina,  which 
gives  considerable  pain.  If  the  promontory  of  the  sacrum  can  be  felt,  it  is  a 
sign  that  the  conjugate  diameter  of  the  pelvis  is  abnormal. 

uThe  finger  in  the  rectum  can  detect  almost  everything  which  has  been 
mentioned  in  connection  with  the  vagina.  The  shape  and  direction  of  the 
cervix  uteri  are  almost  as  perceptible,  and  the  posterior  wall  of  the  uterus  can 
be  examined.  The  peritoneal  fold  termed  recto- vaginal  (Douglas's  space)  can 
also  be  well  explored,  and  anything  abnormal  detected  in  this  direction — a  point 
of  great  importance  in  the  diagnosis  of  diseases  and  displacements  of  the  uterus. 

41  The  ovary  in  its  normal  state  and  position  cannot  be  detected  by  the  touch 
even  with  the  hand  firmly  pressed  on  the  hypogastrium.  If  a  movable  body 
be  felt  through  the  vaginal  roof  on  one  side  of  the  cervix,  if  this  body  be  ex- 
quisitely tender  and  recede  at  once  from  the  finger,  it  is  an  ovary  in  a  state  of 
prolapse. 

"The  fundus  of  a  healthy  unimpregnated  uterus  never  rises  above  the  level 
of  the  brim  of  the  pelvis,  and  cannot  therefore  be  felt  by  pressing  the  hand  on 
the  hypogastrium. 

"The  direction  of  the  uterus  is  subject  to  changes  which  cannot  be  looked 
upon  as  abnormal.  The  fundus  may  be  thrown  backwards  by  a  distended 
bladder,  or  forwards  by  a  distended  rectum.  The  axis  of  its  cavity  is  not  a 
straight  but  a  curved  line;  and  uterine  sounds  should  be  shaped  to  suit  it." 
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Abdomen,  761 

apertures  in,  762 

boundaries  of,  762 

landmarks  of,  928 

lymphatics  of,  596 

manipulation  of,  931 

muscles  of,  38,5 

regions  of,  762 

viscera  of,  763,  931 
Abdominal  lines,  928 
Absorbent  elands.     See  Lym- 
phatic Glands. 
Absorbents.     See  Lymphatics. 
Acervulus  cerebri,  630 
Acetabulum,  250 
Acromion,  221 
Actions  of  muscles.     See  each 

group  of  muscles. 
Adipose  tissue,  41 
Air-cells,  833 
Air-sacs  of  lung,  833 
Air-tubes,  823 
Ala  of  nose,  711 

of  vomer,  185 
Alimentary  canal,  745 

development  of,  120 

subdivisions  of,  745 

See  also  Stomach,   Intes- 
tines, etc. 
Allantoic,  102,  850 
Alveoli,  formation  of,  754 

of  lower  jaw,  187 

of  lung,  833 

of  stomach,  770 

of  upper  jaw,  178 
Amnion,  101 

false,  102 
Amoeboid  motion,  38 
Amphiarthrosis,  281 
Ampulla  of  semicircular  canals, 
739 

of  tubuli  lactiferi,  877 
Amygdala?,  756 

of  cerebellum,  633 
Anastomosis  of  arteries,  463 

around  elbow,  514 
Andersch,  ganglion  of,  659 
Anatomy,  descriptive,  131 

general,  33 

surgical.     See  Surgical  Anat- 
omy. 
Aneurism  of  aorta,    etc.     Sec 
Aorta,  etc. 


Ancle  of  jaw,  etc.     See  indi- 
vidual bones. 
Ankle-joint,  831 
landmarks  of,  941 
relations  of  tendons  and  ves- 
sels, 833 
Annulus  ovalis,  804 
Antihelix,  729 
fossa  of,  729 
Antitragus,  729 
Antrum  of  Highmore,  177 

landmarks  of,  918 
Anus,  896 
development  of,  120 
landmarks  of,  935 
muscles  of,  896 
Aorta,  464 

development  of,  117 
division  of,  930 
landmarks  of,  930 
sinuses  of,  465 
abdominal,  525 
branches  of,  526 
surgical  anatomy  of,  525 
arch  of,  464 
ascending  part  of,  465 
branches  oi,  468 
descending  part  of,  467 
peculiarities  of,  468 

of  branches  of,  468 
surgical  anatomy  of,  467 
transverse  portion  of,  466 
descending,  522 
primitive,  117 
thoracic,  522 
branches  of,  523 
surgical  anatomy  of,  522 
Aperture  scalae  vestibuli,  739 
Aperture.    See  Openings,  Ori- 
fice, etc. 
Aponeurosis,  340 
of  deltoid,  404 

of  external  oblique,  in  ingui- 
nal region,  879 
infraspinous,  405 
of  insertion,  341 
of  investment,  341 
of  occipito-frontalis,  344 
pharyngeal,  760 
of  soft  palate,  368 
subscapular,  404 
suprahyoid,  362 
supraspinous,  405 


Aponeurosis — 

vertebral,  378 
Apophysis,  54,  56,  132 
Apparatus    ligamentosus    colli, 

292 
Appendages  of  eye,  725 

of  skin,  87 

of  uterus,  872 
Appendices  epiploic*;,  767,  781 
Appendix  auriculas,  802,  806 

ensiform,  209 

vermiformis,  778 

xiphoid,  209 
Aqua  labyrinthi,  743 

Aqusductus  cochleae,  163,  740 
Fallopii,  164,  734 
Sylvii,  636 
vestibuli,  163,  738 
Aqueous  chamber,  723 
humor,  722 

chambers  of,  723 

secreting  membrane  of,  723 
Arachnoid  membrane  of  brain, 

608 
of  cord,  60S 

cavity  of,  603 
Arantius,  body  of,  805 
nodules  of,  805 
ventricle  of,  612 
Arbor  vita  of  cerebellum,  634 

uterinus,  872 
Arch  of  aorta.     See  Aorta,  arch 

of. 
of  colon,  779 
cortical,  840 
crural,  880,  890 

landmarks  of,  931,  936 
deep,  891 
femoral,  880,  890 
nasal,  201,  565 
palmar,  deep,  515 

landmarks  of,  949 

superficial,  519 
pharyngeal,  109 
plantar,  562 
of  pubes,  249,  253 
supraorbital,   156,  157 
of  vertebra,  132 
zygomatic,  199 
Arches,  aortic  (foetal),  117 
of  palate,  756 
pharyngeal,  109 


1  Each  Artery,  Canal,  Ligament,  Muscle,  Nerve,  etc.,  Is  placed  In  the  Index  under  the  head  of  Artery, 
Muscle,  Nerve,  etc. ;  Carotid  artery,  for  example,  being  found  under  Artery,  carotid ;  Median  nerve, 
under  Nerve,  median,  etc. 
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Arciform  fibres,  611,  613 
Area,  germinal,  98 

vascular,  101 
Areola  of  breast,  877 
Areolar  tissue,  89 
Arm,  arteries  of,  507 

bones  of,  223 

fascia  of,  407 

landmarks  of,  944 

lymphatic  glands  of,  593 

lymphatics  of,  594 

muscles  of,  407 

nerves  of,  671 

veins  of,  573 
Arnold's  ganglion,  656 

nerve,  661 
Arteria  or  Arteries.     See  Ar- 
tery. 
Arteriae  propriae  renales,  845 

receptaculi,  492 
Arterioles  rectae  of  kidney,  845 
Artery  or  Arteries — 

anastomoses  of,  463 

capillary,  78,  463 

development  of,  117 

distribution  of,  463 

general  anatomy  of,  75 

mode  of  division  of,  463 
of  origin  of  branches  of,  463 

nerves  of,  77 

sheath  of,  73 

structure  of,  75 

subdivision  of,  463 

systemic,  463 

vessels  of,  77 

accessory  pudic,  540 
acromial  thoracic,  509 
alar  thoracic,  510 
alveolar,  485 

anastomotica  magna  of  bra- 
chial, 514 

of  femoral,  552 
angular,  480 
anterior  auricular,  &c.      See 

Artery,  auricular,  &c. 
aorta.     See  Aorta, 
articular,  of  knee,  554 
ascending  cervical,  503 

pharyngeal,  481 
auricular,  481 

anterior,  482 

posterior,  481 
axillary,  507 

branches  of,  509 

landmarks  of,  945 

peculiarities  of,  508 

surgical  anatomy  of,  508 
azygos  articular  oi  knee,  555 
basilar,  502 
brachial,  511 

branches  of,  514 

landmarks  of,  945 

peculiarities  of,  512 

surgical  anatomy  of,  513 
bronchial,  523, 834 
buccal,  485 

of  bulb  of  urethra,  541,  901 
calcanean,  internal,  561 
carotid,  471 

common,  471 


Artery  or  Arteries — 

peculiarities  of,  473 
surgical  anatomy  of,  474 
external,  475 

surgical  anatomy  of,  475 
internal,  489 

surgical  anatomy  of,  491 
carpal  of  radial,  517 
of  ulnar,  521 
posterior  of  radial,  517 
of  ulnar,  521 
of  cavernous  body,  542,  858 
centralis  modioli,  740 

retinae,  495,  722 
cerebellar,  501,  502 
cerebral,  495,  502 
cervical,  ascending,  503 
deep,  505 
superficial,  504 
choroid,  anterior,  495 

posterior,  502 
ciliary,  493,  725 
anterior,  494,  725 
long,  494,  725 
short,  493,  725 
circle  of  Willis,  502 
circumflex  of  arm,  510 
iliac,  546 

superficial,  550,  878 
of  thigh,  external,  551 
internal,  551 
cochlear,  744 
coccygeal,  543 
coeliac  axis,  526 
colica  dextra,  531 
media,  531 
sinistra,  531 
comes  nervi  ischiadici,  543 

phrenici,  504 
communicating,    anterior,    of 
brain,  495 
posterior  of  brain,  495 
communicating     branch     of 
dorsalis  pedis,  559 
of  ulnar,  521 
coronaria  ventriculi,  527 
coronary,  of  heart,  469 
inferior,  479 
left,  469 

of  Hp,  upper,  480 
of  Up,  lower,  479 
right,  469 
superior,  480 
of  corpus  caverno8um,  542 
cremasteric,  545,  861 
crico-thyroid,  476 
cystic,  529 

deep  branch  of  ulnar,  521 
cervical,  505 
palmar  arch,  515 
temporal,  485 
deferent,  533 
dental,  inferior,  484 

superior,  485 
descending  palatine,  486 
digital,  of  plantar,  562 
of  ulnar,  521 
landmarks  of,  949 
dorsal,  of  lumbar,  533 
of  penis,  542 

See  also  Artery,  dorsalis. 


Artery  or  Arteries — 
dorsalis  hallucis,  559 
indicis,  518 
linguae,  477 
pedis,  557 

branches  of,  558 
landmarks  of,  943 
peculiarities  of,  558 
Burgical  anatomy  of,  558 
penis,  542 
pollicis,  517 
scapulas,  510 
epigastric,  545,  892 
landmarks  of,  931 
peculiarities  of,  546 
relation  of,  to  external 
ring,  892 
to  internal  ring,  883 
superior,  504 
superficial,  550,  878 
'  ethmoidal,  493 
external    carotid,    &c.       See 

Artery,  carotid,  &c. 
facial,  477 

landmarks  of,  916 
peculiarities  of,  480 
surgical  anatomy  of,  480 
transverse,  482 
femoral,  546 

branches  of,  550 
compression  of,  938 
landmarks  of,  938 
peculiarities  of,  548 
surgical  anatomy  of,  548 
deep,  550 
frontal,  493 
gastric,  527,  529 
gastro-duodenalis,  528 
gastro-epiploica  dextra,  528 

sinistra,  529 
gluteal,  543 
inferior,  543 
landmarks  of,  939 
helicine,  859 

hemorrhoidal,  external,  541 
inferior,  541 
middle,  539 
superior,  531 
hepatic,  527,  786,  789 
hyaloid,  113 
hyoid  branch  of  lingual,  477 

of  superior  thyroid,  476 
hypogastric,    in    foetus,    637, 

812,  813 
ileo-colic,  530 
iliac,  635,  543 
circumflex,  546 
common,  535 

peculiarities  of,  535 
surgical  anatomy  of,  536 
external,  544 

surgical  anatomy  of,  544 
internal,  537 
at  birth,  537 
peculiarities  of,  538 
in  foetus,  537 
surgical  anatomy  of,  538 
ilio-lumbar,  543 
inferior  cerebellar,  coronary, 
&c.     See  Artery,  cerebel- 
lar, coronary,  &c. 
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Artery  or  Arteries— 
infraorbital,  485 
innominate,  470 

peculiarities  of,  470 

surgical  anatomy  of,  470 
intercostal,  504,  505,  523 

anterior,  504,  523 

dorsal,  524 

superior,  504 
interlobular  of  kidney,  845 
internal  auditory,  calcanean, 

&c.     See  Artery,  auditor}*, 

calcanean,  &c. 
interosseous  of  ulnar,  520 
landmarks  of,  947 

dorsal  of  foot,  558 
of  hand,  517 
landmarks  of,  950 
of  radial,  517 
labial,  inferior,  479 
lachrymal,  492 
laryngeal,  503 

inferior,  476 

superior,  476 
lateral  sacral,  543 

spinal,  501 
lateralis  nasi,  480 
lingual,  477 
lumbar,  533,  543 
malleolar,  556 
mammary,  landmarks  of,  923 

internal,  504 
masseteric,  485 
maxillary,  internal,  483 
median  of  forearm,  520 

of  spinal  cord,  501 
mediastinal,  504 

posterior,  523 
meningeal,    from    ascending 
pharyngeal,  482 

anterior,  from  carotid,  492 

inferior,  from  occipital,  481 

middle,  from  internal  max- 
illary, 484 

landmarks  of,  915 

posterior,   from   vertebral, 
501 

small,  from  internal  maxil- 
lary, 484 
mesenteric,  inferior,  531 

superior,  529 
metacarpal,  517 
metatarsal,  558 
middle  cerebral,  495 

sacral,  534 
musculophrenic,  504 
mylo-hyoid,  485 
nasal,  486 

of  nasal  fossa?,  713 

of  ophthalmic,  493 

of  septum,  480 
nutrient  of  femur,  545 

of  fibula,  561 

of  humerus,  514 

of  radius,  520 

of  tibia,  561 

of  ulna,  520 
obturator,  539 

external,  540 

internal,  540 

peculiarities  of,  540 


Artery  or  Arteries — 

relations  of,  in  hernia,  893 
occipital,  480 
oesophageal,  503,  523 
omphalomesenteric,  117 
ophthalmic,  492 
orbital,  485 
ovarian,  533,  872 
palatine,  ascending,  479 

descending,  486 

inferior,  479 

of  pharyngeal,  486 

posterior,  486 
palmar  arch,  deep,  515 
superficial,  519 

interosse®,  518 
palpebral,  493 
pancreatic,  529 
pancreatica  magna,  529 
pancreaticas  parvae,  529 
pancreatico-auodenalis,  528 

inferior,  530 
perforating     arteries,     from 
mammary  artery,  504 

from  plantar,  562 

from  profunda,  551 

from  radial,  518 
pericardiac,  504,  523 
perineal,  superficial,  541 

transverse,  541 
peroneal,  560 

anterior,  561 
pharyngeal,  ascending,  481 
phrenic,  533 

superior,  504 
plantar  external,  561 

internal,  561 

landmarks  of,  944 
popliteal,  552,  553 

branches  of,  554 

landmarks  of,  940,  942 

peculiarities  of,  553 

surgical  anatomy  of,  553 
posterior    auricular,    carpal, 

&c.  See  Artery,  auricular, 

carpal,  &c. 
princeps  cervicis,  481 

polhcis,  518 
profunda  of  arm,  inferior,  514 
superior,  514 

cervicis,  504 

femoris,  550 
pterygoid,  485 
pterygopalatine,  486 
pubic,  545 
pudic,  accessory,  540 

external,  550 
deep,  550 
inferior,  550 
landmarks  of,  939 
superficial,  550,  878 
superior,  550 

internal,  540 

peculiarities  of,  540 
in  female,  542 
pulmonary,  563,  804,  833 
pyloric,  527 
radial,  515 

branches  of,  517 

landmarks  of,  948 

peculiarities  #f,  516 


Artery  or  Arteries — 

surgical  anatomy  of,  516 
radiafis  indicia,  518 
ranine,  477 
recurrent  interosseous,  520 

radial,  517 

tibial,  556 

ulnar,  520 
renal,  532,  843 
sacra  media,  534 
sacral,  lateral,  543 

middle,  534 
scapular,  posterior,  504 
sciatic,  542 
sigmoid,  531 
spermatic,  532,  861 
sphenopalatine,  486 
spinal,  anterior,  501 

from  intercostal,  524 

lateral,  501 

in  loins,  543 

from  lumbar,  533 

median,  501 

in  neck,  501 

posterior,  501 

in  thorax,  223 

from  vertebral,  501 
splenic,  529,  797 
sterno- mastoid,  476 
stylo-mastoid,  481 
subclavian,  496 

branches  of,  500 

landmarks  of,  922 

left,  497 

peculiarities  of,  498 

right,  496 

surgical  anatomy  of.  498 
sublingual,  477 
submaxillary,  479 
submental,  479 
subscapular,  510 
superficialis  vol©,  517 
superior  cerebellar,  coronary, 

&c.     See  Artery,  cerebel- 
lar, coronary,  &c. 
supraorbital,  493 
suprarenal,  532 
suprascapular,  503 
sural,  554 
tarsal,  558 
temporal,  482 

anterior,  482 

deep,  485 

landmarks  of,  916 

middle,  482 

posterior,  482 

surgical  anatomy  of,  482 
thoracic,  acromial,  509 

alar,  510 

long,  509 

superior,  509 
thoracic  aorta,  522 
of  thyroid  eland,  835 
thyroid,  interior,  502 
middle,  470 
superior,  476 
surgical  anatomy  of,  476 
thyroid  axis,  502 
tibial,  anterior,  555 
branches  of,  556 
landmarks  of,  942 
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Artery  or  Arteries- 
peculiarities  of,  556 
surgical  anatomy  of,  556 
posterior,  559 
branches  of,  560 
landmarks  of,  942 
peculiarities  of,  559 
surgical  anatomy  of,  560 
recurrent,  556 

tonsillar,  479,  503 

tracheal,  503 

transverse  of  basilar,  502 
facial,  482 

transversalis  colli,  503 

tympanic,  from  internal  caro- 
tid, 491 
from  internal  maxillary,  483 

ulnar,  518 

branches  of,  520 
landmarks  of,  948 
peculiarities  of,  519 
relations  of,  519 
surgical  anatomy  of,  520 
recurrent,  anterior,  520 
posterior,  520 

umbilical  in  foetus;  812,  813 

uterine,  539,  872 

vaginal,  539 

of  vas  deferens,  539 

vasa  aberrantia  of  arm,  512 
brevia,  529 
intestini  tenuis,  530 

vertebral,  500 
primitive,  117 

vesical,  inferior,  539 
middle,  539 
superior,  538 

vestibular,  744 

vidian,  486 
Arteriole  rectos,  845 
Arthrodia,  281 
Articulations,  279 

acromioclavicular,  306 

ankle,  331 

astragalo-calcanean,  334 

astragalo-scaphoid,  334 

atlo-axoid,  288 

calcaneoastragaloid,  834 

calcaneocuboid,  335 

calcaneo-scaphoid,  3S6 

carpal,  316 

carpometacarpal,  319 

chondral,  299 

classification  of,  280 

coccygeal,  802 

costoclavicular,  305 

costostcrnal,  297 

costo-  trans  verse,  296 

costovertebral,  295 

elbow,  810 

femoro  tibial,  825 

of  foot,  331 

hand,  316 

hip,  322 

immovable,  280 

interchondral,  299 

knee,  325 

larynx,  816 

lower  extremity,  322 

metacarpal,  321 

metacarpophalangeal,  321 


Articulations — 
metatarsal,  838 
metatarsophalangeal,  838 
mixed,  281 
movable,  281 
movements  of,  284 
occipito-atloid,  291 
occipito-axoid,  292 
of  pelvis,  800 

with  spine,  299 
phalanges,  322,  338 
pubic,  803 
radio-carpal,  815 
radioulnar,  inferior,  314 
middle,  813 
superior,  313 
sacrococcygeal,  802 
sacroiliac,  800 
sacrosciatic,  801 
sacro vertebral,  299 
scapuloclavicular,  806 
scapulohumeral,  308 
shoulder,  808 
of  spine  with  cranium,  291 
sternoclavicular,  304 

landmarks  of,  921 
of  sternum,  299 
tarsal,  834 
tarsometatarsal,  339 
temporomaxillary,  292 
tibiofibular,  inferior,  331 
middle,  331 
superior,  330 
of  the  trunk,  285 
of  tympanic  bones,  736 
of  upper  extremity,  804 
of  vertebral  column,  285 
wrist,  315 
Arytenoid  cartilage,  815 
Astragalus,  270 
Atlas,  134 

development  of,  141 
Atrabiliory  capsules,  847 
Auricle  of  ear,  729.    See  Pinna, 
of  heart,  801,  802 
appendix  of,  802,  806 
left,  806 

openings  in,  803,  806 
right,  b02 

septum  of,  802,  806 
sinus  of,  802,  806 
valves  in,  803,  805 
Axes  of  pelvis,  254 
Axilla,  505 
dissection  of,  398 
landmarks  of,  945 
surgical  anatomy  of,  505 
Axis,  135 

development  of,  141 
central,  of  cochlea,  739 
cerebrospinal,  602 
coeliac,  526 
thyroid,  502 
Axis-cylinder  of  nerve  tubes,  62 

Back,  furrows  of,  926 

landmarks  of,  926 

muscles  of,  873 
Ball  and  socket  joint     See  En- 

arthrodia. 
Band,  furrowed,  633 


Bartholine,  duct  of,  759 

gland  of,  868 
Basement  membrane,  93 
Bauhin,  valve  of,  778 
Beale's  researches  on  the  liver, 
788 
on  motor  nerves,  78 
Beaunis  and  Bouchard,  table  of 

development,  129 
Bertini,  column  of,  840 
Bicuspid  teeth,  748 
Bioplasm,  38 
Bladder,  849 

arteries  of,  852 

base  of,  850 

body  of,  850 

cervix  of,  850 

female,  869 
relations  of,  869 

fundus  of,  850 

interior  of,  852 

landmarks  of,  934 

ligaments  of,  850,  907 

lymphatics  of,  598,  853 

muscles  of,  851 

neck  of,  850 

nerves  of,  853 

structure  of,  851 

summit  of,  850 

trigone  of,  852 

uvula  of,  852 

veins  of,  853 
Blastema,  38,  752 
Blastoderm,  96 
Blastodermic  membrane,  96 
Blood,  33 

circulation  of,  in  adult,  805 
in  foetus,  812 

corpuscles,  83 

development  of,  117 

crystals,  86 

disks,  33 

gases  of,  35 

general  anatomy  of,  83 

globules,  S3 
Bochdalck,  ganglion  of,  653 

on  triticeoglossus,  821 
Body,  growth  of,  94 

Malpighian,  840,  841 

of  tooth,  747 

of  vertebra,  133 
Bone,  animal  constituent  of,  50 

apophyses  of,  56 

articular  lamella  of,  279 

canaliculi  of,  49 

cancellous  tissue  of,  46 

cells,  48 

chemical  analysis  of,  50 

compact  tissue  of,  46 

descriptive  anatomy  of,  181 

development  of,  51 

diploe  of,  131 

earthy  constituent  of,  50 

eminences  and  depressions  of, 
132 

epiphyses  of,  55 

general  anatomy  of,  46 

Sowth  of,  64 
aversion  canals  of,  48 
systems  of,  49 
spaces  of,  49 
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Bon< 

inorganic  constituent  of,  50 
lacuna  of,  49 
lamella  of,  49 
lymphatics  of,  48 
marrow  of,  47 
medullary  canal  of,  47 

membrane  of,  47 
microscopic  structure  of,  48 
nerves  of,  48 
number  of,  131 
organic  constituent  of,  50 
ossification  of,  51 
ossific  centre*,  number  of,  55 
perforating  fibres  of,  49 
periosteum  of,  47 
spongy  tissue  of,  46 
structure  of,  46 
vessels  of,  47 

astragalus,  270 

atlas,  134 

axis,  135 

calcaneum,  267 

carpal,  235 

clavicle,  215 

coccyx,  146 

cranial,  149 

cuboid,  269 

cuneiform  of  carpus,  236 

of  tarsus,  272 
ear,  735 
ethmoid,  170 
facial,  149,  174 
femur,  254 
fibula,  265 
foot,  267 
frontal,  156 
hand,  235 
humerus,  223 
hyoid,  206 
ilium,  246 
incus,  735 
innominate,  245 
ischium,  246,  248 
lachrymal,  179 
lesser  lachrymal,  180 
lingual,  206 
mapum,  240 
malar,  180 
malleus,  735 
maxillary,  inferior,  186 

superior,  175 
metacarpal,  241 
metatarsal,  274 
nasal,  174 
navicular,  236,  272 
occipital,  150 
orbicular, 
palate,  182 
parietal,  154 
patella,  2G0 
pelvic,  251 
phalanges  of  foot,  275 

of  hand,  243 
pisiform,  238 
pubic,  246 
radius,  233 
ribs,  210 
sacrum,  143 
scaphoid  of  carpus,  236 


Bone — 

of  tarsus,  272 

scapula,  218 

semilunar,  236 

sesamoid,  276 

sphenoid,  165 

spenoidal  spongy,  169 

stapes,  736 

sternum,  207 

supernumerary,  173 

tarsal,  267 

temporal,  159 

tibia,  262 

trapezium,  238 

trapezoid,  239 

triquetral,  173 

turbinated,  inferior,  184 
middle,  171 
superior,  171 

tympanic,  732 

ulna,  228 

unciform,  240 

unguis,  179 

vertebra  dentate,  136 
prominens,  136 

vertebra?,  cervical,  133 
coccygeal,  142 
dorsal,  137 
lumbar,  139 
sacral,  142 

vomer,  185 

wormian,  173 
Bowman   on  structure  of  kid- 
ney, 841 
Brachia  of  optic  lobes,  631 
Brain,  61,  606,  609.     See  also 
Cerebrum. 

arachnoid  of,  608 

base  of,  619 

development  of,  110 

dura  mater  of,  606 

interior  of,  622 

lateral  ventricles  of,  624 

landmarks  of,  915 

levels  of,  915 

lobes  of,  618 

membranes  of,  606 

subdivision  into  parts,  609 

upper  surface  of,  615 

weight  of,  610 
Breasts,  876 
Bridge  of  nose,  174 
Brim  of  pelvis, 
Bronchi,  823 

mode  of  subdivision  in  lung, 
831 

septum  of,  823 

structure   of,    in    lobules    of 
lung,  831 
Bmnner*  a  glands,  775 
Bubonocele,  885 
Bulb,  artery  of,  541,  901 

of  corpus  cavernosum,  857 

of  corpus  spongiosum,  858 

olfactory,  638 
Bulbi  vestibuli,  869 
Bulbs  of  fornix,  621,  628 
Burns,  ligament  of,  889 
Bursa?,  carpal,  948 

digital,  950 

gluteal,  440 


Burst 

mucosas,  280 

of  ham,  553 

of  olecranon,  947 

patellar,  940 

plantar,  943 

popliteal,  940 

of  shoulder,  308 

synovial,  280 

of  wrist,  948 
Buttocks,  folds  of,  939 

landmarks  of,  938 

CiKCUM,  777 

Calamus  scriptorius,  612 

Calcaneum,  267 

Calices  of  kidney,  839,  846 

Callcnder  on  hernia,  889 

Camper,  ligament  of,  900 

Canal  or  Canals — 

accessory  palatine,  182 

alimentary,  745 

for  Arnold's  nerve,  164 

auditory,  731 

carotid,  162,  163 

central  of  modiolus,  740 

for  chorda  tympani,  161,  738 

of  cholera,  740 

crural,  891 

dental,  anterior,  176 
inferior,  188 
posterior,  176 

ethmoidal,  158 

femoral,  891 

of  Fontana,  718 

Haversian,  of  bone,  48 

of  Huguier,  161,  645,  733 

of  Hunter,  547 
landmarks  of,  938 

incisive,  197 

incisor,  178 

infraorbital,  175,  176 

inguinal,  882 

landmarks  of,  931 

for  Jacobson's  nerve,  163 

lachrymal,  176,  180,  728 

malar,  181 

medullary,  110 

nasal,  174 

naso-palatine,  185 

of  Nuck,  866,  876 

palatine,  accessor}-,  181,  107 
anterior,  178,  197 
posterior,  176,  177,  197 

of  Petit,  724 

portal,  785 

pterygoid,  167 

pterygopalatine,  167 

sacral,  145 

semicircular  739.     See  Semi- 
circular canals. 

spermatic,  882 

spinal,  149 

of  spinal  cord,  68,  110 

spiral,  of  cochlea,  740 
of  modiolus,  740 

temporo-malar,  181 

for  tensor  tympani,  164,  734 

vertebral,  149 

Vidian,  168 

of  Wirsung,  793 
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Canaliculi  of  bone,  49 

of  eyelids,  728 
Canalis  cochlear,  741 

membranacea,  741 

reuniens,  742 

spiralis  modioli,  740 
Cancellous  tissue,  46 
Canthi  of  eyelids,  725 
Capillaries,  78 

pulmonary,  883 
Capsular  ligament.     See  Liga- 
ment. 
Capsule,  atrabiliary,  847 

of  Glisson,  786 

of  lens,  723 

in  foetus,  113,  723 

of  Malpighian  bodies  of  kid- 
ney, 840,  841 

supra-renal,  847 
Caput  cornu  posterius,  66 

gaUinaginis,  853 
Cardia  of  stomach,  767 
Carpus,  235 

articulations  of,  816 

development  of,  244 

landmarks  of,  947 
Cartilage  or  Cartilages,  43 

articular,  44 

7tenoid,  815 
auricle,  729 
of  bronchi,  823,  832 
calcifications  of,  51 
cells  of,  43 
cellular,  43 
circumferential,  46 
connecting,  45 
costal,  44,  214 
cricoid,  815,  930 
cuneiform,  816 
of  ear,  729 
ensiform,  209 
of  epiglottis,  816 
fibro-,    45.     See  Fibro-carti- 
lage. 

general  anatomy  of,  43 
y aline,  44 
interarticular,  45 
intercellular     substance     of, 

44 
interosseous,  44 
of  knee,  828 
of  larynx,  814 
of  nose,  711 
of  pinna,  729 
palpebral,  726 
permanent,  43 
reticular,  46 
of  Santorini,  816 
semilunar  of  knee,  328 
of  septum  of  nose,  711 
sesamoid,  259,  711 
sponpy,  44 
stratiform,  46 
structure  of,  43 
tarsal,  726 
temporary,  43,  44 
thyroid,  814 
of  trachea,  823 
of  Wrisbcrg,  816 
xiphoid,  299 
yellow,  46 


Cartilagines    minorcs  of   nose, 

711 
Cartilago  triticea,  817 
Caruncle,  lachrymal,  727 
Caruncula  lacrymalis,  727 

mammillaris,  638 
Caruncula)  myrtiformes,  868 
Casserian  ganglion,  648 
Cauda  equina,  603,  689 
Catheter,  rules  for  introducing, 

936 
Cava,  vena.    See  Vena  cava. 
Cavernous  body,  857 

artery  of,  542,  858 
Cavities  of  reserve  of  teeth,  755 
Cavity,  central  of  lateral  ven- 
tricle, 625 

cotyloid,  250 

digital  of  fifth  ventricle,  625 
of  lateral  ventricle,  625 

glenoid,  160,  222 

of  larynx,  818 

of  pelvis,  253 

sigmoid,  230,  234 
Cells,  38 

of  bone,  48 

cleavage  of,  94 

of  Corti,  742 

of  Deiters,  742 

differentiation  of,  94 

ethmoidal,  158,  171 

giant,  54 
earing,  73 

hepatic,  787 

mastoid,  161,  734 

myeloid,  54 

of  nerves,  61 

olfactory,  73 

segmentation  of,  94 

sight,  73 

sphenoidal,  166 

taste,  73 

wandering,  41 
Cellular  tissue,  39 

lymphoid,  41 

mucoid,  41 

rctiform,  41 
Cement  of  teeth,  751,  758 

formation  of,  751,  753 
Centres  of  ossification,  51 
Centrum  ovale  majus,  623 

minus,  622 
Cerebelli  incisura  anterior,  632 

posterior,  632 
Cerebellum,  610,  632 

commissures  of,  632,  633 

corpus  dentatum  of,  634 

fissures  of,  634 

ganglion  of,  635 

hemispheres  of,  632 

lamina)  of,  632 

lobes  of,  634.     See  Lobes. 

lobulus  centralis  of,  634 

peduncles  of,  635 

structure  of,  634 

valley  of,  633 

ventricle  of,  635 

weight  of,  632 
Cerebro-spinal  axis,  604 

fluid,  609 
Cerebrum,  609 


Cerebrum — 

base  of,  615,  619 

commissures  of,  630 

convolutions  of,  615 

crura  of,  628 

fibres  of,  631 

fissures  of,  619 

general  arrangement  of,  622 

gray  matter  of,  616 

hemispheres  of,  615 

interior  of,  622 

labia  of,  622 

lobes  of,  616 

middle,  616,  619 
frontal,  616,  619 
occipital,  616 
parietal,  616 
temporo-sphenoidal,  616 

peduncles  of,  621 

structure  of,  63 1 

sulci  of,  615 

under  surface  of,  615,  619 

upper  surface  of,  615 

ventricles  of,  624,  630 

weight  of,  610 
Cervix  cornu,  66 

of  penis,  856 

uteri,  871 
Chambers  of  eye,  722 
Cheeks,  muscles  of,  746 

structure  of,  746 
Chest,  landmarks  of,  922 

muscles  of,  399 
Chiasma  of  optic  nerve,  639 
Chondrine,  46 
Chorda  dorsalis,  98,  106 

tympani,  644,  738 
Chorda)  tendinea)  of  left   ven- 
tricle, 805 
of  right,  805 

vocales,  819 

Willisii,  571 
Chorion,  96,  102 

shaggy,  103 
Choroid  coat  of  eye,  716,  717 

plexus    of   fourth    ventricle, 
636 
of  lateral  ventricle,  625 
of  third  ventricle,  629 
Chyle,  87 

vessels,  774 
Chyli  receptaculum,  589 
Chylifcrous  vessels,  588 
Cilia,  727 

Ciliary  processes,  718 
Circle  of  Willis,  502 
Circulation  of  blood  in  adults, 
805 

in  foetus,  812 
Circumduction,  284 
Cistern  of  Pecquet,  589 
Clarke,  Lock  hart,  researches  on 
brain  and  spinal  cord,  65 

on  cranial  nerves,  663 
Clavicle,  215 

articulations  of,  218 

attachments  of   muscles    to, 
218 

development  of,  218 

fracture  of.     See  Fracture. 

landmarks  of,  923,  944 
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Claviel 

peculiarities  of,  218 
Cleavage  of  cells,  94 
Clitoris,  868 

fraenum  of,  868 

lymphatics  of,  598 

muscles  of,  868,  900 

prepuce  of,  868 
Cloacal  cavity,  126 
Club-foot,  453 
Coccyx,  146 

articulations  of,  147 

attachment  of  muscles  to,  147 

development  of,  147 
Cochlea,  739 

arteries  of,  740,  744 

central  axis  of,  739 

cupola  of,  739 

denticulate  lamina  of,  741 

hamular  process  of,  741 

infundibulum  of,  739 

lamina  spiralis  of,  739 

membranous  zone  of,  740 

modiolus  of,  739 

nerves  of,  744 

osseous  zone  of,  740 

scala  tvmpani  of,  741 
vestibuli  of,  741 

spiral  canal  of,  740 

veins  of,  744 
Collateral  circulation.    See  Sur- 
gical Anatomy  of  each 
artery. 
Collecting  tubes  of  kidney,  842 
Colles's  fracture,  428 
Colon,  779 

ascending,  779 

descending,  779 

sigmoid  flexure  of,  779 

transverse,  779 
Colotomv,  landmarks  for,  933 
Columella  cochlea?,  739 
Column  of  Bertini,  840 

cortical,  of  kidney,  840 

posterior  vesicular  of  spinal 
cord,  66 
Columna  nasi,  710 
Columns  carneas  of  left  ventri- 
cle, 808 
of  right  ventricle,  805 

papillares,  805,  808 
Columns  of  abdominal  ring,  880 

of  medulla  oblongata,  610 

of  spinal  cord,  605 

of  vagina,  871 
Comes  nervi  ischiadic!,  543 

phrenici,  504 
Commissure  brevis  of  cerebel- 
lum, 633 

simplex  of  cerebellum,  682 
Commissure  of  flocculus,  633 

optic,  166,  621,  639 
Commissures  of  brain,  anterior, 
630 
middle,  630 
posterior,  630 
soft,  630 

of  spinal  cord,  gray,  606 
white,  606 
Compact  tissue  of  bone,  46 
Conarium,  630 


Concha,  729 

Condyles  of  humerus,  227 

landmarks  of,  946 
Cone-granules  of  retina,  721 
Coni  vasculosi,  863 
Conjunctiva,  727 
Connective  tissue,  39 
Conus  arteriosus,  804 
Convolution,  ascending  parietal, 
617 
angular,  617 
of  corpus  callosum,  616 
of  longitudinal  fissure,  616 
supraorbital,  616 
Convolutions  of  cerebrum,  an- 
nectant,  618,  619 
cortical  substance  of,  615 
structure  of,  64,  615 
white  matter  of,  615 
Cord,  genital,  126 
spermatic.      See    Spermatic 

cord, 
spinal.     See  Spinal  cord, 
umbilical,  104 
Cords,  vocal,  818,  819 
Corium,  84,  92,  752 
Cornea,  715 
arteries  and  nerves  of,  716 
elastic  laminas  of,  715 
proper  substance  of,  715 
structure  of,  715 
Cornicula  laryngis,  816 
Cornu  Ammonis,  627 
Cornua  of  coccyx,  147 
of  fascia  lata,  889 
of  hyoid  bone,  206 
of  lateral  ventricle,  625,  626 
of  sacrum,  144 
of  thyroid  cartilage,  814 
Corona  glandis,  856 

radiata,  64,  652 
Corpora  albicantia,  621 
Arantii,  805,  807 
cavernosa  clitoridis,  868 

penis,  857 
geniculate  631 
lutca,  875 
olivaria,  611 
pyramidalia,  611 
quadrigemina,  631 
restiformia,  611,  612 
striata,  622,  625 
veins  of,  570 
Corpus  callosum,  619,  623 
convolution  of,  616 
genu  of,  623 
peduncles  of,  620,  624 
raphe  of,  624 
rostrum  of,  623 
ventricles  of,  623 
cavcrnosum,  857 

bulb  of,  857 
dentatum  of  cerebellum,  634, 
635 
of  olivary  body,  612 
denticulatum,  634,  635 
geniculatum  externum,  631 

internum,  631 
fimbriatum,  626,  627,  623 
Highmorianum,  8C2 
luteum,  875 


Corpi 

spongiosum,  857 
bulb  of,  858 

striatum,  622,  625 

See  also  Corpora. 
Corpuscles,  blood,  33 

Malpighian,  of  kidney,  796 
or  spleen,  795 

Pacinian,  72 

tactile,  71,  86 

taste,  709 

white,  34 
Corti,  cells  of,  742 

membrane  of,  741 

organ  of,  741 

rods  of,  741 
Cotunnius,  nerve  of,  653 
I  Cotyledons,  104 
Coverings  of  hernia.     See  Her- 
nia. 

of  testis.     See  Testis. 
Cowper's  glanda,  856,  901 
Cranial  nerves.     See  Nerves. 
Cranium.     See  Skull. 

bones  of,  150 

development  of,  1 72 
Crcmaster,  860,  865,  881 
Crest,  frontal,  157 

of  ilium,  247 

nasal,  174 

occipital,  150 
internal,  152 

of  pubes,  249 

of  tibia,  263 

turbinated,  of  palate,  182 
of  superior  maxillary,  177 
Cricoid  cartilage,  815 

landmarks  of,  930 
Crista  galli,  170 

ilii,  247 

pubis,  249 
Crown  of  tooth,  747 
'Crura  cerebclli,  635 

cerebri,  628 

of  clitoris,  868 

of  corpora  cavernosa,  857 

of  diaphragm,  396 

of  fornix,  628 
Crus  penis,  856 

Crusta  petrosa  of  teeth,  750,  751 
Crypts  of  Lieberktthn,  775 
Crystalline    lens.      See    Lens, 

crystalline. 
Crystals,  blood,  36 
Cuboid  bone,  269 
Cuneiform  bone  of  foot,  272 
external,  273 
internal,  272 
middle,  273 
of  hand,  236 
Cup,  ocular,  114 
Cupola  of  cochlea,  739 
Curling  on  testes.  866 
Curvatures  of  spine,  148 
Cuspidate  teeth,  748 
Cutaneous  nerves.    See  Nerves, 

cutaneous. 
Cuticle,  85 
Cuticula  dentis,  752 
Cutis  vera,  84 
Cuvier,  sinuses  of,  119 
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Dartos,  860 
Decidua,  104 

reflexa,  104 

serotina,  104 

vera,  104 
Deciduous  teeth,  747 
Decussation  of  optic  nerve,  639 
Deglutition,  actions  of,  745 
Deiters,  cells  of,  742 
Dens  sapicntiae,  749 
Dentate  body,  684 
Dentine,  750 

chemical  composition  of,  750 

formation  of,  750 

secondary,  751 
Depression,  coronoid,  225 
Derma,  84 

Descemet,  membrane  of,  718 
Development  of  atlas,  axis,  &c. 
See  Atlas,   axis,  &c.,  de- 
velopment of. 

of  organs,  table  of,  129 
Diameters  of  pelvis,  253 
Diaphragm,  394 

development  of,  122 

lymphatics  of,  600 

openings  of,  396 
Diaphysis,  55 
Diarthrosis,  281 

rotatoria,  281 
Differentiation  of  cells,  94 
Digestion,  organs  of,  745 
Diplog,  131 

veins  of,  569 
Discus  proligerus,  94 
Disk,  germinal,  98 
Dissection  of  muscles,  regions, 
hernia,  &c.     See  Muscles, 
Regions,  Hernia,  &c. 
Doyere,  hillocks  of,  73 

tufts  of,  73 
Duct  or  Ducts — 

aberrant,  of  testis,  863 

of  Bartholine,  759 

biliary,  788,  790 

common  choledoch,  791 

of  Cowper's  gland,  856 

cystic,  790 

ejaculatory,  865 

of  Gaertner,  125,  876 

galactophorous,  877 

hepatic,  786,  790 

of  kidney,  839 

lachrymal,  177 

lactiferous,  877 

of  liver,  786,  790 

lymphatic,  right,  590 

of  Mullcr,  124 

nasal,  177 

landmarks  of,  91 7 

of  pancreas,  793 

parotid,  758 

prostatic,  853 

seminal,  809 

Steno's,  758 

thoracic,  589 

vitelline,  105 

Wharton's,  758 

Wolffian,  123 
Ductless  glands.      See  Spleen, 
Thyroid,  &c. 


Ductus  arteriosus,  813 

how  obliterated  in  fostus,  815 
auditorius,  741 
cochlearis,  741 
communis  choledochus,  791 
pancreaticus  minor,  793 
Riviani,  759 
venosus,  813 
Duodenum,  771 

vessels  and  nerves,  771 
Dura  mater  of  brain,  606 

arteries  of,  607 

nerves  of,  607 

processes  of,  608 

sinuses  of,  571 

veins  of,  607 
of  cord,  602 

Ear,  729 

arteries  of, 

auditory  canal,  731 

auricle  of,  729 

"bones  of,  735 

cochlea,  739 

development  of,  114 

external,  729 

helix  of,  729 

internal,  738 

labyrinth,  738 
membranous,  743 

middle,  732 

muscles  of,  344,  730 

ossicula  of,  735 

pinna  of,  729 

semicircular  canals,  709 

tympanum,    732.      See    also 
Tympanum. 

vestibule,  738 
Ejaculatory  ducts,  865 
Elbow,     anastomoses     around, 
bend  of,  511 

joint,  810 

vessels  and  nerves  of,  312 

landmarks  of,  946 
Embryo,  human,  96 

growth  of,  104 
Eminence  of  aquseductus  Fal- 
lopii,  734 

canine,  175 

frontal,  156 

ilio- pectineal,  249 

jugular,  151 

nasal,  159 

parietal,  154 
Eminentia  articularis,  160 

collaterals,  625,  627 
Enamel  of  teeth,  751 

formation  of,  751 

membrane,  751 

jelly,  752 

orcan,  752 

rods,  751 
Enarthrosis,  282 
Encephalon,  609 

weight  of,  610 
End-bulbs  of  Krause,  71 
Endocardium,  808 
Endolymph,  744 
End-plates,  motorial,  of  Kuhne, 

73 
Ensiform  appendix,  209 


Epencephalon,  111 
Epiblast,  96 
Epidermis,  85 
Epididymis,  861 
Epiglottis,  816 
Epiphyses,  54,  132 

separation  of,  55 
Epithelium,  90 

ciliated,  91 

columnar,  91 

conjunctival,  715 

glandular,  91 

pavement,  90 

spheroidal,  91 

tesselated,  90 
Epoophoron,  125,  876 
Erectile  tissue,  structure  of,  858 

of  clitoris,  868 

of  penis,  858 

of  vulva,  868 
Ethmoid  bone,  170 

articulations  of,  172 

cribriform  plate  of,  1 70 

development  of,  171 

lateral  masses  of,  171 

perpendicular  plate  of,  17" 

os  planum  of,  171 

unciform  process  of ,  171 
Eustachian  tube,  759 

valve,  803 
Eye,  713,  906 

appendages  of,  725 

arteries  of,  725 

chambers  of,  722 

ciliary  ligament,  719 
muscle,  719 
processes,  718 

development  of,  118 

humors  of,  722 
aqueous,  722 
crystalline  lens,  723 
vitreous,  723 

landmarks  of,  916 

membrana  pupillaris,  719 

membranes  of,  714 
choroid,  717 
conjunctiva,  727 
cornea,  715 
hyaloid,  723 
ins,  718 
Jacob's,  720 
retina,  720 
sclerotic,  714 

pupil  of,  719 

tunics  of,  714 

vessels  of  globe  of,  725 
Eyeball,  713 

muscles  of,  346 

nerves  of,  725 

tunics  of,  714 

vessels  of,  725 
Eyebrows,  725 
Eyelashes,  727 
Eyelids,  725,  916 

cartilages  of,  726 

development  of,  114 

landmarks  of,  916 

Meibomian  glands  of,  726 

muscles  of,  345,  726 

tarsal  ligament  of ,  726 
Eye-teeth,  748 
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Face,  arteries  of,  478 
bones  of,  149,  174 
landmarks  of,  915 
lymphatics  of,  591 
muscles  of,  S42 
nerves  of,  642 
veins,  565 
Fallopian  tubes  873 
development  of,  125 
fimbriated  extremity  of,  878 
lymphatics  of  598 
nerves  of,  876 
structure  of,  874 
vessels  of,  876 
Falx  cerebelli,  608 

cerebri,  608 
Fangs  of  teeth,  747 
Fascia  or  Fasciae,  840 
anal,  906 
aponeurotic,  341 
of  arm,  407 
cervical,  deep,  857 

superficial,  356 
costo-coracoid,  401 
of  cranial  region,  342 
cremasteric,  860,  882 
cribriform,  433,  888 
deep,  341 

of  arm,  407 

of  forearm,  410 

of  leg,  446 

of  thorax,  399 
dentata,  627 
dorsal,  of  foot,  457 
fibro-areolar,  340 
of  foot,  453 
of  forearm,  410 
of  hand,  420 
iliac,  430 

infundibuliform,  883 
of  inguinal  region,  878 
intercolumnar,  387,  860,  880 
intercostal,  392 
intermuscular,  of  arm,  407 

of  foot,  454 

of  thigh,  433 
ischio-rectal,  896,  906 
lata,  433,  889 

falciform  process  of,  889 

iliac  portion  of,  434 

pubic  portion  of,  434 
of  leg,  445 

deep,  450 
lumbar,  889 
lumborum,  389 
of  mamma,  877 
of  neck,  356 
obturator,  906 
palmar,  421 
pelvic,  905 
perineal,  deep,  899,  900 

superficial,  897 
plantar,  454 

landmarks  of,  944 
propria  of  femoral  hernia,  894 

of  spermatic  cord,  860 
recto-vesical,  906 
spermatic,  887,  880 
subperitoneal,  889 
superficial,  840 

of  cranial  region,  342 
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Fascia — 

of  inguinal  region,  878 
deep  layer,  879 
of  ischio-rectal  region,  896 
perineal,  897,  900 
of  thigh,  432 
of  thoracic  region,  399 
of  upper  extremity,  399 
temporal,  853 

of  thigh,  deep,  433 
superficial,  432 
of  thorax,  399 
transversalis,  882 
Fasciculi  graciles,  611 

teretes,  612 
Fasciculus,  olivary,  612 

unciformis,  620 
Fat,  41 
Fauces,  isthmus  of,  756 

pillars  of,  756 
Features  as  landmarks,  919 
Fecundation  of  ovum,  95 
Female  organs  of  generation, 
867 
bulbi  vestibuli,  869 
carunculre  myrtiformes,  868 
clitoris,  868 

development  of,  125,  127 
fossa  navicularis,  868 
fourchette,  868 
fronulum  pudendi,  868 

f lands  of  Bartholine,  868 
ymen,  868 

labia  majora,  867 
minora,  868 

mons  veneris,  867 

nymphsB,  868 

praeputium  clitoridis,  868 

uterus,  871 

vagina,  870 

vestibule,  868 

vulva,  867 
Femoral  hernia.    See  Hernia, 

femoral. 
Femur,  254 

articulations  of,  259 

attachment  of  muscles  to,  260 

development  of,  259 

fracture  of,  460 

structure  of,  259 
Fenestra  ovalis,  733,  740 

rotunda,  733,  740 
Fenestrated  membrane  of  Hen- 

le,  76 
Ferrein,  pyramids  of,  843 
Fibras  arciformes,  611,  613 

transversa?,  632 
Fibre  cells,  muscular,  57 
Fibres,  of  Corti,  741 

of  muscle,  57 

intercolumnar,  880 

of  nerve,  63 

Tomes' s,  753 
Fibrillar,  62 

fibrous,  39 
Fibro-cartilage,  45 

acromio-clavicular,  306 

circumferential,  46 

connecting,  45 

interarticular.     See  Interarti- 
cular  fibro-cartilage. 


Fibro-cartilage — 

intercoccygean,  803 

interosseous,  279 

intervertebral,  286 

of  knee,  828 

of  lower  jaw,  294 

pubic,  304 

radio-ulnar,  314 

sacro-coccygeal,  308 

semilunar,  328 

sterno-clavicular,  305 

stratiform,  46 

triangular,  314 
Fibrous  tissue,  white,  39 

yellow,  89 
Fibula,  265 

articulations  of,  266 

attachment  of  muscles  to,  267 

development  of,  266 

fracture  of,   with   dislocation 
of  the  tibia,  461 

landmarks  of,  939,  941 
Filaments,  spermatic,  865 
Filum  terminate  of  cord,  604 
Fimbria?  of  Fallopian  tube,  873 
Fingers,  243 

landmarks  of,  950 
Fissura  palpebrarum,  725 
Fissure,  auricular,  164 

calcarine,  619 

calloso-marginal,  619 

of  cerebellum,  634 

of  cerebrum,  619 

of  cranial  bones,  congenital, 
173 

of  ductus  venosus,  784 

of  eyelids,  725 

for  gall-bladder,  785 

Glaserian,  160,  733 

horizontal,     of     cerebellum, 
634 

interparietal,  617 

of  liver,  784 

longitudinal,  of  cerebrum,  619 
of  liver,  784 

of  lung,  829 

maxillary,  177 

of  medulla  oblongata,  610 

palpebral,  725 

paneto-occipital,  617 

portal,  785 

pterygo-maxillary,  200 

of  Rolando,  616 

of  skull,  173 

spheno-maxillary,  200 

sphenoidal,  168,  200 

of  spinal  cord,  lateral,  605 
median,  605 

of  Sylvius,  616,  620 

of  the  tragus,  730 

transverse,  of  cerebrum,  627 
of  liver,  785 

umbilical,  of  liver,  784 

for  vena  cava,  785 
Flexure,  caudal,  100 

cephalic,  100 

hepatic,  779 

sigmoid,  779 

splenic,  779 
Flocculus,  633,  634 
Fluid,  cerebrospinal,  609 
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Foetus,  circulation  in,  812 

development  of,  104 

ductus  arteriosus  of,  812 

Eustachian  valve  in,  810 

foramen  ovale  in,  810 

liver  of,  distribution  of  ves- 
sels in,  812 

ovaries  in,  123 

peculiarities  of  vascular  sys- 
tem in,  810 

relics  in  heart  of,  812 
Folds,     aryteno-epiglottidean, 
816 

genital,  127 

mterdigital,  949 

palpebral,  727 

recto-uterine,  871 

recto- vesical,  851 

vesico-uterine,  871 
Follicles,  dental,  754 
Jtric,  770 


»air,  87 


intestinal,  775,  782 

of  Lieberkiihn,  775 

sebaceous,  88 

of  tongue,  709 
Fontanefies,  153,  156,  172 
Fontana,  canal  of,  718 
Foot,  arteries  of,  557,  561 

bones  of,  267 

development  of,  276 

fascia  of,  453 

landmarks  of,  943 

ligaments  of,  332 

muscles  of,  453,  455 

nerves  of,  693 

veins  of,  581 
Foramen.    See  also  Foramina. 

caecum  of  frontal  bone,  157, 
194 
of  medulla  oblongata,  610 
of  tongue,  708 

carotid,  163 

condyloid,  151,  153 

cotyloid,  250 

dental,  inferior,  188 

ethmoidal,  174 

incisive,  197 

infraorbital,  175 

intervertebral,  149 

for  Jacobson's  nerve,  163 

jugular,  151,  195 

lacerum  anterius,  1 95 
medium,  162,  195 
posterius,  151,  163,  195 

magnum,  151 

mastoid,  161 

medullary  of  tibia,  264 

mental,  186 

of  Monro,  625,  286 

obturator,  250 

optic,  166,  168,  194 

ovale  of  heart,  810 
of  sphenoid,  167,  195 

palatine,  anterior,  178,  197 
posterior,  184,  197 

parietal,  155 

pterygoid,  168 

ptery  co-palatine,  167 

rotunuum,  167,  195 

sacro-sciatic,  248,  301 


Foramen — 

of  Sommering,  720 

sphenopalatine,  184,  205 

spinosum,  167,  195 

sternal,  207 

stylo-mastoid,  164 

supraorbital,  157 

thyroid,  250 

vertebral,  133 

Vesalii,  167 

of  Winslow,  765 
Foramina  of  diaphragm,  896 

external  orbital,  168 

of  face,  landmarks  of,  916 

incisive,  197 

malar,  180 

olfactory,  170 

sacral,  143,  144 

Thebesii,  587,  803 
See  also  Foramen. 
Forearm,  arteries  of,  515 

bones  of,  228,  233 

fascia  o^  410 

landmarks  of,  947 

lymphatics  of,  594 

muscles  of,  410 

nerves  of,  673 

veins  of,  574 
Forebrain,  110 
Foreskin,  857 
Fornix,  627,  629 

body  of,  628 

bulbs  of,  621,  628 

crura  of,  628 
Fossa  of  antihelix,  729 

canine,  175 

cerebral,  192 

condyloid,  151 

coronoid,  227 

cystidis  felleae,  785 

digastric,  161,  187,  198 

digital,  256 

glenoid,  160 

of  helix,  729 

iliac,  247 

infraclavicular,  landmarks  of, 
923 

incisive,  175,  186 

infraspinous,  219 

innominata,  729 

ischio-roctal,  896 

jugular,  163,  164,  198 

lachrymal,  158 

myrtiform,  175 

navicular  of  urethra,  854 
of  vulva,  868 

occipital,  151 

olecranon,  226 

olfactory,  of  foetus,  115 

oralis,  804 

palatine,  anterior,  178,  195 

pituitary,  166 

pterygoid  of  sphenoid,  168 
of  lower  jaw,  188 

scaphoid,  169 

scaphoidea,  729 
of  skull,  anterior,  192 
middle,  194 
posterior,  195 

flphcno-maxillary,  200 
sublingual,  187 


Fossa — 

submaxillary,  187 
subscapular,  218 
supraclavicular,  landmarks 

of,  921 
supraspinous,  218 
temporal,  157,  159,  199 
trochanteric,  256 
zygomatic,  200 
Fossa?,  cranial,  192 
nasal,  203,  712 
vessels  and  nerves  of,  743 
Fourchette,  868 
Fovea  centralis  retine,  720 
hemispherica,  738 
semi-elliptica,  739 
Fracture  of  acromion  process,426 
clavicle,  426 

acromial  end  of,  426 
centre  of,  426 
sterna]  end  of,  426 
Collcs's,  428 
coracoid  process,  426 
coronoid  process  of  ulna,  427 
femur  above  condyles,  460 
below  trochanters,  460 
neck  of,  460 
fibula,  with  dislocation  of  ti- 
bia, 461 
humerus,  426 

anatomical  neck,  427 
shaft  of,  427 
surgical  neck,  426 
olecranon  process,  427 
patella,  461 
Pott's,  461 
radius,  428 

lower  end  of,  428 
neck  of,  428 
shaft  of,  428 
and  ulna,  428 
tibia,  461 
ulna,  428 
Frsena  of  ileo-ooecal  valve,  779 
I  Fncnulum  cerebri,  631 
pudendi,  868 
valve  of  Vieussens,  631 
Frsenum  clitoridis,  868 
labii  inferioris,  745 

superioris,  745 
linguae,  364,  708 
preeputii,  856 
Frontal  bone,  156 

articulations  of,  159 
attachment  of  muscles  to, 

159 
development  of,  159 
structure  of,  1 59 
Frontal  sinuses,  158 

landmarks  of,  914 
Fundus  of  bladder,  850 

of  uterus,  871 
Furrow,  auriculo-  ventricular, 
802 
digital,  949 
genital,  127 
interventricular,  802 
Furrowed  band,  633 

Gaertkkr,  duct  of,  125,  876 
|  Galen,  veins  of,  570,  587 
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Gall-bladder,  789 

development  of,  122 

duct  of,  790 

fissure  for,  785 

landmarks  of,  932 

structure  of,  790 

valve  of,  790 
Ganglion  or  Ganglia — 

Arnold's,  656 

of  Andersch,  659 

of  Bochdalek,  653 

cardiac,  701 

carotid,  698 

Casserian,  648 

cephalic,  650,  696 

of  cerebellum,  635 

cervical,  inferior,  699 
middle,  699 
superior,  698 

ciliary,  650 

on  circumflex  nerve,  673 

diaphragmatic,  702 

on  facial  nerve,  643 

of  fifth  nerve,  650 

general  anatomy  of,  68 

glosso-pharyngcal,  659 

impar,  696,  704 

inferius,  661 

intercarotid,  699 

on  interosseous  nerve,  poste- 
rior, 680 

jugular,  659,  660 

lenticular,  650 

lingual,  699 

lumbar,  704 

lymphatic.      See  Lymphatic 
glands. 

Meckel's,  652 

mesenteric,  703 

ophthalmic,  650 

otic,  656 

petrous,  659 

pharyngeal,  699 

pneumogastric,  660 

of  portio  dura,  643 

renal,  703 

of  Ribes,  696 

roots  of,  650 

sacral,  704 

semilunar  of  abdomen,  702 
of  fifth  nerve,  648 
of  sympathetic,  702 

solar,  702 

sphenopalatine,  652 

of  spinal  nerves,  6C6 

spirale,  741 

submaxillary,  657 

suprarenal,  702 

of  sympathetic  nerve,  696 

temporal,  699 

thoracic,  701 

thyroid,  699 

of  vagus,  root  of,  661 
trunk  of,  661 

of  Wrisberg,  701 
Ganglion  corpuscles,  68 
Gaps,  congenital,  of  cranium,  173 
Geniculate  bodies,  629 
Generative  organs,  female.    See 
Female  organs  of  genera- 
tion. 


Generative  organs — 
male.     See  Penis,   Scrotum, 
&c. 
Genito-urinary  organs,  develop- 
ment of,  122 
Genu  of  corpus  callosum,  623 
Germinal  area,  98 

matter,  38 

spot  of  ovum,  98 

vesicle  of  ovum,  98 
Gimbernat's  ligament,  386,  881, 

890 
Ginglymus,  282 
Giraldes,  organ  of,  126 
Gladiolus,  207 
Gland  or  Glands — 

absorbent,  82,  588 

accessory  of  parotid,  758 

aggregate,  776 

agminate,  776 

arytenoid,  822 

of  Bartholine,  868 

of  biliary  ducts,  788 

Brunner's,  775 

buccal,  746 

ceruminous,  732 

coccygeal,  534 

conglobate,  588 

Cowper's,  856,  901 

development  of,  1 15 

duodenal,  775 

ductless.     See  Spleen,  Thy- 
mus, &c. 

epiglottic,  822 

gastric,  771 

genital,  126 

of  Havers,  280 

inguinal,  887 

kidney,  838 

labial,  745 

lachrymal,  728 

of  larynx,  822 

lingual,  709 

of  Littre,  854 

liver,  783 

lumbar,  534 

Luschka's,  534 

lymphatic,   588.     See  Lym- 
phatic glands. 

mammary,  876 

Meibomian,  726 

mesenteric,  599 

molar,  754 

mucilaginous  of  Havers,  280 

mucous,  of  stomach,  770 

odorifero,  856 

oesophageal,  761 

of  Pacchioni,  605,  607 

palatal,  756 

pancreas,  791 

parotid,  757 

peptic,  770 

reyer's,  776 

pharyngeal,  760 

pineal,  630 

pituitary,  621 

prostate,  855,  902 

salivary,  757 

sebaceous,  88 

secreting,  93 

solitary,  775,  782 


Gland  or  Glands — 
sublingual,  759 
submaxillary,  758 
sudoriferous,  89 
suprarenal,  846 
sweat,  89 
thymus,  836 
thyroid,  834 

of  tongue,  709 

tracheal,  824 

trachoma,  727 

of  Tyson,  856 

uterine,  872 

of  vagina,  871 

of  vulva,  868 
Glandulas  odorifersa,  856 

Pacchioni,  605,  607 

solitaries,  775,  782 

Tysonii,  856 
Glans  clitoridis,  868 

penis,  856 
G laser,  fissure  of,  160 
Gliding  movement,  284 
Glioma,  64 
Glisson's  capsule,  786 
Globe  of  eve.     See  Eye. 
Globus  major  of  epididymis,  861 

minor  of  epididymis,  861 
Globules,  blood,  33 

polar,  95 
Glomerulus     arterio-coccygeus, 
534 

vascular  of  kidney,  841 
Glottis,  818 

rima  of,  818 
Gomphosis,  281 
Graafian  vesicles,  874 

membrana  granulosa  of,  875 

ovicapsule  of,  875 

structure  of,  875 
Granular  layer  of  dentine,  750 
Granules,  seminal,  865 
Gray  matter  of  cerebellum,  634 

of  cerebrum,  615 

of  fourth  ventricle,  635 

of  medulla  oblongata,  612 

of  spinal  cord,  66 

of  third  ventricle,  630 
Groin,  878 

cribriform  fascia  of,  433,  888 

cutaneous  vessels  and  nerves 
of,  878 

landmarks  of,  937 

lymphatic  glands  of,  594,  595, 
937 

region  of,  878 

superficial  fascia  of,  878 

surgical  anatomy  of,  878 
Groove,  auriculo- ventricular, 
802 

basilar,  153 

bicipital,  225 

cavernous,  166 

dental,  751 
secondary,  754 

infraorbital,  176,  202 

lachrymal,  179,  202 

musculo-spiral,  225 

mylo-hyoid,  188 

nasal,  109,  174 

occipital,  161 
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Grooye — 

olfactory,  115,  194 

optic,  166 

primitive,  98 

sacral,  144 

subclavian,  217 
Grooves  in  radius,  284 

ventricular,  802 
Growth  of  bone,  54 

of  body,  94 
Gubernaculum  testis,  865 
Gums,  746 
Gyri  operti,  618,  620 
Gyrus  fornicatus,  616,  623 

Hair-cells  of  ear,  741 
Hairs,  87 

follicles  of,  87 

root  of,  87 

shaft  of,  88 

sheath  of,  88 

structure  of,  87 
Ham,  region  of,  552 
Hamstring     tendons,     surgical 

anatomv  of,  445 
Hand,  arteries  of,  517,  519 

bones  of,  235 

development  of,  244 

fascia  of,  420 

landmarks  of.  948 

ligaments  of,  319  , 

muscles  of,  420 

nerves  of,  from  median,  675, 
677 
from  radial,  679 
from  ulnar,  678 

veins  of,  574 
Harmonia,  281 
Havers,  canals  of,  48 

glands  of,  280 
Head,  lymphatics  of,  590 

muscles  of,  242 

veins  of,  565 
Heart,  801 

annular  fibres  of  auricles,  804 

apex  of,  809 

landmarks  of,  924 

arteries  of,  469,  479,  810 

auricles  of,  801,  802 

circular  fibres  of,  809 

component  parts  of,  801 

development  of,  116 

endocardium,  808 

fibres  of  auricles,  808 
of  ventricles,  808 

fibrous  rings  of,  808 

foetal  relics  in,  812 

infundibulum  of,  804 

landmarks  of,  923 

left  auricle,  806 
ventricle,  807 

looped  fibres  of  auricles,  808 

lymphatics  of,  600,  810 

muscular  structure  of,  808 

nerves  of,  662,  699,  810 

openings  into,  803,  804 

outline  of,  on  chest-wall,  923 

peculiarities  of,  in  foetus,  811 

position  of,  801 

right  auricle,  802 
ventricle,  804 


Heart — 
septum  ventriculorum,  804 
sinus  of,  802 
size  and  weight  of,  801 
spiral  fibres  of,  809 
structure  of,  808 
subdivision  into  cavities,  801 
valves  of,  803,  807 

landmarks  of,  925 
veins  of,  810 
ventricles  of,  801 
vortex  of,  809 
Helicotrema  of  cochlea,  739 
Helix,  729 
fossa  of,  729 
muscles  of,  729 
process  of,  730 
Henle,    fenestrated   membrane 
of,  76 
looped  tubes  of,  840,  842 
Hernia,  congenital,  885 
direct  inguinal,  885 
course  of,  885 
coverings  of,  886 
diagnosis  of,  886 
incomplete,  886 
femoral,  complete,  894 
cutaneous  vessels  and  nerves 

of,  886 
coverings  of,  894 
descent  of,  893 
dissection  of,  886 
incomplete,  894 
seat  of  stricture  in,  894 
surgical  anatomy  of,  886 
varieties  of,  894 
infantile,  885 
inguinal,  878,  884 
dissection  of,  878 
direct,  885 
external,  884 
incomplete,  885 
internal,  884 
surgical  anatomy  of,  878 
vessels  and  nerves  involved, 
878 
oblique  inguinal,  882,  884 
complete,  885 
course  of,  884 
coverings  of,  884 
scrotal,  885 
Hesselbach's  triangle,  885 
Hey' s  ligament,  889 
Hiatus  Fallopii,  162 
Highmore,  antrum  of,  177 
Hilton's  muscle,  819 
Hilum  of  kidney,  838 
pulmonis,  829 
of  spleen,  793 
Hinge-joint,  282 
Hip-joint,  822 

muscles  of,  433,  437 
Hippocampus  major,  627 

minor,  625 
Holoblastic  ova,  95 
Horny  band,  625 
Huguier,  canal  of,  161,  645,  733 
Humerus,  223 
articulations  of,  228 
attachment  of  muscles  to,  228 
development  of,  227 


Humerus — 

fractures  of,  426 

landmarks  of,  944 

tuberosities  of,  225 
Humors  of  eye,  722 
Hunter,  canal  of,  547 
Hyaloid  membrane  of  eye,  723 
Hydatid  of  Morgagni,  126 
Hymen,  868 
Hyoidbone,  206 

attachment  of  muscles  to,  206 

development  of,  206 

landmarks  of,  920 
Hypoblast,  96 

Ileum,  772 
Ilium,  246,  247 

landmarks  of,  930 
Impressio  colica,  785 

renalis,  785 
Impression,  deltoid,  225 

rhomboid,  216 
Incisive  bone,  178,  179 
Incisor  teeth,  747 
Incisura  cerebelli,  632 
intertragica,  729 
Santorini,  732  a 
Incus,  735 
ligament  of,  736 
suspensory,  736 
Inferior  maxillary  bone,  186 
articulations  of,  190 
attachment  of  muscles  to,  190 
changes  produced  by  age  in, 

190 
development  of,  190 
landmarks  of,  916 
ligaments  of,  293 
Infundibula  of  kidnev,  839,  846 
Infundibulum  of  brain,  111,  621 
of  cochlea,  739 
of  ethmoid,  172 
of  heart,  804 
Ingrassias,  processes  of,  168 
Inguinal  hernia.     Set  Hernia. 
Inlet  of  pelvis,  253 
Innominate  bone,  245 
articulations  of,  251 
attachment  of  muscles  to, 

251 
development  of,  251 
Interarticular  fibro-cartilagc,  45 
of  iaw,  294 
of  knee,  328 
of  pubes,  804 
of  radio-ulnar  joint,  314 
of    sacro-coccygeal    joint, 

303 
of  scapulo-clavicular  joint, 

806 
of  sternoclavicular  joint, 

305 
Intercalated    convoluted    tube, 

842 
Intercellular  passage  of  lung, 

833 
substance  of  cartilage,  44 
Intercostal  spaces,  311 
Intertubular  tissue,  750 
Intermaxillary  bone,  178,  179 
Intervertebral  substance,  286 
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Intestine,  development  of,  121 
large,  777 
cellular  coat  of,  782 
development  of,  121 
ileo-caecal  valve,  778 
landmarks  of,  933 
mucous  membrane  of,  782 
muscular  coat  of,  781 
serous  coat  of,  781 
small,  771 

'         cellular  coat  of,  778 
divisions  of,  771 
glands  of,  775 
landmarks  of,  934 
lymphatics  of,  599 
mucous  coat  of,  778 
muscular  coat  of,  778 
serous  coat,  772 
simple  follicles  of,  775 
structure  of,  772 
valvule  conniventes,  773 
villi  of,  778 

Intumescentia  gangliformis,  643 

Investing  mass,  108 

Iris,  717 

Ischium,  246,  248 

Island  of  Reil,  616,  618,  620 

Isthmus  of  fauces,  756 
of  thyroid  gland,  834 

Iter  ad  mfundibulum,  630 

a  tertio  ad  quartum  ventri- 

culum,  630,  631 
chorda  anterius,  738 
posterius,  645,  738 

Ivory  or  tooth,  750 

Jacob's  membrane,  720 
Jacobson's  nerve,  659,  737 

canal  for,  163 
Jaw,  lower.     See  Inferior  max- 
illary bone, 
upper.     See  Superior  maxil- 
lary bone. 
Jejunum,  772 
Jelly,  enamel,  752 

of  Wharton,  41,  105 
Joint.    See  Articulations. 

Kkrkring,  valves  of,  773 
Kidney,  838 

apex  of,  840 

arteries  of,  843 

calices  of,  839,  846 

capsule  of,  840 

cortical  column  of,  840 
substance  of,  840 

development  of,  124 

ducts  of,  839 

hilum  of,  838 

infundibula  of,  846,  849 

landmarks  of,  933 

lobes  of,  840 

lymphatics  of,  598,  845 

Malpighian  bodies  of,  840, 841 
capsule,  841 
tuft,  841 

mammillae  of,  840 

medullary  substance  of,  841 

minute  structure  of,  841 

nerves  of.  845 

papilla)  of,  840 


Kidney- 
pelvis  of,  889,  846 

primordial,  123 

pyramids  of  Ferrein,  843 
of  Malpighi,  839,  840 

relations  of,  838 

sinus  of,  838 

stroma  of,  845 

tubuli  contort!  uriniferi,  842 

veins  of,  845 

weight  and   dimensions    of, 
838 
Knee-joint,  825 

landmarks  of,  939 
Knuckles,  landmarks  of,  950 
Krause,  end-bulbs  of,  71 
Kuhne  on  motor  nerves,  73 
Ktirschner  on  valves  of  heart, 
806 

Labia  cerebri,  622 
majora,  867 
minora,  868 
lymphatics  of,  598 
Labium  tympanicum,  741 

vestibulare,  741 
Labyrinth,  738 
arteries  of,  744 
membranous,  743 
nerves  of,  744 
veins  of,  744 
Lachrymal  apparatus,  727 
bdhes,  179 

articulations  of,  180 
attachment  of  muscles  to, 

180 
development  of,  180 
sac.   .See  Sac. 
Lacteals,  599,  774 
Lacuna  magna,  854 
Lacunas  of  Done,  49 
Lacus  lacrymalis,  725,  727 
Lamella,  articular,  279 
of  bone,  49 
horizontal,  of  ethmoid,  170 
interstitial,  49 

perpendicular,    of    ethmoid, 
171 
Lamina  cinerea,  619,  620 
cribrosa  of  sclerotic,  714 
denticulate  of  cochlea,  741 
fusca  of  sclerotic,  714 
membranacea,  741 
reticular,  742 

spiralis  of  cochlea,  789,  741 
Laminte  of  cerebellum,  634 
of  cornea,  elastic,  715 
dorsales,  98 
of  vertebra?,  133 
Laminated  tubercle  of  cerebel- 
lum, 633 
Lancisi,  nerve  of,  624 
Landmarks,  medical  and  surgi- 
cal, 913 
abdomen,  928 
bony  prominences  of,  930 
lines  of,  928 
manipulation  of,  931 
rings  of,  931 
viscera  of,  931 
ankle,  941 


Landmarks- 
anterior  tibial  artery,  942 
antrum,  918 
anus,  935 

aorta,  division  of,  930 
arm,  944 

cutaneous  veins  of,  946 
axilla,  945 
axillary  artery,  945 
back,  926 

furrows  of,  926 
bladder,  934 
brachial  artery,  945 
brain,  levels  of,  915 
bursa,  carpal,  948 

digital,  950 

ofelbow,  947 

of  foot,  943 

of  patella,  940 
buttocks,  988 
campus,  947 

catheter,  introduction  of,  936 
chest,  922 

in  the  female,  922 
clavicle,  944 

region  above,  921 
below,  923 
colotomy,  933 
condyles  of  humerus,  946 
coraco-acromial  ligament,  945 
cricoid  cartilage,  920 
crural  arch,  931,  936 
cutaneous  veins  of  arm,  946 
diaphragm,  932 
digital  arteries,  949 

furrows,  949 

joints,  950 
dorsal  artery  of  foot,  943 
elbow,  946 

cutaneous  veins  of,  946 
epigastric  artery,  931 
eyelids,  916 
eyes,  916 
face,  915 
facial  artery,  916 
features,  919 
femoral  artery,  988 

compression  of,  988 

ring,  936 
fibula,  941 
fingers,  949 
foot,  943 

arteries  of,  943 

bones  of,  943 

bursa  of,  943 

joints  of,  943 
foramina  for  fifth  nerve,  916 
forearm,  947 
gall-bladder,  932 
gluteal  artery,  937 
groin,  937 
hand,  949 
heart,  923 

apex  of,  924 

outlines  of,  923 

valves  of,  925 
Hunter's  canal,  938 
hyoidbone,  920 
ilium,  930,  987 

prominences  of,  930 
inguinal  canal,  931 
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Landmarks- 
inguinal  glands,  937 
interdieital  folds,  949 
internal  mammary  artery,  923 
interosseous  arteries  of  arm, 
947 

of  hand,  950 
intestines,  large,  933 

small,  934 
kidney,  933 
knee,  939 

bony  prominences  of,  939 

synovial  membrane  of,  940 
knuckles,  950 
lachrymal  sac,  917 
leg,  941 

ligamentum  patella,  940 
linea  alba,  929 
line®  semilunares,  928 

transversa,  929 
liver,  932 
lower  jaw,  91$ 
lung,  925 

apex  of,  921 

outlines  of,  925 
malleoli,  941 
mastoid  process,  915 
mediastinum,  anterior,  925 
metacarpal  joints,  949 
middle  meningeal  artery,  915 
mouth,  918 
nares,  919 
nasal  cavities,  917 

duct,  917 
neck,  veins  of,  920 
Nekton's  line,  937 
nose,  917 

occipital  protuberance,  915 
olecranon,  946 
palm  of  hand,  949 
palmar  arches,  949 
palpation  by  rectum,  950 
pancreas,  933 
parotid  duct,  916 
patella,  939 
patellar  bursa,  940 
perineum,  934 

bony  framework  of,  934 

raphe  of,  934 
peritoneum,  930 
peroneal  nerve,  941 
pit  of  the  stomach,  929 
plantar  arteries,  944 

fascia,  944 
pleura,  reflections  of,  925 
pomum  Adami,  920 
popliteal  artery,  940,  942 

bursa,  940 

tendons,  940 
posterior  tibial  artery,  942 
Foupart' s  ligament,  930,  931, 

936 
prostate  gland,  935 
pubes,  bony  prominences  of, 

930 
pudic  artery,  939 
pulley  for  superior  oblique, 

916 
pulse  at  wrist,  948 
puncta  lacrymalia,  917 


Landmarks — 
pylorus,  982 
radial  artery,  948 
radius,  947 

raphe  of  perineum,  934 
rectum,  935 

palpation  by,  950 
ribs,  rules  for  counting,  923 
lines,  abdominal,  931 

femoral,  936 
saphenic  veins,  945 
saphenous  opening,  936 
sartorius,  938 
scalp,  914 

arteries  of,  914 

density  of,  914 
scapula,  928 
sesamoid  bones,  950 
skin,  941 
shoulder,  944 
sinuses,  cerebral,  915 

frontal,  914 
skullcap,  913 

thickness  of,  915 
spermatic  cord,  931 
spinal  meshes,  origins  of,  927 
spine,  movements  of,  927 

of  ilium,  930,  937 

of  pubes,  930 
spines  of  vertebne,  926 
spleen,  932 

sternoclavicular  joint,  921 
stemo- mastoid  muscle,  921 
sternum,  922 
stomach,  932 
subclavian  artery,  922 
subcutaneous  veins  of  hand, 
950      . 

of  neck,  920 
supraclavicular  fossa,  921 
supracondyloid  processes,  946 
tabatiere  anatomique,  948 
temporal  artery,  916 
tendo  Achillis,  941 
tendons  of  ankle,  941,  942 

of  wrist,  948 
thigh,  936 

bend  of,  936 
throat,  918 
thumb,  949 
thyroid  cartilage,  920 
tibia,  941 
tonsils,  919 
trachea,  921 

division  of,  926 
triangular  ligament,  935 
trigonum  vesicae,  934 
trochanters,  937 
tuberosities  of  arm,  944 
ulna,  947 
ulnar  artery,  948 
umbilicus,  929 
urethra,  935 

in  child,  936 
vagina,  examinations  of,  951 
vertebne,  spines  of,  926 

tabular  plan  of,  927 
viscera,  abdominal,  931 
wrist,  947 
Laryngo-tracheotomy,  834 


Laryngotomy,  824 
Larynx,  814 
cartilages  of,  814 
cavitv  of,  818 
glands  of,  822 
glottis,  818 
interior  of,  817 
ligaments  of,  816 
mucous  membrane  of,  821 
muscles  of,  819 

actions  of,  821 
rima  glottidis,  818 
superior  aperture  of,  817 
ventricle  of,  818 
.  vessels  and  nerves  of,  822 
vocal  cords  of,  false,  818 

inferior,  819 

superior,  818 

true,  819 
Lee,  researches  on  sympathetic 

nerve,  705 
Leg,  arteries  of,  552 
bones  of,  260 
fascia  of,  446 

deep,  450 
landmarks  of,  940 
ligaments  of,  330 
lymphatics  of,  594 
muscles  of,  446 
nerves  of,  684 
veins  of,  581 
Lens,  crystalline,  723 
capsule  of,  723 
changes  produced  in  by  age, 

724 
development  of,  113 
structure  of,  724 
suspensory  ligament  of,  724 
Lieberkuhn,  crypts  of,  775 
Ligament  or  Ligaments,  acces- 
sory, 308 
acromioclavicular,    superior, 
306 

inferior,  306 
alar  of  knee,  329 
of  ankle,  anterior,  332 

lateral,  832 

annular  of  ankle,  453 

anterior,  453 

external,  454 

internal,  454 

of  radius  and  ulna,  315 

of  stapes,  736 
of  wrist,  anterior,  420 

posterior,  420 
anterior  of  ankle,  453 

of  carpus,  317 

of  elbow,  311 

of  knee,  326 

of  wrist,  316 
arcuate,  395 
aryteno-epiglottic,  816 
astragalo-scaphoid,  334 
atlo-axoid,  anterior,  289 

posterior,  289 
of  bladder,  false,  850 

true,  850 
broad,  of  liver,  783 

of  uterus,  765,  871 
Burns'  s,  889 
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Ligament  or  Ligaments — 
calcaneoastragaloid,      exter- 
nal, 824 

interosseous,  334 

posterior,  334 
calcaneocuboid,  internal,  835 

long,  335 

short,  335 

superior,  835 
calcaneo-scaphoid,      inferior, 
836 

superior,  386 
of  Camper,  900 
capsular.        See     individual 

Joints, 
carpometacarpal,  319 
of  carpus,  317 
central,  of  spinal  cord,  604 
check,  292 

ciliary  of  eye,  718,  719 
common  vertebral,  anterior, 
285 

posterior,  285 
conoid,  306 
coraco-acromial,  307 

landmarks  of,  945 
coraco-clavicular,  306 
coracohumeral,  308 
coracoid,  308 
coronary  of  knee,  329 

of  liver,  784 
costoclavicular,  305 
costosternal,  anterior,  297 

posterior,  297 
costotransverse,  296 
costovertebral,  295 
costoxiphoid,  299 
cotyloid,  324 
cricoarytenoid,  817 
cricothyroid,  817 
crucial  of  knee,  827 
cruciform,  289 
deltoid,  832 

dorsal.   See  individual  Joints, 
of  elbow,  310 

anterior,  311 

external  lateral,  311 

internal  lateral,  811 

posterior,  311 
falciform  of  liver,  783 
femoral,  889 
gastrophrenic,  767 
Gimbernat's,  386,  881,  890 
glenoid,  308,  321 

flossoepiglottidean,  816 
ley's,  889,  937 
of  hip,  322 

hyoepiglottic,  816,  817 
iliofemoral,  323 
iliolumbar,  300 
of  incus,  736 
interarticular  of  ribs,  296 
interchondral,  299 
interclavicular,  305 
intercostal,  297 
interosseous.     See  individual 

Joints, 
interspinous,  287 
intertransverse,  288 
intervertebral,  285 
of  jaw,  292 


Ligament  or  Ligaments — 
of  knee,  325 
of  larynx,  816 
lateral.  See  individual  Joints. 

of  liver,  788 

of  uterus,  871 
of  liver,  783 

longitudinal  of  liver,  783 
lumboiliac,  300 
lumbosacral.  300 
of  malleus.  736 
metacarpal,  319,  321 
metacarpophalangeal,  321 
metatarsal,  338 
metatarsophalangeal,  838 
oblique,  313 
obturator,  304 
occipitoatloid,  anterior,  291 
lateral,  292 
posterior,  291 
occipitoaxoid,  292 
odontoid,  292 
orbicular,  313 
of  ossicula,  736 
of  ovary,  876 
palmar,  317 
palpebral,  726 
of  patella,  326 

landmarks  of,  940 
of  pelvis,  800 
peritoneal,  765 
of  phalanges  of  hand,  322 

of  foot,  338 
of  pinna,  730 
plantar,  337,  338 
posterior  of  carpus,  317 

of  elbow,  311 

of  knee,  327 

of  wrist,  316 
Poupart's,  386,  880,  890 
pterygomaxillary,  352 
pubic,  anterior,  303 

posterior,  303 

superior,  803 
puboprostatic,  850,  855,  907 
radio-carpal,  315 
radioulnar,  anterior,  814 
inferior,  314 

middle,  313 

posterior,  314 
rectouterine,  871 
rhomboid,  305 
round,  of  hip,  323 

of  liver,  783,  784 

of  radius  and  ulna,  313 

of  uterus,  876 
sacrococcygeal,  anterior,  202 

posterior,  802 
sacroiliac,  anterior,  301 

oblique,  301 

posterior,  301 
sacrosciatic,  anterior  or  pos- 
terior, 801 
lesser  or  anterior,  301 
sacro  vertebral,  302 
of  scapula,  307 
scapuloclavicular,  306 
of  shoulder,  308 
of  spleen,  794 
of  stapes,  736 
stellate,  295 


Ligament  or  Ligaments — 
sternal,  299 

sterno- clavicular,      anterior, 
304 

posterior,  304 
of  sternum,  299 
structure  of,  279 
stylohyoid,  294 
stylo  maxillary,  294,  357 
subflavous,  287 
subpubic,  303 
supraspinous,  288 
suspensory,  of  incus,  736 

of  lens,  724 

of  liver,  783 

of  malleus,  736 

of  mamma,  309 

of  penis,  856 

of  spleen,  795 
sutural,  279 
tarsal,  334 

of  eyelids,  726 
tarsometatarsal,  337 
of  thumb,  321 
thyroarytenoid,  inferior,  819 

superior,  818 
thyroepiglottic,  816,  817 
thyrohyoid,  817 
tibiofibular,  330 
tibiotarsal,  332 
transverse  of  atlas,  289 

of  hip,  325 

of  knee,  329 

of  scapula,  308 

of  tibiofibular,  331 
trapezoid,  806 
triangular,  886,  881,  900 

landmarks  of,  935 
of  urethra,  881 
of  tympanic  bones,  736 
of  uterus,  871 
of  vertebrae,  285 
vesicouterine,  871 
of  Winslow,  327 
of  wrist,  815 

anterior,  316 

lateral,  external,  316 
internal,  816 

posterior,  316 
Y,  823 
of  Zinn,  347 

See    also    Ligamenta   and 
Ligamentum. 
Ligamenta  alaria,  329 
subflava,  287 

suspensoria  of  mamma,  899 
See  also  Ligament. 
Ligamentum    arcuatum    exter- 
num, 396 

internum,  395 
dentatum,  604 
denticulatum,  604 
latum  pulmonis,  826 
mucosum,  329 
nuchas,  374 
patellae,  326 
pectinatum  iridis,  718 

landmarks  of,  940 
posticum  Winslowii,  327 
spirale,  741 
suspensorium,  292 
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Ligamentum — 
teres.     See  Ligament,  round. 
See  also  Ligament. 
Ligation  of  arteries.     See  Ope- 
ration. 
Limbs,  bones  of,  215 

development  of,  116 
Limbus  laminae  spiralis,  741* 

luteus,  720 
Line,  curved,  of  occipital  bone, 
151 
incremental,  750 
intertrochanteric,  206 
mylo-hyoidean,  187 
Nekton's,  937 
oblique,  of  clavicle,  216 
of  fibula,  256 
of  lower  jaw,  187 
of  radius,  234 
of  tibia,  263 
Linea  alba,  391 

landmarks  of,  929 
aspera,  257 
ileo-pec tinea,  247 
quadrati,  256 
splendens,  603 
Line®  semilunares,  392 
landmarks  of,  928 
transversa  of  abdomen,  890, 
392 
landmarks  of,  929 
of  auditory  nerve,  639 
of  fourth  ventricle,  636 
Lingual  bone,  206 
Linguetta  laminosa,  631 
Lips,  745 

arteries  of,  479,  480 
Liquor  amnii,  101 
chyli,  88 
Cotunnii,  743 
Morgagnii,  723 
sanguinis,  33,  35 
Scarps,  744 
seminis,  865 
Lithotomy,  parts  avoided  in,  904 
parts  concerned  in,  903 
divided  in,  904 
Littre,  glands  of,  854 
Liver,  783 

arteries  of,  527,  786,  789 
changes  of  position  in,  783 
circulation  in,  788 
coats  of,  786 

development  of,  119,  122 
distribution  of  vessels  to,  in 

fcBtus,  812 
ducts  of,  788 
fissures  of,  784 
landmarks  of,  932 
ligaments  of,  783 
lobes  of,  785 
lobules  of,  786 
lymphatics  of,  598,  786 
nerves  of,  786 
situation,   size,   and   weight, 

783 
structure  of,  786 
surfaces  and  borders  of,  783 
vessels  of,  786 
Lobes  of  cerebellum,  634 
digastric,  634 


Lobes — 

inferior,  posterior,  634 
median,  634 
pneumogastric,  634 
slender,  634 
square,  634 
subpcduncular,  634 

of  cerebrum,  618.     See  Cere- 
brum. 

of  kidney,  840 

of  liver,  785 

of  lung,  830 

optic,  631 

of  prostate,  855 

of  testis,  862 

of  thymus,  836 

of  thyroid,  834 

See  Lobules,  &c. 
Lobule  of  ear,  729 
Lobules,  cuneate,  619 

of  kidney,  840 

of  lung,  833 
Lobulettes  of  lung,  833 
Lobuli  testis,  862 
Lobulus  caudatus,  786 

centralis  of  cerebellum,  632 

precuneus,  619 

quadratus,  619,  786 

bpigelii,  786 
Lobus.   See  Lobules  and  Lobes. 
Locus  csaruleus,  635 

niger,  622 

perforates  anterior,  620 
posterior,  621 
Looped  tubes  of  Henle,  840 
Lower  extremity,  arteries  of,  545 

bones  of,  245 

fascia  of,  429 

ligaments  of,  322 

lymphatics  of,  594 

muscles  of,  429 

nerves  of,  690 

veins  of,  580 
Lower  jaw.    See  Inferior  maxil- 
lary bone. 
Lower,  tubercle  of,  803 
Lungs,  827 

air-cells  of,  833 

air-sacs  of,  833 

alveoli  of,  833 

apex  of,  828 

landmarks  of,  921 

capillaries  of,  833 

development  of,  122 

fissures  of,  829 

in  foetus,  122 
landmarks  of,  925 

lobes  and  fissures  of,  830 

lobules  of,  833 

lobulettes  of,  833 

lymphatics  of,  600,  884 

nerves  of,  834 

outline  of,  on  chest- wall,  925 

parenchyma  of,  831 

pulmonary  artery,  563,  804, 
833 
veins,  554,  587#  833 

root  of,  830 

structure  of,  881 

subdivision  of  bronchi  in,  831 

vessels  of,  833 


Lungs- 
weight,  color,  etc.,  831 
Lunula  of  nails,  87 
Luschka's  gland,  534 
Lymph,  37 
Lymph-path,  82 

sinus,  82 
Lymphatic  duct,  right,  590 
Lymphatic  glands,  82,  588 

auricular,  posterior,  590 

axillary,  594 

brachial,  593 

bronchial,  601 

buccal,  590 

cervical,  592 

of  elbow,  593 

gluteal,  595 

of  groin,  594,  595,  937 

of  head,  superficial,  590 

iliac,  external,  596 
internal,  596 

inguinal,  deep,  595 
superficial,  594 

intercostal,  600 

internal  mammary,  600 

ischiatic,  595 

of  large  intestine,  599 

of  lower  extremity,  594 

lumbar,  596 

mammary,  600 

mediastinal,  600 

mesenteric,  600 

of  neck,  592 

occipital,  590 

parotid,  590 

of  pelvis,  596 
deep,  596 

popliteal,  595 

radial,  593 

sacral,  596 

of  small  intestine,  599 

of  spleen,  599 

of  stomach,  599 

submaxillary,  590 

of  thorax,  600 

tibial,  anterior,  595 

ulnar,  593 

of  upper  extremity,  588,  593 

zygomatic,  590 
Lymphatics,  81,  588 

abdomen,  596,  598 

arm,  594 

bladder,  598 

bone,  48 

broad  ligaments,  598 

bronchial,  834 

cardiac,  600 

cerebral,  591 

cervical,  592 

chest,  600 

clitoris,  598 

cranium,  591 

diaphragm,  600 

efferent,  587 

face,  deep,  591 
superficial,  59 1 

Fallopian  tubes,  598 

general  anatomy  of,  81 

gluteal  region,  597 

groin,  878 

beud,  590 


INDEX. 


969 


Lymphatics— 

heart,  600 

intercostal,  600 

internal  mammary,  600 

intestines,  599 

kidneys,  698,  845 

labia,  598 

lacteals,  599,  774 

large  intestine,  599 

leg,  595 

liver,  598,  786 

lower  extremity,  595 

lung,  600,  884 

meningeal,  591 

mesenteric,  599 

mouth,  591 

neck,  592 

nose,  591 

nymphse,  598 

cesophagus,  601 

ovaries,  598 

pancreas,  000 

pelvis,  596,  598 

penis,  597 

perineum,  597 

pharynx,  592 

prostate,  598 

radial,  594 

rectum,  598 

scrotum,  597,  860 

small  intestine,  599 

spleen,  599 

stomach,  599 

structure  of,  81 

testicle,  598 

thoracic  duct,  589 

thorax,  600 

thymic,  601 

thyroid,  601,  835 

upper  extremity,  593 

uterus,  598 

vagina,  598 

valves  of,  81 

vessels  of,  589 
Lymphoid  cellular  tissue,  41 
Lyra  of  fornix,  628 

Macula  cribrosa,  738 
germinativa,  94 

Magnum  (os)  of  carpus,  240 

Malar  bone,  180 

articulations  of,  181 
attachment  of  muscles  to, 

181 
development  of,  181 
Male  organs  of  generation,  855 
development  of,   126, 
128 
Malleolus,  external,  265 
internal,  264 
landmarks  of,  941 
Malleus,  735 

suspensory  ligament  of,  736 
Malpighi,  capsule  of,  841 
pyramids  of,  840 
tuft  of,  841 
Malpighian  bodies  of  kidney, 
840,  841 
corpuscles  of  spleen,  796 
See  Malpighi. 
Mamma,  876 


Mamma — 

areola  of,  877 

development  of,  115 

ducts  of,  877 

lobules  of,  877 

mammilla  of,  877 

nerves  of,  877 

nipple,  877 

structure  of,  877 

vessels  of,  877 
Mammary  gland.    See  Mamma. 
Mammilla  of  breast,  877 

of  kidney,  840 
Manubrium  of  malleus,  735 

of  sternum,  207 
Marrow  of  bone,  47 

spinal,  604 
Marshall,  vestigial  folds  of,  120 
Masseter,  352 
Mastoid  cells,  openings  of,  734 

portion  of  temporal  bone,  161 
Matrix  of  nail,  87 
Maxillary  bone,  inferior.     See 
Inferior  maxillary  bone, 
superior.      See      Superior 
maxillary  bone. 
Meatus  auditorius  externus,  162, 
731 
internus,  163 

of  nose,  inferior,  205,  713 
middle,  172,  205,  712 
superior,  171,  205,  712 

urinarius,  female,  868 
-      male,  854,  856 
Meckel's  cartilage,  109 

ganglion,  652 
Mediastinum,  826,  827 

anterior,  827 

middle,  827 

posterior,  826,  827 
landmarks  of,  925 

testis,  862 
Medulla  oblongata,  610 

corpora  pyramidatia  of,  611 

fasciculi  cradles  of,  611 

fissures  of,  610 

E-ay  matter  of,  613 
tend  tract  of,  611 
olivary  body,  611,  612 
pyramids   of,   anterior,   611, 
612 
posterior,  611 
restiform  bodies,  611,  612 
septum  of,  613 
structure  of,  612 
Medulla    spinalis,     604.      See 

Spinal  cord. 
Medullary  canal  of  bone,  47 
membrane  of  bone,  47 
substance  of  brain,  63 
of  kidney,  839 
of  suprarenal  capsules,  847 
velum,  posterior,  of  cerebel- 
lum, 633 
Meibomian  glands,  726 
Membrana  basilaris,  741 
eboris,  753 
fusca,  717 

granulosa  of  retina,  717 
mitans,  721,  722 
nictitans,  727 


Membrana — 

obturatrix,  111 

papillaris,  719 

sacciformis,  315 

tectoria,  741 

tympani,  735 

secundaria,  738,  740 
Membrane  of  aqueous  chamber, 
723 

arachnoid,  cerebral,  608 
spinal,  603 

basement,  93 

blastodermic,  96 

choroid,  716,  717 

costo-coracoid,  401 

of  Corti,  741 

crico- thyroid,  817 

of  Descemet,  718 

fenestrated,  76 

hyaloid,  723 

hyoglossal,  710 

interosseous,  813 

Jacob's,  720 

limiting,  721,  722 

mucous,  92 

Nasmyth's,  752 

obturator,  442 

pituitary,  712 

pupillary,  719 

of  Reissner,  741 

Schneiderian,  712 

serous,  92 

Snovial,  93 
vro-hyoid,  206,  816 

tubular,  62 

vitelline,  94 
Membranes  of  brain,  606 

of  spinal  cord,  602 
Membranous  labyrinth,  743 

portion  of  urethra,  853 

semicircular  canals,  743 

zone,  742 
Meninges,  cerebral,  606 

spinal,  602 
Menisci,  45 
Meroblastic  ova,  95 
Mesencephalon,  111 
Mesentery,  764,  766 
Mesocaecum,  766 
M6soc6phale,  614 
Mesocolon,  ascending,  766 

descending,  767 

sigmoid,  767,  779 

transverse,  764,  767,  779 
Mesorchium,  866 
Mesorectum,  764,  767,  780 
Metacarpus,  241 

development  of,  244 

peculiar  bones  of,  241 
Metatarsus,  274 

development  of,  276 
Milk  teeth,  747,  749 
Mitral  valve,  808 
Modiolus  of  cochlea,  739 
Molar  teeth,  748 
Molecular  layer  of  retina,  721 
Monro,  foramen  of,  625,  628 
Mons  Veneris,  867 
Monticulus  cerebelli,  632 
Morgagni,  hydatid  of,  1 26 

liquor  of,  723 
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Morsus  diaboli,  87S 
Mouth,  745 
landmarks  of,  918 
muscles  of,  850 
Mucoid  cellular  tissue,  41 
Mucous  membrane,  92 
Mailer,  duct  of,  124 
Multicuspidate  teeth,  748 
Muscle  or  Muscles,  Descriptive 
Anatomy  of%  S39 
of  abdomen,  885 
abductor  indicia,  425 
minimi  digiti  of  foot,  457 

of  hand,  423 
pollicis  of  foot,  456 
of  hand,  421 
accelerator  urinie,  898 
accessorius    ad   sacro-lumba- 
lem,  879 
orbicularis  oris,  351 
pedis,  457 
of  acromial  region,  404 
adductor  brevis,  439 
longus,  439 
magnus,  438 
pollicis  of  hand,  423 
of  foot,  458 
anconeus,  417 
anomalus,  349 
antitragicus,  731 
arytamo-epiglottideus     infe- 
rior, 819,  821 
superior,  821 
arytaenoideus,  820,  821 
attollens  aurem,  844 
attrahens  aurem,  344 
of  auricular  region,  844 
azygos  uvulae,  369 
of  back,  373 
basio-glossus,  364 
biceps  of  arm,  408 

of  leg,  444 
biventer  cervicis,  881 
of  bladder,  851 
brachial  region,  anterior,  411 
413 
posterior,  417,  418 
brachialis  anticus,  409 
buccinator,  852 
cerato-glossus,  839 
cervicaus  ascendens,  379 

descendens,  379 
chondro-glossus,  864 
ciliaris,  845 
ciliary  of  the  eye,  719 
circumflexus  palati,  369 
coccygeus,  902 
cochlearis,  741 
com  plexus,  381 
compressor     narium    minor, 
349 
nasi,  349 

sacculi  laryngis,  819,  821 
urethras,  901 
constrictor    isthmi    faucium, 
865,  869 
pharyngis  inferior,  866 
mcdius,  867 
superior,  367 
urethras,  901 
coraco-brachialis,  408 


Muscle  or  Muscles — 

corrugator  supercillii,  345 
cranial  region,  342 
cremaster,  860,  865,  881 
crico-arytaenoideus    lateralis, 
820,  821 
posticus,  819,  821 
cnco-thyroid,  819,  821 
crureus,  436 
dartos,  860 
deltoid,  404 
depressor  alas  nasi,  849 
anguli  oris,  351 
epiglottidis,  821 
labii  inferioris,  351 
diaphragm,  394 
digastric,  362 
dilatator  naris  anterior,  849 

posterior,  349 
of  pupil,  719 
of  epicranial  region,  342 
erector  clitoridis,  900 
penis,  899 
spine,  379 
of  expiration,  894,  897 
of  external  ear,  844 
extensor  brevis  digitorum,  455 
carpi  radialis  brevior,  416 
longior,  415 
ulnaris,  417 
coccygis,  383 
communis  digitorum,  417 
indicis,  419 
longus  digitorum,  447 
minimi  digiti,  417 
ossis  metacarpi  pollicis,  418 
primi    internodii    pollicis, 

418 
proprius  pollicis,  4.47 
secundi  internodii  pollicis, 
418 
of  eyeball,  846 
of  eyelids,  345 
of  face,  342 

femoral  region,  anterior,  832 
internal,  437 
posterior,  444 
fibular  region,  452 
flexor  accessorius,  457 
brevis  digitorum,  456 
minimi  digiti  of  foot,  458 

of  hand.  423 
pollicis  of  foot,  458 
of  hand,  422 
carpi  radialis,  411 
brevis,  412 
profundus,  412 
ulnaris,  412 
digitorum  profundus,  413 

sublimis,  412 
longus  digitorum,  451 
pollicis  of  foot,  450 
of  hand,  414 
ossis  metacarpi  pollicis,  421 
profundus  digitorum,  413 
sublimis  digitorum,  412 
of  foot,  453,  455 
gastrocnemius,  448 
gemellus  inferior,  443 
superior,  443 
|     genio-hyo-glossus,  863 


Muscle  or  Muscles — 
genio-hyoid,  362 
of  gluteal  region,  439 
gluteus  maximus,  439 

medius,  440 

minimus,  441 
gracilis,  437 
of  hand,  420 
of  head  and  face,  841 
helicis  major,  731 

minor,  731 
Hilton's,  819 
of  hip,  432 
humeral  region,  anterior,  407 

posterior,  409 
hyo-glossus,  364 
of  hyoid  bone,  359,  361 
iliac  region,  430 
iliacus,  431 
ilio-costalis,  379 
infracostal,  393 
infraspinatus,  405 
of  inspiration,  394,  399 
intercostal,  392 

external,  392 

internal,  393 
of  intermaxillary  region,  354 
interossei,  dorsal,  424,  459 

palmar,  425 

plantar,  459 
interspinales,  383 
intertransversales,  383 
kerato-glossus,  364 
kerato-cricoidcus,  819 
labial,  349,  350 
of  larynx,  359,  361,  819 
latissimus  dorsi,  374 
laxator  tympani  major,  736 

minor,  736 
of  leg,  445 

levator  anguli  oris,  350 
scapulae,  376 

ani,  901 

glandule  thyroides,  835 

labii  inferioris,  350 
superioris,  350 
aheque  nasi,  349 
proprius,  850 

menti,  350 

palati,  368 

palpebriB    superioris,    346, 
725 

prostatas,  855,  902 
levatores  costarum,  393 
lingualis,  364 
of  Tip,  349,  350 
of  little  finger,  423 
longissimus  dorsi,  881 
longus  colli,  371 
of  lower  extremity,  429 
lumbricales  of  foot,  457 

of  hand,  424 
masseter,  352 
of  mouth,  351 
multifidus  spinas,  382 
mylo-hyoid,  362 
naso-labialis,  851 
of  neck,  355 
of  nose,  711 

oblique.     See  Muscle,    obli- 
quus. 
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Muscle  or  Muscles — 
obliquus  ascendens,  887,  881 

auris,  731 

capitis  inferior,  884 
superior,  884 

descendens,  885,  879 

externus    abdominis,    885, 
879 

internus    abdominis,    887, 
881 

oculi  inferior,  848 

superior,  847 

obturator  externus,  448 

internus,  442 
occipito-frontalis,  842 
omo-hyoid,  868 
opponens  minimi  digiti,  424 

pollicis,  422 
orbicularis  latus,  845 

oris,  851 

palpebrarum,  845,  726 
of  orbital  region,  846 
of  palatal  region,  368 
of  palate,  756 
paiato-glossus,  865,  869 
palato-pharyngeus,  369 
palmans  brevis,  423 

longus,  412 
of  palpebral  region,  348 
pectineus,  437 
pectoralis  major,  399 

minor,  401 
of  penis,  899 
of  perineum,  female,  900 

male,  898 
peroneus  brevis,  453 

longus,  452 

tertius,  447 
of  pharynx,  866 
of  pinna,  730 
of  plantar  region,  455 
plantaris,  449 
platvsma  myoides,  356 
popliteus,  450 
prevertebral,  871 
pronator  quadratus,  414 

radii  teres,  411 
psoas  magnus,  431 

parvus,  431 
pterygoid,  external,  355 

internal,  354 
pyramidalis  abdominis,  391 

nasi,  349 
piriformis,  441 
quadratus  femoris,  443 

lumborum,  391 

menti,  851 
quadriceps    extensor    cruris, 

435 
radial  region,  421 
rectus  abdominis,  390 

capitis  anticus  major,  870 
minor,  370 
posticus  major,  383 
minor,  884 

femoris,  435 

lateralis,  871 

oculi  externus,  847 
inferior,  847 
internus,  847 
superior,  846 


Muscle  or  Muscles — 

sternalis,  401 

thoracis,  893 
retrahens  aurem,  844 
rhomboideus,  849 

major,  876 

minor,  376 
ring,  719 

risorius  of  Santorini,  852 
rotatores  spina?,  383 
sacro-lumbalis,  879 
sartorius,  434 

landmarks  of,  938 
scalenus  anticus,  872 

medius,  872 

posticus,  872 
scapular  region,  anterior,  404 

posterior,  405 
semimembranosus,  445 
semispinalis  colli,  382 

dorsi,  882 
semitendinosus,  444 
serratus  magnus,  402 

posticus  inferior,  378 
superior,  877 
sole  of  foot,  455 
soleus,  449 

sphincter  ani,  external,  896 
internal,  781,  896 

of  pupil,  719 

vaginae,  900 
spinalis  cervicis,  881 

colli,  881 

dorsi,  881 
splenitis,  378 

capitis,  378 

colli,  378 
stapedius,  736 
8te$no-cleido-mastoid,  357 

landmarks  of,  921 
8terno-hyoid,  359 
sterno-mastoid,  357 
sterno-thyroid,  360 
styloglossus,  365 
stylo-hvoid,  362 
stylo-pharyngeus,  367 
subanconeus,  410 
subclavius,  401 
subcrureus,  436 
subscapularis,  404 
supinator  brevis,  418 

longus,  415 
Bupracostal,  393 
supraspinales.  383 
supraspinatus,  405 
temporal,  353 
tensor  palati,  869 

tarsi,  846 

tympani,  784,  736 

vagina?  femoris,  434 
teres  major,  406 

minor,  406 
of  thigh,  432,  437,  444 
of  thoracic  region,   anterior, 
399 

lateral,  402 
of  thorax,  399 
of  thumb,  421 
thyro-arytsenoideus,  819,  820, 

821, 
thyro-epiglottideus,  821 


Muscle  or  Muscles — 
thyro-hyoid,  360 
tibialis  anticus,  446 

posticus,  451 
tibio-fibular  region,  anterior, 
446 

posterior,  448 
of  tongue,  363,  710 
trachealis,  824 
trachelo-mastoid,  381 
tragicu8,  731 

transversalis  abdominis,  388, 
882 

colli,  881 
transversus  auricula?,  731 

pedis,  459 

perinei,  899 
in  female,  900 
trapezius,  873 
triangularis  menti,  351 

sterni,  893 
triceps  extensor  cruris,  435 
cubiti,  409 

femoralis,  436 
of  trunk,  378 
of  tympanum,  736 
of  ulnar  region,  423 
of  upper  extremity,  398 
triticeo-gloesus,  821 
of  ureters,  851 
of  urethra,  898 
vastus  externus,  435 

internus,  435,  436 
vertebral     region,     anterior, 
870 

lateral,  372 
zygomaticus  major,  350 

minor,  350 
Muscles.  General  Anatomy  of,  56 
of  animal  life,  56 
aponeuroses  of.    See  Aponeu- 
roses, 
arrangement  of  fibres  of,  57 
bipenniform,  339 
bloodvessels  of,  60 
cells,  59 

development  of,  116 
fasciculi  of,  56 
fibrils  of,  57 
form  of,  339 
insertion  of,  339 
involuntary,  58 
lymphatics  of,  60 
mode    of     connection    with 

bone,  &c,  339 
nerves  of,  603 
nomenclature  of,  339 
of  organic  life,  58 
origin  of,  339 
penniform,  339 
primitive  fasciculi  of,  56 

fibrils  of,  57 
radiated,  339 
sarcous  elements  of,  56 
sheath  of,  56 
size  of,  339 
striped,  56 
structure  of,  56 
tendons  of,  340 
'  unstripcd,  58 
voluntary,  56 
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Muscular  tissue,  56 
Muscularis  mucosae,  59,  93 
Musculi  papillares  of  left  ven- 
tricle, 808 
of  right  ventricle,  805 
pectinati,  in  left  auricle,  807 
in  right  auricle,  804 
Museums.     See  Muscle. 

Naboth,  ovula  of.  872 
Nails,  87 

chemical  composition  of,  87 

general  anatomy  of,  87 

lunula  of,  87 

matrix  of,  87 

root  of,  87 

structure  of,  87 
Nares,  anterior,  203 

{>osterior,  203,  759 
andmarks  of,  919 
septum  of,  203,  712 
Nasal  bones,  1 74 

articulations  of,  174 
development  of,  174 
cavities.     See  Nares. 
landmarks  of,  917 
fossae,  203,  712 
arteries  of,  713 
mucous  membrane  of,  712 
nerves  of,  718 
veins  of,  713 
Nasmyth's  membrane,  752 
Nates  of  brain,  631 
Navicular  bone,  104,  272,  762 
Neck,  fascia?  of,  355 
glands  of,  592 
landmarks  of,  920 
lymphatics  of,  592 
muscles  of,  355 
triangle  of,  anterior,  358,  486 

posterior,  858,  488 
veins  of,  538 

landmarks  of,  920 
N61aton's  line,  937 
Nerve  or  Nerves,  60,  68,  637 
Descriptive  Anatomy  of — 
abducens,  641 
accessory  obturator,  686 
acromial,  668 
Arnold's,  661 
articular,  677,  686,  688,  692, 

695 
auditory,  639,  744 
auricular,  of  auricularis  mag- 
nus,  668 
of  auriculo-temporal,  655 
posterior,  from  facial,  645 
of  second  cervical,  670 
of  small  occipital,  668 
of  vagus,  661 
auricularis  magnus,  668 
auriculo-temporal,  655 
of  brachial  plexus,  671 
of  bronchi,  834 
buccal,  655 

of  facial,  646 
cardiac,  700 
cervical,  663 
inferior,  700 
middle,  699,  700 
of  pneumogastric,  GG2,  663 


Nerve  or  Nerves- 
superior,  699,  700 

thoracic,  663 
cardiacus  magnus,  700 

minor,  700 
carotid,  654,  659 
cavernous,  of  penis,  706 
cervical,  666 

anterior,  667 

branches  of,  667 

cardiac,  662 

posterior,  670 

superficial,  668 
cervico-facial,  645 
chorda  tvmpani,  644,  738 
ciliary,  long,  649 

short,  650 
circumflex,  673 
clavicular,  668 
coccygeal,  688,  689 
cochlear,  744 
communicans  noni,  669 

peronei,  693 
of  Cotunnius,  653 
cranial,  637 

origin  of,  663 
crural,  684 

anterior,  687 
cutaneous,  of  arm,  external, 
674 
internal,  674 
lesser  internal,  675 

of  buttock  and  thigh,  692 

of  cervical  plexus,  668 

circumflex,  673 

coccygeal,  689 

cruraX  anterior,  687 

dorsal  of  ulnar,  677 
nerves,  680 

dorsalis  penis,  692 

of  frontal,  649 

hemorrhoidal,  inferior,  690 

ilio-hypogastric,  684 

ilio- inguinal,  684 

of  inguinal  region,  878 

intercostal,  681 

internal,  674 

of  ischio-rectal  region,  895 

lateral  of  dorsal,  680,  682 
of  intercostal,  681 

of  liver,  786 

lumbar,  682 

median,  675 

middle,  687 

musculo  -  cutaneous,      674, 
695 

musculo-spiral,  679 

obturator,  686 

palmar,  675 

of  patella,  688 

perineal,  690 

peroneal,  695 

plantar,  693 

popliteal,  external,  695 
internal,  693 

radial,  680 

sacral,  689 

sciatic,  lesser,  693 
small,  692 

of  thigh,  external,  686 
internal,  6b7 


Nerve  or  Nerves — 
middle,  687 

of  thorax,  anterior,  681 
lateral,  681 

tibial,  anterior,  695 
posterior,  693 

ulnar,  678 
dental,  anterior,  652,  713 

inferior,  656 

of  inferior  dental,  656 

posterior,  652 
descendens  noni,  647 
digastric,  from  facial,  645 
digital  of  foot,  dorsal,  694 
plantar,  694 

of  hand,  dorsal,  678 
palmar,  median,  677 

radial,  680 

ulnar,  677 
dorsal,  680 

anterior  branches  of,  680 
posterior  branches  of,  680 
roots  of,  680 

of  penis,  692 
dorsi-lumbar,  682 
dorsi-spinal,  682 
of  dura  mater,  607 
eighth  pair,  658 
of  eyeball,  725 
facial,  642 

of  auricularis  magnus,  668 
of  femoral  artery,  547 
fifth,  647 
first,  637 
fourth,  641 
frontal,  649 
ganglionic  branch  of   nasal, 

649 
gastric  branches  of  vagus,  663 
genital,  684 
genito-crural,  684 
glosso-pharyngeal,  658 
gluteal,  inferior,  692 

superior,  690 
gustatory,  656 
of  heart,  662,  700,  810 
hemorrhoidal,  inferior,  690 
hepatic,  703,  786 
hypogastric,  684 
hypoglossal,  646 
iliac,  684 

ilio-hypogastric,  684 
ilio-inguinal,  684 
incisor,  656 

inframaxillary,  of  facial,  646 
infraorbital  of  facial,  645 
infratrochlear,  650 
intercostal,  680,  681 

lower,  681 

upper,  681 
intercosto-humeral,  681 
interosseous,  anterior,  675 

posterior,  680 
iscniatic,  great,  692 

small,  692 
Jacobson's,  659,  737 
of  kidney,  845 
labial,  652 
of  labyrinth,  744 
lachrymal,  648 
of  Lancisi,  624 
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Nerve  or  Nerves — 
laryngeal,  external,  662 

inferior,  662 

internal,  662 

recurrent,  662 

superior,  662 

of  sympathetic,  699 
lingual,  656 

of  glosso-pharyngeal,  660 
lumbar,  682 

branches  of,  682 

roots  of,  682 
lumbo-sacral,  683 
of  the  lung,  834 
malar  branch  of  facial,  645 

of  orbital  nerve,  651 
masseteric,  655 
mastoid,  668 
maxillary,  inferior,  654 

superior,  650 
median,  675 
mental,  656 
mixed,  637 
of  motion,  637 
motor  oculi,  640 
musculocutaneous    of  abdo- 
men, 686 

inferior,  684 

of  arm,  674 

from  peroneal,  G95 

superior,  684 
musculo-spiral,  679 
mylo-hyoid,  656 
nasal,    from    Meckel's    gan- 
glion, 653 

of  ophthalmic,  649,  713 

from    superior    maxillary, 
652 

from  Vidian,  654 
of  nasal  fossae,  713 
naso-palatine,  653,  713 
ninth,  646 
obturator,  686 

accessory,  686 
occipital  of  facial,  645 

great,  670 

small,  668 

of  third  cervical,  670 
occipitalis  major,  670 

minor,  668 
oesophageal,  663 
olfactory,  620,  637,  713 
ophthalmic,  648 
optic,  638 
orbital,  651 

relations  of,  642 

of  superior  maxillary,  651 
palatine,  652 

anterior  or  large,  652,  713 

external,  653 

middle,  653 

posterior  or  small,  653 
palmar  cutaneous  of  median, 
675 

deep,  675 

ulnar,  678 
palpebral,  652 
par  vagum,  660 
parotid,  656 
pathetic,  641 
perforans  Casserii,  674 


Nerve  or  Nerves — 
pericranial,  of  frontal,  649 
perineal,  690 

superficial,  690 
peroneal,  694 

landmarks  of,  941 
petrosal,  great,  654 

small,  643 

superficial    external,    or 
large,  643,  654 
pharyngeal,  of  external  laryn- 
geal, 662 

of  glosso-pharyngeal,  659 

of  Meckel's  ganglion,  654 

of  pneumogastric,  662 

of  sympathetic,  699 
phrenic,  669 
plantar,  cutaneous,  693 

external,  694 

internal,  693 
pneumogastric,  660 
popliteal,  external,  694 

internal,  693 
portio  dura,  642 

inter  duram  et  mollem,  643 

intermedia,  643 

mollis,  639 
pterygoid,  655 
pterygopalatine,  654 
pudendal,  inferior,  692 
pudic,  690,  692 
pulmonary,  from  vagus,  662 
radial,  679 
recurrent  laryngeal,  662 

to  tentorium,  641 
renal  splanchnic,  703 
respiratory,  external,  of  Bell, 
672 

internal,  of  Bell,  669 
sacral,  688 

roots  of,  688 
saphenous,  external,  or  short, 
693 

internal,  or  long,  688 
sciatic,  great,  692 

small,  692 
second,  638 
of  sensation,  637 
seventh,  639,  642 
sixth,  641 

of  special  sense,  637 
spermatic,  703 
spheno-palatine,  652 
spinal,  67,  665.     See  Spinal 
nerves. 

accessory,  660 
splanchnic,  great,  701 

lesser,  702 

renal,  or  smallest,  702 
splenic,  703 
sternal,  668 

stylo-hyoid  of  facial,  645 
subclavian,  672 
suboccipital,  666,  667,  670 
subscapular,  673 
superficialis  colli,  668 
supraclavicular,  668 
supramaxillary  of  facial,  646 
supraorbital,  649 
suprascapular,  672 
supratrochlear,  649 


Nerve  or  Nerves — 
sympathetic,  696 
branches  of,  696 
cephalic  portion  of,  650, 698 
cervical  portion  of,  698 
ganglia  of,  696 
lumbar  portion  of,  704 
pelvic  portion  of,  704 
thoracic  portion  of,  701 
tarsal,  695 

temporal,  of  auriculo-tempo- 
ral,  655 
deep,  655 
of  facial,  645 
of  orbital  nerve,  651 
temporo-facial,  645 
temporo-malar,  618 
third,  640 

thoracic,  anterior,  673 
cardiac,  663 
long,  672 
posterior,  672 
thyro-hyoid,  647 
thyroid,  699,  835 
tibial,  anterior,  695 

posterior,  693 
of  tongue,  710 
tonsillar,  660 
trifacial,  647 
trigeminus,  647 
trochlear,  641 
tympanic  of  facial,  644 
of  glosso-pharyngeal,  659, 
737 
ulnar,  677 
uterine,  706 
vaginal,  706 
vacua,  660 

branches  of,  661 
ganglions  of,  661 
vestibular,  744 
Vidian,  654,  713 
of  Wrisberg,  675 
Nerve  or  Nerves,  General  An- 
atomy of,  68 
afferent,  70 
cells,  61 
centrifugal,  70 
centripetal,  70 
cerebro-spinal,  69 
junction  of  funiculi  of,  6 9 
neurilemma  of,  69 
origin  of,  69 
plexus  of,  69 
sheath  of,  69 
structure  of,  69 
subdivision  of,  69 
termination  of,  70 
corpuscles,  61 
efferent,  70 
fasciculi,  69 
fibres,  62 
motor,  70 

of  special  sense,  637 
sensory,  70 
spinal,  roots  of,  665 
sympathetic,  70,  696 
Nerve  hillocks,  73 

tufts,  73 
Nervous  centres,  development 
of,  110 
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Nervous  substance,  60 

chemical  analysis  of,  64 

microscopic  appearance  <j&  61 
Nervous  system,  60,  602 

of  animal  life,  61 

cerebro-spinal  axis,  602 

cortical  substance,  6 1 

divisions  of,  602 

fibrous  nervous  matter,  60 

ganglia,  61 

gelatinous  fibres  of,  61,.- 

general  anatomy  of,  60 

gray  or  cineritious  substance, 
60 

of  organic  life,  60 

sympathetic,  61 

tubular  fibres  of,  61 

vesicular  matter,  60 

white  or  medullary  substance 
of,  60 
Nervus  cardiacus  magnus,  700 
minor,  700 

cutaneus  patellar,  688 

petrosals  superficialis    major, 
654 

superficialis  cordis,  700.    See 
Nerve. 
Neurilemma,  62,  69 

of  cord,  603 
Neuroglia,  41,  64 
Nidus  nirundinis,  634 
Nipple,  877 

landmarks  of,  922 
Nodes  of  Ranvier,  69 
Nodule  of  cerebellum,  633 
Noduli  Arantii,  805 
Nose,  710 

arteries  of,  712 

bones  of,  1 74 

bridge  of,  1 74 

cartilages  of,  711 
of  septum  of,  711 

columna  of,  710 

development  of,  1 1 5 

fossa  of,  203,  712 

landmarks  of,  917 

meatuses  of,  171,  712 

mucous  membrane  of,  712 

muscles  of,  324,  711 

nerves  of,  712 

veins  of,  712 

vibrissa  of,  700 
Nostrils,  203,  710 

landmarks  of,  917 
Notch,  cotyloid,  250 

ethmoidal,  158 

interclavicular,  207 

intercondyloid,  258 

nasal,  157 

pterygoid,  168 

sacro-sciatic,  greater,  248,  253 
lesser,  248,  253 

sigmoid,  188,  190 

sphenopalatine,  184 

supraorbital,  157,  202 

suprascapular,  220 
Notochord,  98,  106 
Nuck,  canal  of,  866,  876 
Nummular  layer  of  retina,  721 
Nvmphae,  868 

lymphatics  of,  598 


Occipital  bone,  150 

articulations  of,  150,  291 
attachment  cf  jhuscles  to, 

154 
development,  of,  153 
structure  oi^l53 
Occiput,  arteries  of,  480 
Odontoblasts,  750,  753 

ophagotomy,  761 
(Esophagus,  760 
lymphatics  of,  601 
structure  of,  761 
surgical  anatomy  of,  761 
Olecranon,  228 

landmarks  of,  946 
Olfactory  bulb.     See  Bulb,  ol- 
factory, 
nerve.    See  Nerve,  olfactory. 
Olivary  bodies  of  medulla  ob- 
longata, 611,  612 
Omenta,  766 

Omentum,  gastro-colic,  766 
gastro-hepatic,  763,  766 
gastro-splenic,  766,  794 
great,  764,  765,  766 
lesser,  763,  765,  766 
sac  of,  763 
Opening,  aortic,  in  diaphragm, 
396 
in  left  ventricle,  807 
auriculo- ventricular,  803,  804, 

806 
caval  in  diaphragm,  396 
of  coronary  sinus,  803 
of  inferior  cava,  803 
oesophageal  in  diaphragm, 8  96 
pituitary,  108 
of  pulmonary  artery,  804 

veins,  806 
saphenous  434,  889,  892 

landmarks  of,  936 
of  superior  cava,  803 
See  also  Orifice. 
Operation  for  club-foot,  453 
of  laryngotomy,  824 
of  laryngo-tracheotomy,  824 
of  ligation  of  arteries.     See 

individual  Arteries, 
of  lithotomy,  903 
of  aesophagotomy,  761 
of  staphylorraphy,  370 
for  strabismus,  348 
tracheotomy,  824 
for  wryneck,  359 
Opercula  of  dental  grooves,  755 
Opisthotonos,  928 
Optic  commissure,  166,  621,  639 

lobes,  631 
Ora  serrata,  720 
Orbicular  bone,  736 
Orbits,  202 
arteries  of,  492 
muscles  of,  346 
relation  of  nerves  in,  642 
Organ  of  Corti,  941 
of  Giraldes,  126 
of  Rosenmiiller,  125,  876 
of  sense,  707 
Orifice,      auriculo- ventricular, 
808,  804 
cardiac,  767 


Orifice— 

oesophageal,  of  stomach,   767 

pyloric  of  stomach,  767 

of  uterus,  871 

of  vagina,  867 
See   also    Opening,    Aperture, 

Os,  and  Ostium. 
Os  calcis,  267 

hyoides,  206 

innominatum,  245 

magnum  of  carpus,  240 

orbiculare,  736 

planum,  171 
See  also  Bone. 

uteri,  871 
Ossa  triquetra,  173 

unguis,  179 
Ossicles  of  ear,  735 
Ossicula  of  tympanum,  735 
Ossification  of  bone,  51 
intracartilaginous,  51 
intramembranous,  51,  M 
of  spine,  progress  in,  140 
Osteoblasts,  55 
Osteoclasts,  54 
Osteo-dentine,  751 
Osteology,  46 

Ostium   abdominale  of   Fallo- 
pian tube,  873 

internum,  872,  873 

uterinum,  872 
Otoliths,  744 
Outlet  of  pelvis,  253 
Ovary,  874 

corpus  luteum  of,  875 

development  of,  124 

Graafian  vesicles  of,  874 

ligament  of,  876 

lymphatics  of,  598 

nerves  of,  876 

ovisacs  of,  875 

shape,  position,  and  dimen- 
sions of,  874 

situation  of,  in  foetus,  125 

stroma  of,  874 

tunica  albuginea  of ,  874 

vessels  of,  876 
Ovicapsules  of  Graafian  vesicle, 

875 
Oviducts,  873 
Ovisacs  of  ovary,  875 
Ovula  of  Naboth,  872 
Ovum,  94 

discharge  of,  875 

discus  proligerus,  94 

fecundation  of,  95 

general  anatomy  of,  94 

germinal  spot,  98 
vesicle,  98 

holoblastic,  95 

mesoblastic,  95 

vitelline  membrane  of,  98 

yelk  of,  98 

zona  pellucida,  98 

Pacchionian  depressions,  155 
Pacinian  corpuscles,  72 
Palate,  756 

arches  of,  756 

cleft,  370 

development  of,  110 
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Palate- 
hard,  756 

muscles  of,  368,  736 
soft,  756 
Palate  bone,  182 

articulations  of,  184 
attachment  of  muscles  to, 

184 
development  of,  184 
Palm  of  hand,  landmarks   of, 

949 
Palmar  arch.     See  Arch. 
Palpation  by  rectum,  950 
Palpebral,  725 
Pampiniform  plexus  of  veins, 

584,  861,  876 
Pancreas,  791 

development  of,  1 22 
duct  of,  793 
landmarks  of,  933 
structure  of,  793 
vessels  and  nerves  of,  793 
Papilla  lacrymalis,  725,  728 

spiralis,  741 
Papillae,  conjunctival,  727 
of  kidney,  840 
of  skin,  85 
of  tongue,  708 
circumvallatsB,  708 
conicse,  708 
fiUformes,  708 
fungiformes,  708 
maximse,  708 
media?,  708 
minima?,  708 
structure  of,  709 
of  tooth,  747 
Par  vagum,  660 
Parietal  bones,  154 

articulations  of,  154 
attachment  of  muscles  to, 

154 
development  of,  154 
Parotid  gland,  757 

accessory  portion  of,  758 
duct  of,  758 

landmarks  of,  916 
lymphatics  of,  591 
nerves  and  vessels  of,  758 
Parovarium,  125,  876 
Pars  intermedia,  869 
Patella,  260 

articulations  of,  262 
attachment  of  muscles  of,  262 
development  of,  262 
fracture  of,  461 
landmarks  of,  939 
Pecquet,  cistern  of,  589 

reservoir  of,  589 
Pedicles  of  vertebra,  183 
Peduncles  of  cerebellum,  635 
of  cerebrum,  621 
of  corpus  callosum,  624 
of  pineal  gland,  630 
Pelvic  fascia.     See  Fascia,  pel- 
vic 
bones.     See  Pelvis. 
Pelvis,  251,  848 
arteries  of,  540 
articulation  of,  800 
with  spine,  299 


Pelvis — 

axes  of,  254 

boundaries  of,  251,  848 

brim  of,  252 

cavity  of,  258,  848 

diameters  of,  253 

false,  251 

inlet  of,  253 

ligaments  of,  299 

lymphatics  of,  596 

male   and  female,    differ- 
ences of,  254 

outlet  of,  253 

position  of,  253 

of  viscera  at  outlet  of,  902 

true,  252 
of  kidney,  839,  846 
Penis,  856 

arteries  of,  858 
corpora  cavernosa,  857 
corpus  spongiosum,  847 
development  of,  126 
dorsal  artery  of,  542 

nerve  of,  692 

vein,  582 

{rlans,  856 
ymphatics  of,  597,  859 

muscles  of,  899 

nerves  of,  692,  859 

prepuce  of,  856 

suspensory  ligament  of,  856 
Perforated  space,  anterior,  620 

posterior,  621 
Perforating  fibres  of  bone,  49 
Pericardium,  799 

fibrous  layer  of,  800 

relations  of,  799 

serous  layer  of,  800 

vessels  of,  801 

vestigial  fold  of,  120 
Perichondrium,  43 
Perilymph,  743 
Perimysium,  56 
Perineal  space,  897 
Perineum,  897 

abnormal  course  of  arteries 
in,  905 

deep  boundaries  of,  89 7 

fascia,  deep,  899,  900 
superficial,  897 

landmarks  of,  934 

lymphatics  of,  598 

muscles  of,  898 
in  the  female,  900 

surgical  anatomy  of,  895 
Perineurium,  62,  69 
Periosteum,  47 

of  teeth,  751 
Peritoneum,  763 

folds  of,  764 

landmarks  of,  930 

lesser  cavity  of,  765 

ligaments,  765 

mesenteries,  764,  766 

omenta  of,  766 

reflections  of,  763 

relations  of,  in  hernia,  884 
Pes  accessorius,  627 

anserinus,  643 

hippocampi,  627 
Petit,  canal  of,  724 


Petrous    portion    of    temporal 

bone,  161 
Peyer*s  glands,  776 
Phalanges  of  ear,  742 
of  foot,  275 

articulations  of,  276,  338 
development  of,  276 
of  hand,  243 

articulations  of,  243,  322 
development  of,  243 
Pharynx,  759 

aponeurosis  of,  760 
arteries  of,  481 
development  of,  120 
muscles  of,  866 
opening  of,  759 
Phleboliths,  582 
Pia  mater  of  brain,  609 
of  cord,  603 
testis,  862 
Pigment,  43,  86 

cells  of  iris,  719 
Pigmentary  layer   of   choroid, 

717 
Piles,  external,  895 
Pillars   of   external  abdominal 
ring,  387,  880 
of  diaphragm,  896 
of  fauces,  756 
of  fornix,  628 
of  palate,  756 
Pineal  gland,  630 

peduncles  of,  630 
Pinna  of  ear,  729 
cartilage  of,  729 
ligaments  of,  730 
muscles  of,  730 
nerves  of,  731 
structure  of,  729 
vessels  of,  731 
Pisiform  bone,  238 
Pit  of  stomach,  929 
Pituitary  body,  621 

development  of,  111 
Placenta,  105 
Plasma,  33,  85 

Plate,   cribriform  of   ethmoid, 
170 
external  pterygoid,  168 
perpendicular,  of  ethmoid, 
171 
Platysma  myoides,  356 
Pleura,  826 

cavity  of,  826 
costalis,  826 
landmarks  of,  925 
parietal  layer  of,  826 
pulmonalis,  826 
reflections  of,  826 
vessels  and  nerves  of,  827 
visceral  layer  of,  826 
Plexus,  biliary,  787 
choroid,  625,  636 
interlobular,  787 
intralobular,  788 
lobular,  787 
Plexus  of  Nerves,  69 
aortic,  708 
brachial,  671 
cardiac,  anterior,  701 
deep,  or  great,  700 
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Plexus  of  Nerves— 

superficial,  701 
carotid,  698 

external,  698 
cavernous,  698 
cerebral,  699 
cervical,  667 

branches  of,  668,  670 

posterior,  670 
coeliac,  703 
colic,  left,  703 

middle,  703 

right,  703 
coronary,  anterior,  701 

posterior,  701 
cystic,  708 
diaphragmatic,  702 
epigastric,  702 
facial,  699 
gastric,  703 
gastro-duodenal,  703 
gastro-epiploic,  703 

left,  703 
hemorrhoidal,      inferior, 
706 

superior,  703 
hepatic,  703 
hypogastric,  703,  704 

inferior,  704 
ilea  colic,  703 
infraorbital,  652 
lumbar,  683 
magnus  profundus,  700 
meningeal,  699 
mesenteric,  inferior,  703 

superior,  703 
oesophageal,  661,  663 
ophthalmic,  699 
ovarian,  703 
pancreatic,  703 
pancreatico-duodenal, 

703 
patellar,  688 
pelvic,  704 
pharyngeal,  659,  699 
phrenic,  702 
prostatic,  706 
pulmonary,  anterior,  663 

posterior,  661,  701 
pyloric,  703 
renal,  702 
sacral,  690 
sigmoid,  703 
solar,  702 
spermatic,  703 
splenic,  703 
suprarenal,  702 
tonsillar,  660 
tympanic,  657,  737 
vagina],  706 
vertebral,  700 
vesical,  706 
of  Veins,  564 
choroid.     See  Choroid, 
hemorrhoidal,  582 
ovarian,  584,  876 
pampiniform,   584,   861, 

876 
pharyngeal,  568 
pterygoid,  567 
spermatic,  584,  861 


Plexus  of  Veins — 
uterine,  583 
vaginal,  583,  789 
vesico-prostatic,  582 
Plica  semilunaris,  727 
Polar  globules,  95 
Pomum  Adami,  814 

landmarks  of,  920 
Pons  hepatis,  786 
Tarini,  621 
Varolii,  610,  614 
septum  of,  614 
structure  of,  614 
Popliteal   space.     See    Space, 

popliteal. 
Pores  of  skin,  85 
Portal  system,  585 
Portio  dura  of  seventh  nerve, 
642 
inter  duram  et  mollem,  643 
intermedia,  643 
mollis,  639 
Porus  opticus  of  sclerotic,  714 
Pott's  fracture,  461 
Pouches,  laryngeal,  819 
Poupart's  ligament,  386,   880, 
890 
landmarks  of,  930,  931,  936 
Praeputium  clitoridis,  868 
Prepuce,  856 
Primitive  groove,  98 

trace,  98 
Process  or  Processes,  acromion, 
221 
alveolar,  178 
angular,  external,  157 

internal,  157 
auditory,  162,  164 
basilar,  151 
ciliary,  718 
clinoid,  anterior,  168 
middle,  166 
posterior,  166 
cochleariform,  164,  784 
condyloid,  188 
coracoid,  222 
coronoid,  of  lower  jaw,  188 

of  ulna,  280 
ethmoidal,  of  inferior  turbi- 
nated, 185 
falciform,  889 
frontal,  of  malar,  180 
funicular,  866 
hamular,  of  lachrymal,  180 

of  sphenoid,  168 
of  helix,  730 
of  incus,  735 
of  Ingrassias,  168 
jugular,  151,  153,  160 
lachrymal,  of  inferior  turbi- 
nated bone,  185 
malar,  of  superior  maxillary, 

177 
mastoid,  161 

landmarks  of,  915 
maxillary,   of  inferior  turbi- 
nated, 185 
of  malar  bone,  181 
of  palate  bone,  183 
mental,  186 
nasal,  178 


Process  or  Processes — 
odontoid,  135 
olecranon,  228 
olivary,  166 
orbital,  of  malar,  181 

of  palate,  183 
palate,  176, 178 
post-glenoid,  161 
pterygoid,  of  palate  bone,  183 

of  sphenoid,  168 
sphenoidal,  of  palate,  184 
spinous,  of  ilium,  247 
of  sphenoid,  167 
of  tibia,  263 
of  vertebrae,  133 
styloid,  of  fibula,  265 
of  radius,  234 
of  temporal,  165 
of  ulna,  231 
supracondyloid,  946 
transverse,  of  vertebrae,  133 
unciform,  240 

of  ethmoid,  171 
vaginal  of  sphenoid,  167 
of  temporal,  160,  164 
vermiform  of  cerebellum,  632, 

633 
zygomatic,  160,  181 
Processus  ad  medullam,  635 
ad  pontem,  635 
ad  testes,  631,  632 
brevis,  of  malleus,  735 
caudatus,  730 
clavatus,  611 
cochleariformis,  164,  734 
e  cerebello  ad  testes,  631,  635 
gracilis,  of  malleus,  735 
vaginalis,  of  testis,  866 
Promontory  of  sacrum,  143 

of  tympanum,  733 
Prosencephalon,  110 
Prostate  gland,  855 
landmarks  of,  935 
lobes  of,  855 
muscle  of,  855,  902 
position  of,  855,  902 
secretion  from,  856 
structure  of,  855 
surgical  anatomy  of,  902 
vessels  and  nerves  of,  856 
Protoplasm,  88 
Protovertebrie,  98,  107 
Protuberance,  frontal,  109 
maxillary  (foetal),  110 
occipital,  external,  150 
internal,  151 
landmarks  of,  915 
Pubes,  246,  248 
articulations  of,  251,  303 
attachment  of  muscles  to,  251 
development  of,  251 
landmarks  of,  930 
structure  of,  250 
symphysis  of,  249,  808 
Pudendum,  867 
Pulley  of  superior  oblique,  916 
Pulse  at  wrist,  948 
Pulp  cavity  of  spleen,  797 

of  tooth,  754 
Puncta  lacrymalia,  725,  728 
landmarks  of,  917 
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Puncta — 

rasculosa,  622 
Pupil  of  eye,  719 

dilator  muscle  of,  719 

membrane  of,  719 

sphincter  muscle  of,  719 
Pylorus,  767,  768 

landmarks  of,  932 
Pyramid  of  cerebellum,  633 

of  thyroid  gland,  834 

of  tympanum,  734 
;      of  vestibule,  738 
Pyramidal  bone,  236 
Pyramids,  anterior,  612 
decussation  of,  612 

of  Ferrein,  843 

of  Malpighi,  840 

posterior,  611 

of  spine,  147 

Quadrigemikal  bodies,  631 

Radius,  233 

articulations  of,  235 
development  of,  235 
landmarks  of,  947 
muscles  attached  to,  235 
Ramus  of  ischium,  249 
of  lower  jaw,  188 
of  pubes,  249 
Ranyier,  nodes  of,  69 
Raphe  of  corpus  callosum,  624 
of  palate,  756 
of  perineum,  895,  934 
of  scrotum,  859 
of  tongue,  708 
Rathke,    lateral  trabcculse    of, 

108 
Receptaculum  chyli,  589 
Rectum,  780 
coats  of,  781 
development  of,  121 
folds  of,  782 
landmarks  of,  935 
lymphatics  of,  598 
palpation  by,  950 
relations  of,  in  female,  870 

male,  781 
structure  of,  781 
Region  of  abdomen,  385,  763 
acromial,  muscles  of,  404 
auricular,  muscles  of,  344 
of  back,  muscles  of,  373 
brachial,  anterior,  muscles  of, 
411,  413 
posterior,  417,  418 
cervical,  superficial,   muscles 

of,  856 
cranial,  342 
diaphragmatic,  394 
dorsal,    of  foot,  muscles   of, 

455 
epicranial,  muscles  of,  842 
epigastric,  7G3 

femoral,  anterior,  muscles  of, 
432 
internal,  437 
posterior,  444 
fibular,  452 
foot,  dorsum  of,  455  . 
sole  of,  455 

62 


Region — 
gluteal,  muscles  of,  439 
groin,  763,  878 
of  hand,  muscles  of,  421 
humeral,  anterior,  407 

posterior,  409 
hypochondriac,  763 
hypogastric,  763 
ili*c,  muscles  of,  430 
infrahyoid,  muscles  of,  359 
inguinal,  763,  878 
intermaxillary,     muscles    of, 

851 
ischio-rectal,   surgical  anato- 
my of,  895 
laryngo  -  tracheal,       surgical 

anatomy  of,  824 
lingual,  muscles  of,  363 
lumbar,  763 

maxillary,    inferior,    muscles 
of,  350 

superior,  muscles  of,  350 
nasal,  muscles  of,  349 
orbital,  muscles  of,  346 
palatal,  muscles  of,  368 
palmar,  muscles  of,  424 
palpebral,  muscles  of,  345 
pectoral,  muscles  of,  399 
of  perineum,  897 
pharyngeal,  muscles  of,  866 
plantar,  muscles  of,  455 
popliteal,  552 
pterygo-  maxillary,     muscles 

of,  354 
pubic,  763 

radial,  muscles  of,  415,  421 
scapular,  anterior,  muscles  cf, 
404 

posterior,  405 
Scarpa's  triangle,  546 
of  skull,  anterior,  201 

lateral,  199 
suprahyoid,  muscles  of,  361 
temporo-  maxillary,    muscles 

of,  352 
thoracic,  muscles  of,  392 

anterior,  899 

lateral,  402 
tibio-fibular,  anterior,  446 

posterior,  448 
ulnar,  muscles  of,  423 
umbilical,  763 

vertebral,    anterior,    muscles 
of,  370 

lateral,  372 
Reil,  island  of,  616 
Reservoir  of  Pecquet,  589 

of  thymus,  836 
Respiration,  muscles  of,  394,396 
organs  of,  814 

development  of,  122 
Restiform    bodies    of  medulla 

oblongata,  611,  612 
Rete  mucosum,  85 

testis,  863 
Retina,  720 
arteria  centralis  of,  495,  722 
external  layer  of,  720 
fovea  centralis  of,  720 
granular  or  middle  layer  of, 
721 


Retini 

internal  or  nervous  layer  of, 
721 

Jacob's  membrane  of,  720 

limbus  luteus  of,  720 

membrana  limitans  of,   721, 
722 

nummular  layer  of,  721 

radiating  fibres  of,  722 

structure  of,  721 

yellow  spot  of,  720 
Retinacula  of  ileo-csocal  valve, 

779 
Ribs,  210 

attachment  of  muscles  to,  214 

common  characters  of,  211 

development  of,  214 

false,  211 

floating,  211 

landmarks  of,  923 

ligaments  of,  295-305 

peculiar,  212 

rules  for  counting,  928 

true,  211 

vertebral,  211 

vertebrocostal,  211 

vertebrosternal,  211 
Ridge,  internal  occipital,  152 

interosseous,  of  fibula,  266 
of  tibia,  263 

mylo-hyoidean,  187 

pterygoid,  167 

superciliary,  156,  159 

supraorbital,  202 

temporal,  154,  157,  159 
Rigor  mortis,  60 
Rima  glottidis,  818 
Ring,  abdominal,  external,  386 
860 
internal,  888 

landmarks  of,  931 
crural,  892 
femoral,  892 

landmarks  of,  926 
fibrous,  of  heart,  808 
Rod-granules  of  retina,  721 
Rods  of  Corti,  741 
Rolando,  arciform  fibres  of,  613 

fissure  of,  616 

tubercle  of,  613 
Rosenmiiller,  organ  of,  125,  876 
Rostrum  of  corpus  callosum,  6  23 

of  sphenoid  bone,  167 
Rotation,  282 
Ruga?  of  stomach,  770 

of  vagina,  871 

Sac,  dental,  754 

lachrymal,  728 
landmarks  of,  917 

of  omentum,  766 
Sacculus  laryngis,  818 

of  vestibule,  743 
Sacrum,  143 

articulations  of,  146 

attachment  of  muscles  to,  146 

development  of,  145 

peculiarities  of,  145 

structure  of,  145 
Salivary  glands,  757 

structure  of,  759 
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Santorini,  cartilages  of,  816 

Sarcode,  38 

Sarcolemma,  56 

Sarcous  elements  of  muscle,  57 

Scala  media,  741 

tympani,  71 1 

vestibuli,  741 
Seals  of  cochlea,  739,  741 
Scalp,  arteries  of,  914 

muscles  of,  342 

density  of,  914 
Scaphoid  bone  of  foot,  272 

of  hand,  236 
Scapula,  218 

articulations  of,  223 

attachment    of    muscles    to, 
223 

development  of,  222 

landmarks  of,  928 

ligaments  of,  307 

muscles  of,  404 

structure  of,  222 
Scarfskin,  85 
Scarpa's  triangle,  546 
Schindylesis,  281 
Schneiderian  membrane,  712 
Schwann,  white  substance  of, 

62 
Sclerotic,  714 
Scrotal  hernia,  885 
Scrotum,  859 

dartos  of,  860 

lymphatics  of,  597,  860 

nerves  of,  860 

septum  of,  859 

vessels  of,  860 
Sebaceous  glands,  88 
Segmentation  of  cells,  94 
Sella  turcica,  166,  194 
Semen,  865 
Semicircular  canals,  739 

membranous,  743 
Semilunar  bone,  236 
Seminal  ducts,  809 

granules,  865 

vesicles.     See  Vesicuta  semi 
nales. 
Seminiferous  tubes,  862 
Senses,  organs  of,  707 
Septum  auricularum,  803 

between  bronchi,  823 

crurale,  893 

lucidum,  625,  62* 

of  medulla  oblongata,  613 

of  nose,  185,  203,  712 
cartilage  of,  712 

pectiniforme,  857 

of  pons  Varolii,  614 

scroti,  859 

subarachnoid,  608 

of  tongue,  708 

ventriculorum,  804,  809 
Serous  membranes,  92 
Sesamoid  bones,  976,  950 
Sheath  of  arteries,  73 

crural,  891 

femoral,  891 

dental,  750 

of  muscles,  56 

of  nerves,  69 

synovial,  280 


Shin,  268 
Shoulder-joint,  308 

bones  of,  215 

landmarks  of,  944 

muscles  of,  309,  404 

relation  of  biceps  tendon  to, 
310 

vessels  and  nerves  of,  309 
Sigmoid  flexure,  779 
Sinus  or  Sinuses — 

of  aorta,  465,  806 

of  brain,  571 

cavernous,  572 

cerebral,  571 

landmarks  of,  915 

circular,  572 

circularis  iridis,  719 

confluence  of,  571 

coronary,  587,  803 

of  Cuvier,  119 

of  dura  mater,  571 

ethmoidal,  172 

frontal,  156,  158 
landmarks  of,  914 

of  heart,  802,  806 

of  jugular  vein,  568 

of  Kidney,  838 

of  larynx,  818 

lateral,  572 

of  left  auricle,  806 

longitudinal,  inferior,  571 
superior,  571 

maxillary,  177 

nasal,  156 

occipital,  572 

petrosal,  inferior,  573 
superior,  573 

placental,  104 

pocularis,  853 

prostatic,  126,  853 

pulmonary,  806 

of  right  auricle,  803 

sphenoidal,  166 

straight,  572 

terminal,  117 

transverse,  573 

uro-genital,  124,  126 

uteri  mis,  583,  873 

of  Valsalva,  aortic,  465 
pulmonary,  806 

venous,  565 
Skeleton,  131  . 
Skin,  anatomy  of,  88 

appendages  of,  87 

areolae  of,  85 

cells  of,  86 

corinm  of,  84 

cuticle  of,  85 

derma  of,  84 

development  of,  86,  115 

epidermis  of,  85 

furrows  of,  85 

hairs,  87 

lymphatics  of,  86 

muscular  fibres  of,  85 

nails,  87 

nerves  of,  86 

papillary  layer  of,  85 

pores  ol,  86 

rete  mucosum  of,  85 

sebaceous  glands  of,  88 


Skin- 
sudoriferous  or  sweet  gland*, 

89 
tactile  corpuscles  of,  68,  85 
true,  84 
vessels  of,  86 
Skull,  149 
anterior  region  of,  201 
base  of,  192 
bones  of,  149 
cerebral  or  internal  surface, 

192 
development  of,  108 
external  surface  of,  192 
fissures  of,  173 
fossa  of,  anterior,  192 
middle,  194 
posterior,  195 
lateral  region  of,  199 
sutures  of,  191 
tables  of,  131 
vertex  of,  192 
Skull-cap,  914 

thickness  of,  915 
Socia  parotidis,  758 
Soemmering,  foramen  of,  720 
Soft  palate,  756 
aponeurosis  of,  756 
arches  of,  756 
muscles  of,  368,  756 
pillars  of,  756 
Sole  of  foot,  muscles  of,  455 
Somatome,  108 
Somatopleure,  100 
Space,  anterior  perforated,  620 
axillary,  505 
Haversian,  49 
intercostal,  211 
interglobular  of  dentine,  700 
interpeduncular,  620 
medullary,  49 
popliteal,  257,  552 
posterior  perforated,  621 
subarachnoidean,    603,    608, 
609   . 
Spermatic  cord,  860 
arteries  of,  860 
landmarks  of,  931 
lymphatics  of,  861 
nerves  of,  861 
relation  of  to  femoral  ring, 
892 
in  inguinal  canal,    860, 
880 
veins  of,  861 
Spermatozoa,  865 
Sphenoid  bone,  165 
articulations  of,  169 
attachment  of  muscles  to,  1 70 
development  of,  169 
Sphenoidal  spongy  bones,  169 

turbinated  oones,  169 
Sphincter  ani,  external,  896 
internal,  896 
of  the  pupil,  719 
Spinal  column,  132,  147.     See 

also  Vertebra. 
Spinal  cord,  66,  602,  604 
arachnoid  of,  603 
arrangement    of    gray    and 
white  matter  in,  66 
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Spinal  cord — 
central  canal  of,  66 
ligament  of,  604 
columns  of,  6G,  605 
development  of,  106,  112 
dura  mater  of,  602 
filum  terminole  of,  604 
fissures  of,  605 
foetal  peculiarity  of,  604 
gray  commissure  of,  606 
Ggamentum  dentatum  of,  604 

denticulatum  of,  604 
membranes  of,  602 
neurilemma  of,  603 
pia  mater  of,  603 
structure  of,  64,  605 
white  matter  of,  64 
Spinal  nerves,  67,  665 

arrangement    into   groups, 

665 
branches  of,  666 
ganglia  of,  666 
origin  of,  927 
landmarks  of,  927 
roots  of,  anterior,  665 
posterior,  665 
Spine,  132.     See  Vertebra  and 
Process,  spinous, 
movements  of,  927 
ethmoidal,  165,  194 
of  ilium,  247 

landmarks  of,  930,  937 
of  ischium,  248 
nasal,  157,  158 
anterior,  179 
posterior,  182 
pharyngeal,  151 
of  pubes,  249,  930 
of  scapula,  220 
of  vertebra?,  32,  926 
landmarks  of,  926 
Splanchnopleure,  100 
Spleen,  793 
artery  of,  797 
capillaries  of,  797 
colorless  elements  of,  795 
development  of,  122 
fibrous  elastic  coat  of,   794 
fissure  of,  793 
hilum  of,  793 
landmarks  of,  932 
lymphatics  of,  599,  798 
Malpighian  corpuscles  of,  796 
nerves  of,  798 
proper  substance  of,  795 
serous  coat  of,  794 
structure  of,  794 
suspensory  ligament  of,  794 
trabecular  of,  794 
veins  of,  797 
Spot,  germinal,  95 
of  Wagner,  94 
yellow,  720 
Squamous  portion  of  temporal 

bone,  159 
Stapes,  736 

annular  ligament  of,  736 
Staphylorraphy,  370 
Steno's  duct,  758 
Sternum,  207 
articulations  of,  210 


Sternum — 
attachment    of    muscles    to, 

210 
development  of,  209 
landmarks  of,  922 
ligaments  of,  299 
Stomach,  767 

alteration  in  position  of,  768 
alveoli  of,  770 
cardia  of,  767 
cellular  coat  of,  769 
curvatures  of,  767 
development  of,  120 
follicles  of,  770 
fundus  of,  767 
landmarks  of,  932 
ligaments  of,  767 
lymphatics  of,  599,  770 
mucous  glands  of,  770 
mucous  membrane  of,  769 
muscular  coat  of,  769 
orifices  of,  767 
peptic  glands  of,  770 
pyloric  end  of,  767 
pylorus,  767,  768 
serous  coat  of,  769 
splenic  end  of,  767 
structure  of,  769 
surfaces  of,  767 
vessels  and  nerves  of,  770 
Strabismus,  operation  for,  348 
Striae  laterales,  624 
longitudinales,  624 
of  muscles,  58 
Stroma  of  ovary,  874 
Subarachnoid  fluid,  609 
septum,  603 
space  of  brain,  609 
of  cord,  603 
Sublingual  gland,  759 

duct  of,  759 
Submaxillary  gland,  758 

duct  of,  758 
Subpeduncular  lobe  of  cerebel- 
lum, 634 
Sudoriferous  glands,  89 
Sulci  of  cerebrum,  615 
Sulcus  spiralis,  741 
Supercifia,  725 
Superior  maxillary  bone,  175 
articulations  of,  179 
attachment  of  muscles  to, 

179 
development  of,  179 
Suprarenal  capsules,  847 
development  of,  124 
vessels  and  nerves  of,  848 
Surgical  anatomy — 
of  abdominal  aorta,  525 
air-passages,  824 
anterior  tibial,  556 
arch  of  aorta,  467 
axilla,  505 
axillary  artery,  508 
base  of  bladder,  897 
bend  of  elbow,  513 
brachial  artery,  513 
common  carotid  artery,  474 

iliac  artery,  536 
dorsalis  pedis,  558 
external  carotid,  475 


Surgical  anatomy — 
iliac,  544 
eye,  348 

facial  artery,  480 
femoral  artery,  548 

hernia,  886 
hamstring  tendons,  445 
innominate  artery,  470 
inguinal  hernia,  878 
internal  carotid,  491 

iliac,  538 
ischio-rectal  region,  895 
laryngo- tracheal     region, 

824 
lingual  artery,  477 
of  lower  extremity,  460 
oesophagus,  761 
perineum,  895 
popliteal  artery,  553 
posterior  tibial,  560 
prostate  gland,  902 
radial  artery,  516 
Scarpa's  triangle,  548 
of  soft  palate,  370 
stcrno-mastoid  muscle,  359 
subclavian  artery,  498 
superior  thyroid,  476 
talipes,  453 
temporal  artery,  482 
thoracic  aorta,  522 
triangles  of  neck,  486 
ulnar  artery,  520 
of  upper  extremity,  426 
Sustentaculum  tali,  267 
Sutura,  281 

dentata,  281 

harmonia,  281 

limbosa,  281 

notha,  281 

serrata,  281 

squamosa,  281 

vera,  281 
Suture,  basilar,  191 

coronal,  156,  191 

cranial,  190 

ethmo-sphenoidal,  193 

ethmoido-frontal,  193 

frontal,  191 

fron to-malar,  203 

fronto- maxillary,  203 

fronto- parietal,  191 

fronto-sphenoidal,  193 

intermaxillary,  202 

internasal,  202 

interparietal,  191 

lambdoid,  153,  156,  191 

malo-maxillary,  203 

masto-occipital,  153,  191 

masto-parietal,  191 

naso- maxillary,  201 

occipitoparietal,  191 

petro-occipital,  153,  191 

petro-sphenoidal,  191,  194 

sagittal,  155,  191 

spneno- parietal,  191,  194 

spheno-temporal,  194 

squamo-panetal,  191 

squamo-sphenoidal,  191 

squamous,  191,  194 

temporal,  194 

transverse,  191 
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Svallow's  nest  of  cerebellum, 

634 
Sweat-glands,  89 
Sylvius,  aqueduct  of,  636 

fissure  of,  616,  620 
Sympathetic  nerve.   See  Nerve, 

sympathetic. 
Symphysis  of  jaw,  186 

pubis,  249 
Synarthrosis,  280 
Synovia,  279,  280 
Synovial  membrane,  92,  279 

articular,  280 

bursal,  280 

vaginal,  280.     See  also  indi- 
vidual Joints. 
Syntonin,  60 
System,  Haversian,  49 

TABATifeRE  anatomique,  948 

Tables  of  skull,  131 

Tactile  corpuscles  of  Wagner, 

71 
Tenia  hippocampi,  626 
semicircularis,  625 
violacea,  635 
Talipes,  varieties  of,  453 
Tarsus,  267 

articulations  of,  269 

development  of,  276 
Taste-corpuscles,  709 
Teeth,  747 

bicuspid,  748 

canine,  748 

cement  of,  750,  751 

classification  of,  755 

cortical  substance  of,  751 

crown  of,  747 

crusta  petrosa  of,  751 

cuspidate,  748 

deciduous,  747 

dentine  of,  750 

development  of,  751 

enamel  of,  751 

eruption  of,  755 

eye,  748 

fang  of,  747 

growth  of,  752 

incisors,  747 

intertubular  tissue  of,  750 

ivory  of,  750 

milk,  747,  749 

molar,  748 

multicuspidate,  748 

papilla?  of,  747 

permanent,  747 

pulp  cavity  of,  750 

roots  of,  747 

structure  of,  749 

temporary,  747,  749 

tubuli  of,  752 

wisdom,  749 
Tegmentum,  622 
Temporal  bone,  159 

articulations  of,  165 
attachment  of  muscles  to, 

165 
development  of,  168 
mastoid  portion  of,  161 
petrous  portion  of,  161 
squamous  portion  of,  159 


Temporal  bone — 

structure  of,  168 
Tendo  Achillis,  448,  449 
landmarks  of,  941 

oculi,  345 

palpebrarum,  845 
Tendon,  340 

structure  of,  340 

central,  of  diaphragm,  396 

conjoined,  of  internal  oblique 
and  transversalis,  387, 
881 

cordiform,  of  diaphragm,  396 

popliteal,  landmarks  of,  940 
Tentorium  cerebelli,  608 
Testes,  631,  861 

aberrant  duct  of,  863 

coni  vasculosi  of,  863 

coverings  of,  859,  861 
tunica  albuginca,  862 
vaginalis,  861 
vasculosa,  862 

descent  of,  865 

development  of,  126 

gubernaculum,  865 

lobules  of,  862 

lymphatics  of,  598,  861 

mode  of  descent  of,  865 

pia  mater  of,  862 

rcte  of,  863 

size  and  weight  of,  861 

structure  of,  862 

tubuli  seminiferi  of,  862 

tunics  of,  859,  861 

vas  deferens  of,  863 

vasa  effercntia  of,  863 
recta,  863 

vasculum  aberrans  of,  863 

vessels  and  nerves  of,  860 
Testes  muliebres,  874 
Testicles.     See  Testes. 
Thalami  optici,  622,  629 
Thalamencephalon,  111 
Theca  vertcbralis,  602 
Thigh,  bone  of,  254 

fascia  of,  432 

landmarks  of,  936 

muscles  of,  432,  444 
Thorax,  207,  799 

base  of,  799 

bones  of,  207 

boundaries  of,  799 

cutaneous  nerves  of,  681 

fascia?  of,  399 

lymphatics  of,  600 

muscles  of,  399 

openings  of,  799 

parts  passing  through  upper 
openings  of,  799 

viscera  contained  in,  799 
Throat,  landmarks  of,  918 
Thumb,  articulations  of,  822 

landmarks  of,  94 

muscles  of,  421 
Thymus  gland,  836 

chemical  composition  of,  839 

lobes  of,  836 

vessels  and  nerves  of,  837 
Thyro-hyoid  membrane,  817 
Thyroid  cartilage,  814 

landmarks  of;  920 


Thyroid  gland,  834 

chemical  composition,  836 

isthmus  of,  834 

lymphatics  of,  601 

pyramid  of,  834 

structure  of,  835 

vessels  and  nerves  of,  835 
Tibia,  262 

articulations  of,  264 

attachment  of  muscles  to,  264 

development  of,  264 

fracture  of,  461 

landmarks  of,  939,  941 
Tomes' s  fibres,  753 
Tongue,  707 

arteries  of,  710 

development  of,  120 

epithelium  of,  709 

fibrous  septum  of,  709 

follicles  of,  709 

landmarks  of,  918 

mucous  glands  of,  709 
membrane  of,  708 

muscular  fibres  of,  710 

muscles  of,  363 

nerves  of,  710 

papillae  of.     See  Papilla? 

tip  of,  708 
Tonsils,  756 

landmarks  of,  919 
nerves  and  vessels  of,  757 

of  cerebellum,  633 
Tooth.     See  Teeth. 
Torcular  Herophili,  152,  571 
Trabecule   of  corpus  caverno- 
sum,  857 

of  foetal  skull,  108 

lateral,  of  Rathke,  108 

of  spleen,  794 

of  testis,  862 
Trace,  primitive,  98 
Trachea,  823 

cartilages  of,  823 

glands  of,  824 

landmarks  of,  921 

relations  of,  823 

structure  of,  823 

surgical  anatomy  of,  824 

vessels  and  nerves  of,  824 
Tracheotomy,  824 
Trachoma  glands,  727 
Tract,  lateral,  of  medulla,  611. 
612 

optic,  638 
Tractus  intcrmedio-lateralis,  67, 

opticus,  638 
Tragus,  729 
Trapezium  bone,  238 
Trapezoid  bone,  239 
Triangle  of  Hcsselbach,  885 

inferior  carotid,  362,  487 

of  neck,  anterior,  358,  486 
posterior,  358,  488 
surgical  anatomy  of,  486 

occipital,  362,  488 

Scarpa's,  546 

subclavian,  362,  488 

submaxillary,  488 

superior  carotid,  862,  487 
Trigone  of  bladder,  852 

landmarks  of,  934 
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Trigonum  vesicas,  852 
Trochanters,  greater  and  leaser, 
256 

landmarks  of,  987 
Trochlea  of  humerus,  226 
Trunk,  articulations  of,  285 
Tube,  auditory,  731 

Eustachian,  7S4,  759 

Fallopian,  873.     See  Fallo- 
pian tube. 
Tuber  cinereum,  621 

ischii,  249 
Tubercle  of  clavicle,  216 

conoid,  216 

deltoid,  216 

of  femur,  256 

genial,  187 

genital,  126 

of  hyoid  bone,  206 

lachrymal,  178 

laminated,  of  cerebellum,  633 

of  Lower,  803 

for  odontoid  ligaments,  151 

of  Rolando,  613 

of  scaphoid,  236 

of  tibia,  263 

of  ulna,  230 

of  zygoma,  160 
Tubercula  quadrigemina,  631 
Tuberculo  cmereo,  613 
Tuberculum  Loweri,  803 
Tuberosities  of  humerus,  great- 
er and  lesser,  225 

of  tibia,  264 
Tuberosity  of  femur,  258,  259 

of  ischium,  249 

maxillary,  176 

of  palate  bone,  183 

of  radius,  233 

of  rib,  211 

of  tibia,  263 
Tubes,  bronchial,  823 

structure  of,  in  lung,  831 

recurrent,  of  Henle,  842 
Tubuli  contorti,  842 

dental,  750 

of  Ferrein,  843 

galactophori,  877 

of  kidney,  842 

lactiferi,  877 

recti,  863 

seminiferi,  862 

uriniferi,  842 
Tubulus  centralis  modioli,  740 
Tuft,  Malpighian,  841 

vascular,  of  kidney,  841 
Tunica  adventitia,  75 

albuginea,  862 
oreye,  347 
of  ovary,  874 

intima,  75 

Ruyschiana,  717 

vaginalis,  860,  866 
propria,  862 
reflexa,  862 

vasculosa  testis,  862 
Turbinated  bone,  inferior,  184 

middle,  171 

sphenoidal,  167,  169 

superior,  171 
Tutamina  oculi,  725 


Tympanic  bone,  732 
Tympanum,  732 

arteries  of,  737 

cavity  of,  732 

membrane  of,  735 

mucous  membrane  of,  737 

muscles  of,  736 

nerves  of,  737 

openings  of,  733 

ossiculaof,  735 

structure  of,  735 

veins  of,  737 
Tyson,  glands  of,  856 

Ulna,  228 
articulations  of,  233 
development  of,  233 
landmarks  of,  947 
muscles  attached  to,  233 
Umbilicus,  104,  762 
landmarks  of,  929 
Unciform  bone,  240 
Ungual  bone,  1 79 
Upper  extremity,   arteries  of, 
495 
articulations  of,  303 
bones  of,  215 
fascia  of,  898 
ligaments  of,  304 
lymphatics  of,  593 
muscles  of,  398 
nerves  of,  671 
surgical  anatomy  of,  426 
veins  of,  593 
Urachus,  850,  851 
Ureters,  839,  846 
development  of,  124 
muscles  of,  851 
nerves  of,  847 
relations  of,  846 
structure  of,  846 
vessels  of,  847 
Urethra,  female,  868,  869 
male,  853 
bulbous  portion  of,  854 
caput  gallinaginis  of,  853 
development  of,  1 24 
in  the  child,  936 
landmarks  of,  935 
membranous  portion  of,  853 
muscles  of,  898 
prostatic  portion  of,  853 

sinus  of,  853 
rupture  of,  course  taken  by 

urine  in,  904 
sinus  pocularis  of,  853 
spongy  portion  of,  853 
structure  of,  854 
verumontanum  of,  853 
vesicula  prostatica  of,  853 
Urinary  organs,  838 

development  of,  123 
Uterus,  871 
appendages  of,  872 
arbor  vitas  of,  872 
body  of,  871 
cavity  of,  871 
cervix  of,  871 
changes  of  form,  &c,  893 
during  menstruation,  872 
in  old  age,  872 


Uterus— 

after  parturition,  872 
during  pregnancy,  872 
at  puberty,  872 

development  of,  126 

in  foetus,  872 

fundus  of,  871 

ganglia  of,  704 

ligaments  of,  871 

lymphatics  of,  598,  873 

mouth  of,  871 

nerves  of,  706,  872 

shape,  position,  &c,  of,  871 

structure  of,  872 

vessels  of,  872 
Uterus  masculinus,  853 
Utricle  of  vestibule,  743 
Utriculus  hominis,  126 
Uvea,  719 
Uvula  of  cerebellum,  G33 

of  throat,  756 

vesicas,  852 

Vagina,  870 

columns  of,  871 

development  of,  124,  128 

examination  by,  951 

lymphatics  of,  598 

orifice  of,  868 
Vagus.     See  Par  Vagum. 
Valley  of  cerebellum,  633 
Valsalva,  sinuses  of,  465,  806 
Valve  or  Valves- 
aortic,  807 

of  Bauhin,  778 

coronary,  587,  803 

of  cystic  duct,  790 

Eustachian,  583,  803 

of  gall-bladder,  790 

of  heart,  803-808 

ileo-caecal,  778 

of  Kerkring,  773 

of  lymphatics,  81 

mitral,  808 

of  right  auricle,  803 

semilunar,  aortic,  807 
pulmonic,  805 

tricuspid,  805 

of  veins,  79 

of  Vieussens,  631 
Valvula  Bauhini,  778 
ValvulaB  conniventes,  773 
Vas  aberrans,  863 

deferens,  863 
Vasa  aberrantia  of  brachial  ar- 
tery, 512 

afierentia  of  lymphatic  gland*, 
589 

brevia  arteries,  529 
veins,  585 

efierentia  of  testis,  863 
of  lymphatic  glands,  589 

intestini  tenuis,  530 

recta,  863 

vasorum  of  arteries,  77 
of  veins,  80 
Vascular  system,  changes  in,  at 
birth,  812 

general  anatomy  of,  75 

peculiarities  of,  in  foetus,  810 
Vasculum  aberrans,  863 


982 


INDEX. 


Vein  or  Veins — 

Descriptive      Anatomy     o/, 

564 
of  alae  nasi,  565 
angular,  565 
articular,  of  knee,  581 

of  jaw,  566 
auditory,  744 

auricular,     anterior,     566, 
567 

posterior,  567 
axillary,  575 
azygos,  578 
basilic,  574 
basi- vertebral,  579 
of  bone,  47 
brachial,  575 
brachio-cephalic,  574 
bronchial,  578,  834 
buccal,  565,  567 
cardiac,  586 

anterior,  587 

great,  586 

posterior,  587 
cardinal,  120 
cava,  inferior,  583 

superior,  576,  577 
cephalic,  574,  576 
cerebellar,  570,  573 
cerebral,  570,  573 
cervical  ascending,  569 

deep,  569 

superficial,  567 

transverse,  568 
choroid  of  brain,  570 
circumflex  iliac,  583 

superficial,  581 
condyloid,  posterior,  569 
coronary,  587 
of  corpora  cavernosa,  859 
of  corpus  spongiosum,  859 

striatum,  570,  625 
cystic,  586 
deep,  564 

dental,  inferior,  567 
digital  of  hand,  575 
of  diploe,  569 
dorsal  of  penis,  582 
dorsalis  nasi,  565 

pedis,  581 
dorsi-spinal,  569,  578 
epigastric,  582 

superficial,  581 
of  eyeball,  725 
facial,  565,  568 
femoral,  58,  582,  892 
frontal,  565,  569 
of  Galen,  570,  587,  625 
gastric,  585 
gastroepiploic,  585 
gluteal,  583 
hemorrhoidal,  582 
of  head,  565 

hepatic,  584,  786,  787,  789 
iliac,  common,  583 

external,  582 

internal,  582 
ilio-lumbar,  583 
innominate,  576,  577 
intercostal,  superior,  577 
interlobular,  789 


Vein  or  Veins — 

interosseous,    of    forearm, 

575 
intralobular,  787,  789 
jugular,  anterior,  568 

external,  567 
posterior,  568 

internal,  567,  568 
of  kidney,  584,  845 
labial,  inferior,  565 

superior,  565 
laryngeal,  568,  577 
lateral  sacral,  583 
lingual,  568 
of  liver,  584,  786,  789 
longitudinal,  inferior,  571 

superior,  571 
of  lower  extremity,  580 
lumbar,  584 

mammary,  internal,  576 
masseteric,  565,  567 
mastoid,  567 
maxillary,  internal,  567 
median,  574 

basilic,  575 

cephalic,  575 

cutaneous,  575 
mediastinal,  578 
medulli-spinal,  579 
meningeal,  567 
meningo  -  rachidian,     569, 

579 
mesenteric,  118 

inferior,  585 

superior,  585 
nasal,  565 
of  neck,  565,  567 
oblique,  587 
obturator,  583 
occipital,  567,  570 
oesophageal,  578 
omphalomesenteric,  118 
ophthalmic,  572 
ovarian,  584 
palatine,  565,  567 
palmar,  deep,  575 
palpebral,  inferior,  565 

superior,  565 
pancreatic,  585 
pancreatico-duodenal,  585 
parotid,  566 
pericardiac,  576 
peroneal,  581 
pharyngeal,  568 
phrenic,  584 
plantar,  external,  581 

internal,  581 
popliteal,  581,  582 
portal,  564,  585,  785,  786, 

789 
primitive,  118 
profunda  femoris,  582 
pterygoid,  567 
pudic,  external,  581 

internal,  583 
pulmonary,  564,  587,  833 
radial,  574,  575 
ranine,  566 
renal,  584,  845 
sacral,  lateral,  583 

middle,  583 


Vein  or  Veins— 
salvatella,  574 
saphenous,      external      or 
short,  581 

internal  or  long,  580,  886 

landmarks  of,  943 
sciatic,  583 
spermatic,  584,  861 
spheno-palatine,  568 
spinal,  578 

longitudinal,  579 
of  spinal  cord,  579 
splenic,  585 
stylo- mastoid,  567 
subclavian,  567,  576 
sublobular,  787,  789 
submaxillary,  566 
submental,  565 
superficial,  564 
supraorbital,  565 
suprarenal,  584 
suprascapular,  568 
sural,  582 
systemic,  564 
temporal,  566 

deep,  567 

middle,  566 
anterior,  569 
posterior,  570 
temporo-maxillary,  567 
of  thorax,  573 
of  thyroid  gland,  835 
thymic,  576 
thyroid,  inferior,  568,  579 

middle,  568 

superior,  568 
tibial,  anterior,  580,  581 

posterior,  581 
tracheal,  577 
transverse  cervical,  568 

facial,  566 
ulnar,  anterior,  574 

deep,  575 

posterior,  574 
umbilical,  813 
of  upper  extremity,  573 
vaginal,  of  liver,  789 
vasa  brevia,  585 
ventricular,  570 
of  vertebrae,  579 
vertebral,  569,  576,  578 
Vidian,  568 
General  Anatomy  of,  78 
anastomoses  of,  664 
coats  of,  78 
development  of,  118 
muscular  tissue  of,  79 
plexus  of,  564.    See  Plexus 

of  veins, 
sinuses  of.     See  Sinus, 
structure  of,  78 
valves  of,  79 
vessels  and  nerves  of,  80 
See  also  Vena  and  Venss. 
Velum  interpositum,  625,  628 
medullary,  633 
pendulum  palati,  756 
Vena  cava,  foetal,  119 
inferior,  583 
superior,  576,  577 
corporis  striati,  570,  625 


INDEX. 


983 


Vena  cava— 

innominate,  568,  576 

ports,  564,  585,  789 

salvatella,  574 

See  also  Vein. 
Yens  basis  vertebrarum,   286, 
579 

comites,  564,  573 

cordis  minima?,  803 

corporis  striati,  570,  625 

Gafeni,  570,  587,  625 

interlobulares,  of  kidney,  845 

minims  cordis,  810 

rectse,  845 

?ropri»  renales,  845 
'hebesii,  587,  810 
vorticose,  717 
See  also  Vein. 
Venter  of  ilium,  247 

of  scapula,  218 
Ventricle  of  Arantius,  612 
of  brain,  third,  629 
fourth,  635 
fifth,  627 
lateral,  624 
of  cerebellum,  635 
of  corpus  callosum,  623 
foetal,  of  eye,  114 
of  heart,  left,  807 

right,  804 
of  larynx,  818 
Vcrnix  caseosa,  115 
Vertebra  dentate,  135 

prominens,  136 
Vertebra,  132 
articulations  of,  285 
attachment  of  muscles  to,  142 
cervical,  133 
coccygeal,  142 
development  of,  106,  140 
dorsal,  137 

general  characters  of,  132 
ligaments  of,  285 
lumbar,  139 
movements  of,  927 


Vertebrae — 

ossification  of,  141 

primitive,  107 

sacral,  142 

spines  of,  182,  926 
landmarks  of,  926 

structure  of,  1 40 
Vertebral  column.     See  Verte- 
brae. 
Vertex  of  Skull,  192 
Vcrumontenum,  853 
Vesicle,  auditory,  114 

cerebral,  110 

S'rminal,  94 
raafian,  874 

ocular,  113 

of  Purkinje,  94 

seminal,  864 

umbilical,  105 
Vesicula  serosa,  102 

prostatica,  853 
Vesiculae  seminales,  864 
Vestibule  of  ear,  738 

aqueduct  of,  1 63,  738 

of  vulva,  868 
Vestigial  fold  of  pericardium, 

120 
Vibrissa*,  710 
Vieussens,  -valve  of,  631 
ViUi,  773 
Vincula    accessoria    tendinum, 

413 
Viscera,  abdominal,  763 

landmarks  of,  931 

pelvic,  903 
Vitelline  duct,  105 

membrane,  94 
Vitellus,  94 
Vitreous  body,  728 

humor  of  eye,  723 

table  of  skull,  131 
Vocal  cords,  818,  819 

inferior  or  true,  819 

superior  or  false,  818 


Voice,  organs  of,  814 
Vomer,  185 

alae  of,  185 

articulations  of,  186 

development  of,  186 
Vortex  of  heart,  809 
Vulva,  867 

development  of,  125,  127 

Wagner,  spot  of,  94 

tactile  coqrascles  of,  71 
Waters,  on  the  lung,  833 
Watney  on  villi,  773 
Wharton's  duct,  758 

jelly,  41,  105 
White  substance  of  brain,  60 

of  Schwann,  62 
Willis,  circle  of,  502 
Wings  of  sphenoid,  167.     See 

Alae. 
Winslow,  foramen  of,  765 

ligament  of,  327 
Wirsung,  canal  of,  793 
Wisdom  tooth,  749 
Wolffian  body,  123 

duct,  123 
Womb.     See  Uterus. 
Wormian  bones,  173 
Wrisberg,  cartilages  of,  816 

ganglion  of,  701 

nerve  of,  675 
Wrist-joint,  315 

landmarks  of,  947 
Wry  neck,  operation  for,  859 

Xiphoid  appendix,  209 

Y-shafed  centre  of  acetabu- 
lum, 250 
Yellow  spot  of  retina,  720 
Yolk  of  ovum,  94 

Zona  pellucida,  94 
Zygoma,  180 
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lated, with  Additions,  from  the  eighth  German  edition,  by 
Ira  Rrmsrh,  M.D.,  Ph.D.,  Professor  of  ChtmUtiv  and 
Physics  in  Johns  Hopkins  University,  Baltimore  In  ooe 
handsome  volume,  royal  12mo.,  of  660  pages.  Cloth,  $3  00. 

Bowman's  Introduction  to  Practical  Chemistry,  Including 
Analysis.  Sixth  American,  from  the  sixth  aod  rsvised 
London  edition.  With  numerous  iilusi rations.  In  one 
neat  volume,  royal  12mo.    Cloth,  $2  26. 

Bowman's  Practical  Handbook  of  Medical  Chemistry.  Sixth 
American,  from  the  fourth  and  revised  English  edition. 
In  one  neat  royal  12mo.  rolume  of  361  pages,  with  numer- 
ous illustrations.    Cloth,  $2  26. 

Kkapp'm  Technology ;  or  Chemistry  Applied  to  the  Arts  and 
to  Manufactures  With  American  additions,  by  Prof. 
Waltrr  R.  Johhsor.  In  two  very  handsome  octavo  vol- 
umes, with  600  wood  engravings.    Cloth,  $6  00. 

DICTIONARIES. 

Dune lison's  Medical  Lexicon ;  A  Dictionary  of  Medical 
Science  ;  containing  a  concise  explanation  of  the  various 
Subjects  and  Terms  of  Anatomy,  Physiology,  Pathology, 
Hygiene,  Tnerapeutics,  Pharmacology,  Pharmacy,  Sur- 
gery, Obstetrics,  Medical  Jurisprudence,  and  Dentistry. 
Notices  of  Climate  and  of  Mineral  Waters;  Formulas  for 
Offleinal.  Empirical,  and  Dietetic  preparations  ;  with  the 
Accentuation  and  Etymology  of  the  Terms,  and  the 
French  and  other  Synonymes — so  as  to  constitute  a 
French  as  well  as  English  Medical  Lexicon.  A  new  edi- 
tion. Thorough  y  revised,  and  very  greatly  modified 
and  augmented.  By  Richard  J.  DciKiLrso*,  M.D.  In 
one  rerj  large  and  handsome  royal  octavo  rolume  of 
over  1100  pages.  Cloth,  $6  60;  leather,  raised  bands, 
$7  60.    {Lately  Issued  ) 
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Hobltn'b  Dictionary  of  the  Terms  U«ed  In  Medlolne  and 
the  Collateral  Science*.  Rerieed,  with  numerous  addi- 
tions, by  Isaac  Hat*,  M.D.,  editor  of  the  "American 
Journal  of  the  Medical  Sciences  "  In  one  large  royal 
12mo.  volume  of  oyer  600  double-columned  pages;  cloth, 
$160;  leather,  $2. 


MANUALS. 

Hartshornr'b  Conspectus  of  the  Medical  Sciences ;  con- 
taining Handbooks  on  Anatomy,  Physiology,  Chemistry, 
Materia  Medica,  Practical  Medicine,  8urgery,  and  Obste- 
trics. Second  edition,  thoroughly  revised  and  improved. 
In  one  large  royal  12mo.  volume  of  more  than  1000  c lovely 
printed  pages,  with  477  illustrations  on  wood.  Cloth, 
$1  29;  leather,  $5  00.    {Lately  Issued.) 

H  bill  and  Smith's  Analytical  Compendium  of  the  Various 
Branches  of  Medical  Science ;  for  the  use  and  examtna 
tlons  of  students.  In  one  large  and  handsomely  printed 
royal  12mo.  volume  of  about  1600  pages,  with  874  wood- 
ents;  cloth,  $4;  strongly  bound  in  leataer,  with  raised 
bands,  $1  7ft. 

Lcdlow's  Manual  of  Examinations  upon  Anatomy,  Physi- 
ology, Surgery,  Practice  of  Medicine,  Obstetrics,  Materia 
Medica,  Chemistry,  Pharmacy,  and  Therapeutics.  To 
which  is  added  a  Medical  Formulary.  Third  edition, 
thoroughly  revised  and  greatly  extended  and  enlarged. 
With  370  illustrations.  In  one  handsome  royal  12mo. 
volume  of  S16  large  pages.    Cloth,  $3  23 ;  leather,  $3  76. 

Tanner's  Manual  of  Clinical  Medicine  and  Physical  Diag- 
nosis. Thirl  American  from  the  second  London  edition. 
In  one  neat  volume  small  12mo.,  of  about  375  pages. 
Cloth,  $1  60. 

What  to  Observe  at  the  Bedsld'.and  after  Death  In  Medical 
Cases.  From  the  second  London  edition ;  one  volume 
royal  12mo.    Cloth,  $1. 

MATERIA  MEDICA  AND  THERAPEUTICS. 

Stills  k  Maiscb's  National  Dispensatory:  Embracing  the 
Chemistry,  Botany,  Materia  Medica,  Pharmacy,  Pharma- 
codynamics and  Therapeutics  of  the  Pharmacopoeias  of 
the  United  States  and  Great  Britain.  For  the  use  of  physi- 
cians and  pharmaceutists.  In  one  handsome  octavo  vol- 
ume of  about  1330  pages,  with  numerous  illustrations. 
(In  Press.) 

Stilus's  Tberapentics  and  Materia  Medica;  a  Systematic 
Treatise  on  the  Action  and  Uies  of  Medicinal  Agents,  in- 
eluding  their  Description  and  History.  Fourth  edition, 
revised  and  enlarged.  In  two  large  and  handsome  8vo. 
volumes  of  about  2000  pages.  Cloth,  $10;  leather,  $12. 
(Lately  Published.) 

Farqcharson's  Guide  to  Therapeutics.  Edited,  with  Ad- 
ditions, embracing  the  U.  S.  Pharmacopoeia.  By  Frank 
Woouburt,  M.D.  In  one  neat  royal  12mo.  volume  of 
over  400  pages.    Cloth,  $2.    (Sow  Ready.) 

Par iush's  Treatise  on  Pharmacy.  Designed  as  a  Text-book 
for  the  student,  and  as  a  Guide  for  the  physician  and 
pharmaceutist.  With  many  Formula  and  Prescriptions. 
Fourth  edition ;  thoroughly  revised,  by  Thomas  8  Wib- 
oahd.  In  one  handsome  octavo  volume  of  977  pages, 
with  2W  Illustrations  Cloth,  $5  60;  leather,  $6  60. 
(Lately  Issued) 

Griffith's  Universal  Formulary;  containing  the  Methods 
of  Preparing  and  Administering  Officinal  and  other  Medi- 
cines. The  whole  adapted  to  physicians  and  pharma- 
ceutists. Third  edition,  thoroughly  revised,  with  numer- 
ous additions,  by  Jobn  M  Maucr,  Professor  of  Materia 
Medica  in  the  Philadelphia  College  of  Pharmacy.  In  one 
large  and  handsome  octavo  volume  of  about  800  pages. 
Cloth,  $1  60;  leather,  $6  60.    (Just  Issued.) 

PATHOLOGY. 

G risk's  Pathology  and  Morbid  Anatomy.  Second  Ameri- 
ean,  from  the  third  and  enlarged  English  edition.  With 
numsrous  illustrations.  In  one  very  handsome  octavo 
volume.    Cloth.  $2  76.    (Just  Issued  ) 

Frnwick'b  Student's  Guide  to  Medical  Diagnosis.  From  the 
third  revised  and  enlarged  English  edition.  With  eighty- 
four  Illustrations  on  wood.  In  one  very  handsome  vol- 
ume, royal  12mo.    Cloth,  $2  26.    (LaUly  Issued  ) 


PRACTICE. 

Bribtows'b  Treatise  on  the  Theory  and  Practice  of  Medi- 
cine. Edited,  with  additions,  by  Jambs  H.  Hotchuibok, 
M  D.,  Physician  to  the  Penna.  Hospital.  In  one  large 
and  handsome  octavo  volume  of  over  1100  closely-printed 
pages     Cloth,  $6  60 ;  leather,  $6  60.    (Just  Issued  ) 

Flirt's  Treatise  on  the  Principles  and  Practice  of  Medi- 
cine ;  designed  for  the  uee  of  students  an  I  practitioners 
of  medicine.  Fourth  edition,  revised  and  enlarged.  In 
one  large  and  closely  printed  octavo  volume  of  ibout 
1100  pag  a.  Cloth,  $6;  or  strongly  bound  in  leather, 
with  raised  bands,  $7.    (Lately  Issued.) 

Fli *t's  Essays  ou  Conservative  Medicine  and  Kindred 
Topics,  in  one  very  handsome  royal  12mo.  volume. 
Cloth,  $1  38.    (Just  Issued.) 


Watson's  Lectures  on  the  Principles  and  Prsciice  of  Phy- 
.  sic.    Delivered  at  King's  College,  London.   A  new  Ameri- 
can, from  the  fifth  revised  and  enlarged  EutjlWh  edition. 
Edited,  with  additions,  and  several  hundred  Illustrations, 
by  Hbnrt  Hartsrorjtb.  M  D  ,  Professor  of  Hygiene  in 
the  University  of  Pennsylvania.    In  two  large  8vo.  vols. 
Cloth,  |9;  leather.  $11.    (Lately  Published.) 
Hartsrorwb's  Essentials  of  the  Principles  and  Practice  of 
Medicine.    A  handy-book  for  students  and  practitioners 
Fourth  edition,  revised  and  Improved.    With  about  1W 
illustrations.    In  one  handsome  royal  12mo.  volume  of 
about  660  pages.  Cloth, $2  63;  half-bound,  $2  88.  (Lately 
Issued.) 
Fothbro ill's  Practitioner's  Handbook  of  Treatment ;  or, 
the  Principles  of  Therapeutic*.    In  one  very  neat  ocUvo 
volume  of  about  676  pages.    Cloth,  $1     (Just  Issued.) 
FoTHBRftiLL's  Antagonism  of  Therapeutic  Agents,  and  What 
it  Teaches.    Being  the  Fothergilllan  Prise  Essay  for  1878 
In  one  neat  volume,  royal  12mo.,  of  about  200  pages. 
(Shortly  ) 
DuitfiMsoif,  Forbbs,  Twbbdib.  and  Conollt     Cyclopedia 
%of  Practical  Medicine  :  comprising  Treatises  on  the  Nature 
*and  Treatment  of  Diseases,  Materia  Medica  aod  Thera- 
peutic'*, Diseases  of  Women  and  Children,  Medical  Juris- 
prudence, etc.  etc.    In  four  super-royal  oetavo  volumes, 
of  3254  double-columned  pages.  Strongly  and  handsomely 
bound  In  leather,  $16 ;  cloth,  $11. 
Barlow's  Manual  of  the  Practice  of  Medicine.    With  addi- 
tions, by  D.  F.  Condib,  M.D.    One  volume,  oetavo,  600 
pages.    Cloth,  $2  60. 
Davib's  Clinical  Lectures  on  Various  Important  Disease*. 
Being  a  collection  of  the  Clinisal  Lectures  delivered  in 
the  Medical  Wards  of  Mercy  Hospital,  Chicago.    Edlt*d 
by  Frank  H.  Davis.  M.D.    Second  edition,  enlarged.  In 
one  handsome  royal  12mo.  volume.    Cloth.  $1  76. 
Tannkr'b  Manual  of  Clinical  Medicine  aud  Physical  Diag- 
nosis.   Third  American  from  the  second  London  edition. 
In  one  neat  volume,  small  12mo.,  of  about  376  pages. 
Cloth,  $1  60. 
Todd's  Clinical  Lectures  on  Certain  Acute  Diseases.    la 

one  nest  oetavo  volume  of  300  pagss.    Cloth,  $2  60. 
Sto  Baas'  introduction  to  Clinical  Medicine.  In  one  volume, 

12mo.    Cloth,  $1  26. 
Browns  on  Diseases  of  the  Throat.    (8hortfy.) 
Flint's  Manual  of  Percussion  and  Auscultation  ;  of  th? 
Physical  Diagnosis  and  Diseases  of  the  Lungs  and  Heart, 
and  of  Thoracic  Aneurism.     In  oue   handsome   royal 
12mo.  volume.    Cloth,  $1  76. 
Flint  ou  Phthisis:  its  Morbid  Anatomy,  Etiology,  Symp- 
tomatic Events  and  Complications,  Fatality,  and  Prog- 
nosis, Treatment,  and  Physical  Diagnosis ;  In  a  series  o. 
Clinical  Stultes.  In  one  handsome  octavo  volume    $3  60. 
Flint's  Practical  Treatise  on  the  Physical  Exploration  of 
the  Chest  aod  the  Diagnosis  of  Diseases  affecting   the 
Respiratory  Organs.   Second  and  revised  edition.   In  one 
handsome  octavo  volume  of  695  pages.    $1 60. 
Gross's  Practical  Treatise  on  Foreign  Bodies  in  the  Alr- 
Passafes.    In  one  volume,  8vo.,  with  illustrations,  46S 
pages     Cloth,  $2  75. 
Smith  on  Consumption ;  its  Early  and  Remediable  8tages. 

One  volume,  octavo,  264  pages.    $i  26. 
Williams  on  Pulmonary  Consumption  ;  its  Nature,  Vari- 
eties, and  Treatment.    With  an  Analysis  of  One  Thou- 
sand Cases  to  exemplify  its  duration.   In  one  neat  octavo 
volume  of  about  360  pages.    Cloth,  $2  60. 
Full br  on  Diseases  of  the  Lungs  and  Air  Passages:  Their 
Pathology,  Physical  Diagnosis,  Symptoms,  and  Treat 
meut.    From  the  second  and  revised  English  edition.    In 
one  octavo  volume  of  about  600  pages.    Cloth,  $3  60 
La  Rocbb  on  Pneumonia.    Oae  volume,  octavo,  of  600 

pages.    Cloth,  $3. 
8ladr  on  Diphtheria.    In  one  12mo.  volume    Cloth,  $1  26. 
Flint's  Practical  Treatise  on  the  'Diagaoet*,  Pathology, 
aud  Treatment  of  Diseases  of  the  Heart.    Second  revised 
and  enlarged  edition    In  one  octavo  volume  of  660  page", 
with  a  plate.    Cloth,  $!. 
Walsh b  on  the  Diseases  of  the  Heart  aud  Great  Vessels 
Third  American  edition.    In  one  volume,  octavo,  42»' 
page 4.    Cloth,  $3. 
Brinton's  Leetnres  on  the  Diseases  of  the  Stomach  ;  witb 
an  Introduction  on  it*  Anatomy  and  Physiology.     With 
11  lust  ration.    In  one  8  vo.  vol  of  SOO  pages     Cloth  $3  *6. 
Chambers  8  Manual  of  Diet  in  Health  and  Disease,   la  oue 
handsome  octavo  volume.    Cloth,  $1  76.    (Just  Issued.) 
Cbambbrs's  Restorative  Medicine.    An  Harvelan  Annual 
Oration.    With  two  Sequels,    in  one  handsome  12mo. 
volume.    Cloth,  $1. 
Pavt's  Treatise  ou  Food  and  Dietetics,  Physiologically  aud 
Therapeutically  Considered     In  one  handsome  octavo 
volume  of  nearly  600  pages.    Cloth,  $4  75.  (JuH  Issued. ) 
Pavt's  Treatise  on  the  Function  of  Digestion:  its  Disorders 
and  Treatment.    From  the  second   London  edition.    In 
one  handsome  volume,  small  oetavo.    Cloth,  $2. 
Stokrs'b  Lectures  on  Fever.    In  one  neat  volume  of  964 

pages.     Cloth,  $2  00. 
Ltons  b  Treatise  on  Fever.    In  one  octavo  volume  of  362 
psges.    Cloth,  $2  26. 
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Hudson'*  Lectures  on  the  Study  of  Fever,    l  vol.  8to.  » 

Cloth,  $2  60 
La  Rochi  on  Yellow  Fever,  considered  In  its  Historical, 

Pathologic*!,  Etiological,  and  Therapentlcal  Relations. 

In  two  large  and  handsome  octavo  Tolnmes  of  nearly 

1500  pages.    Cloth,  $7  00. 
Todd's  Cllaical  Leetnres  on  Ccrtsia  Acnte  Diseases.    In 

one  neat  octavo  volume  of  300  page*.    Clotn.  $2  90. 
Lincoln's  Electro  Therape  a  ties ;    A  Concise  Manual  of 
Electricity.     In  one  very  neat  royal  12mo. 
with  illustrations.    Cloth,  $1  50.    {Lately  Is 
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on  the  Pathology  and  Treatment  of  Venereal 
Diseases,  including  the  results  of  recent  investigations 
upon  the  subject.  Third  edition,  revised  and  enlarged, 
with  illustrations.  In  one  large  and  handsome  octavo 
volume  of  over  700  pages.  Cloth,  $6  00  ;  leather,  $0  00. 
{Just  Issued.) 

Collbribr  and  Bitmstbad'b  Atlas  of  Venereal  Diseases. 
Translated  and  suited  by  Frskman  J.  B  oust  bad  In 
one  large  imperial  4to.  volume  of  S2S  pages,  double 
columns,  with  26  platen,  containing  about  160  figure*,* 
beautifully  colored,  many  of  them  the  else  of  life. 
Strongly  bound  in  cloth,  $17  00;  also,  in  five  parts, 
stout  wrappers  for  mailing,  at  $3  00  per  part 

Lkb's  Lectures  on  Syphilis,  and  on  some  Forms  of  Local 
Disease  affecting  principally  the  Organs  of  Generation. 
In  one  handtiome  octavo  volume  of  246  pages.  Cloth. 
•2  2.5     {Lately  Issued  )  re. 

Hill  on  Syphilis  and  Local  Contagion*  Disorders.  In 
one  handsome  8vo.  volume.    Cloth,  $3  25. 

Fox's  Epitome  of  Skin  Diseases,  with  Formula.  For  stu- 
dents and  practitioners.  In  one  handsome  12mo.  vol- 
ume of  120  pages.    Cloth,  $1  00.     (fust  Issued.) 

Wilson's  Student's  Book  of  Cutaneous  Medicine  and  Dis- 
eases of  the  Skin.  In  one  very  handsome  royal  12mo. 
volume.    $3  60. 

Nrlioax's  Atlas  of  Cutaneous  Diseases.  In  one  handsome 
4to.  vol  a  me,  with  exquisitely  eolored  plates,  etc.,  pre- 
senting about  100  varieties  of  disease.    Cloth,  $5  60. 

Hillikr's  Handbook  of  Skin  Diseases,  for  stuients  and 
practitioners.  Secotd  American  edition.  In  one  royal 
12mo.  volume  of  368  psges,  with  illustration*..  Cloth, 
Pa  a. 


OBSTETRICS. 

Platfate's  Treatise  on  the  Science  and  Prsctlee  of  Mid- 
wifery. Second  American,  from  the  second  and  revised 
English  edition.  Edited,  with  additions,  by  Robert  P. 
Harris,  M.D.  In  one  handsome  octavo  volume,  with 
numerous  illustration *.    {Preparing.) 

Lbisrmak's  System  of  Midwifery,  including  the  Diseases 
of  Pregnsncy  and  the  Puerperal  State.  Second  Ameri- 
can, from  the  second  and  revised  English  edition,  with 
fdd^tions  by  J  8.  Parrt,  MD  ,  Oostetrlcian  to  the 
Phlla.  Hospital.  In  one  large  and  very  handsome  oc- 
tavo volume  of  nearly  800  pages,  with  about  200  lllus- 
tratlons.    Cloth,  f6  ;  leather,  »6.    ( Lately  Issued.) 

Hodmrs  Principles  and  Practice  of  Obstetrics.  Illustrated 
with  large  lithographic  plates  containing  169  figures 
from  original  photographs,  and  with  numerous  wood- 
cuts. In  one  Urge  and  beautifully  printed  quarto  vol- 
*"•  of  360  double-columned  pages.    Strongly  bound  in 

Hodor'b  Principles  and  Practice  of  Obstetric  Medicine 
and  Surgery,  in  reference  to  the  Process  of  Parturition 
A  new  and  enlarged  edition,  thoroughly  revlied  by  the 
author  With  additions  by  W.  V  Kbatiho,  M.D..  Pro- 
fessor of  Obstetrics,  etc,  in  the  Jefferson  Medical  Col- 
lege, Philadelphia.  In  one  large  and  handsome  imperial 
octavo  volume  of  660  pages,  strongly  bound  in  leather, 
with  raised  bands  ;  with  64  beautiful  plates,  and  numer- 
ous wood-cuts  In  the  text,  containing  in  all  nearly  200 
large  and  beautiful  figures.    Leather,  $7. 

W88TS  Lecinies  on  the  Dli eases  of  Infancy  and  Child- 
hood. Fifch  American,  from  he  tixth  revised  snd  en- 
larged BoglUh  edition.  In  one  large  and  hAnosome 
octavo  volume  of  678  pages.  Cloth,  $1  60  ;  leather,  $6  60. 
(Lately  Is»ue<l  ) 

Tajtsbr  oo  the  Signs  and  Diseases  of  Pregnancy.  First 
American  from  the  second  and  enlarged  English  edition. 
With  4  colored  plates  and  illustrations  on  wood.  In 
ooehsDdiomi  ootavo  volume  of  about  600  pages.  Cloth, 

Parry  on  Extra  Uterine  Pregnancy ;  Its  CUoIcaI  History, 
uiagnotls,  Prognosis,  and  Treatment  In  one  handsome 
octavo  volume  of  274  pages.    Cloth,  $2  60.    (Lately  Is- 

SUeu  ) 

Swatsbb  Obstetric  Aphorisms  for  the  use  of  Students 
commencing  Midwifery  Practice.  Second  Amerioao,  from 
5?  ™  7.  ttnd  r«vl*«*  London  edition,  with  ad  dl  tic  us,  by 
E  R  HuTCHiifg,  M.D.  Wlih  illustrations.  In  one  neat 
12mo.  vjlume.    Cloth,  $1  26.    {LafUy  Issued.) 

HiOBT  s  System  of  Midwifery.  Second  American  edition, 
one  volume,  octavo,  42i  pAges.    Cloth,  $J  30 


Wivckel  on  the  Pathology  and  Treatment  of  Childbed.  A 
tr*a.ise  for  physicians  and  students.  From  the  second 
German  edition,  with  additions  by  the  author.  Trans- 
lated by  Jamb*  Rbad  Cradwick,  M.D.,  Clinical  Lecturer 
on  DiHeases  of  Women  in  Harvard  University.  In  one 
handsome  octavo  volume.    Cloth,  $4.    (Lately  Issued  ) 

Moxtqombrt'b  Exposition  of  the  Signs  and  Symptom i  of 
Pregnancy  With  2  exquisite  colored  plates,  and  nu- 
merous wood-cuts'.  In  one  volume,  8vo.,  of  nearly  600 
pages.    Cloth,  $3  75. 

Churchill  on  the  Theory  and  Practice  of  Midwifery.  With 
notes  and  additions  by  D.  Francis  Cokdib,  M.D.  With 
194  illustrations.  In  one  very  handsome  octavo  volume 
of  nearly  700  pages.    Cloth,  $4  00  ;  leather,  $6  00. 

Church i ll'8  Essays  on  the  Puerperal  Fever,  and  other 
Diseases  peculiar  to  Women.  One  volume,  8vo.,  of  440 
pages.    Cloth.  $2  60. 

Mkios  on  tbe  Nature,  Signs,  and  Treatment  of  Childbed 
Fever  One  volume,  Sv'o.,  ot  nearly  363  pages.  Cloth, 
$2  00. 


GYNECOLOGY. 

Thomas's  Practical  Treatise  on  the  Diseases  of  Women. 
Fourth  edition,  enlarged  and  thoroughly  revised.  In 
one  large  and  handsome  octavo  volume  of  800  pages, 
with  191  illustrations.  Cloth,  $3  00;  leather,  $6  00. 
{Just  Issued.) 

Barnbd's  Clinical  Exposition  of  the  Medical  and  Surgical 
Diseases  of  Women.  8econd  American,  from  the  second 
enlarged  and  revised  English  edition  in  one  handsome 
octavo  volume,  with  man"  illustrations.    (In  Press.) 

Chadwick's  Manual  of  the  Diseases  Peculiar  to  Women. 
In  one  neat  volume,  royal  12mo.,  with  illustrations. 
(Preparing.) 

West's  Lectures  on  the  Diseases  of  Women.  Third  Amer- 
ican, from  the  third  London  edition.  In  one  neat  octavo 
volume  of  about  660  pages.   Cloth,  f3  76 ;  leather,  ft  7.'). 

Ho  dor  on  Diseases  Peculiar  to  Women  ;  including  Dis- 
placements of  the  Uterus.  With  original  illustrations. 
Second  edition,  revised  and  enlarged.  In  one  beautifully 
printed  octavo  volume  or  631  pages.    Cloth,  $4  60. 

Ashwbll'b  Practical  Treatise  on  the  Diseases  Peculiar  to 
Women.    One  volume  8vo.,  628  pages.    Cloth,  $3  60. 

Dbwbbs's  Treatise  on  the  Diseases  ot  Females.  With  illus- 
trations. In  one  8vo.  vol.  of  636  pages,  with  plates. 
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Smith's  Practical  Treatise  on  the  Diseasts  of  Infancy  and 
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revised.  With  Illustrations  on  wood.  In  one  handsome 
8vo.  volume  of  726  pages.  Cloth,  $6  00 ,  leather,  $6  00. 
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W tot's  Lectures  on  the  Diseases  of  Infancy  and  Child- 
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octavo  volume  of  678  pages.  Cloth,  $1  60 ;  leather,  $6  60. 
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tions ;  illustrated  with  numerous  engravings  on  wood, 
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Cartbrr  Practical  Treatise  on  the  Diseases  of  the  Eye. 
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Browns*  How  to  Use  the  Ophthalmoscope.  Being  ele- 
mentary instructions  in  Ophthalmoscopy,  arranged  for 
the  use  of  students.  In  one  small  volume,  royal  12mo., 
of  120  pages,  with  36  illustrations.  Cloth,  $1  00.  (Now 
Ready.) 

Laorbscb's  Handy-Book  of  Ophthalmic  Surgery,  for  the 
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larged.   With    numerous   illustrations.     In    one    very 
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